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Malpractice  Mils  from  plaintiffs’  bar  to  resurface 


Malpractice  will  rear  its  ugly  head  at  the  General  Assembly  session 
beginning  this  month  when  two  bills  sent  to  study  committees  in  1981  are 
brought  back  for  action.  One,  HB-1742,  would  radically  alter  the  present 
statute  of  limitations  pertaining  to  malpractice.  The  other,  HB-1700,  would 
remove  the  present  cap  on  malpractice  awards  of  $750,000. 

Both  bills  are  sponsored  by  plaintiffs’  lawyers.  Both  were  assessed  as 
unlikely  of  passage  last  year  and  were  referred  for  study  to  keep  them 
alive. 

The  present  statute  of  limitations  relating  to  malpractice  is  two  years 
after  occurrence  of  the  injury  for  adults  and  20  years  after  occurrence  for 

minors.  The  proposed  legislation 
would  make  discovery  of  the  injury 
the  pivotal  factor,  rather  than  the 
injury  itself,  with  a 10-year  limita- 
tion. Thus  if  a person  discovers  an 
injury  eight  years  after  it  happened, 
two  years  remain  in  which  to  file  a 
malpractice  suit. 

The  bill  proposing  repeal  of  the 
present  law  capping  malpractice 
awards  at  $750,000  offers  no  alter- 
native cap,  thus  opening  awards  to 
unlimited  escalation.  The  legal  pro- 
fession as  a whole  is  said  to  feel 
this  bill  has  unconstitutional  conno- 
tations, but  it  would  have  to  be 
tested  to  make  sure. 


Furthermore,  Virginia’s  malpractice  review  panel  system  may  come 
under  fire  this  year  from  the  legislators.  That  was  the  prediction  at  a 
recent  University  of  Virginia  Medical  Center  Hour,  when  two  attorneys  and 
an  insurance  man  discussed  the  medical  malpractice  problem  in  a panel 
discussion  moderated  by  Dr.  Oscar  A.  Thorup,  Jr.  The  Medical  Center 
Hour  is  a popular,  interdisciplinary  program  presented  two  or  three  times 
a month  in  the  School  of  Medicine's  auditorium. 

There  is  disenchantment  with  the  review  system,  the  speakers  in 
Charlottesville  observed,  because  its  purpose  was  to  curb  malpractice 
actions,  yet  both  the  number  of  suits  and  the  size  of  awards  have  surged 
dramatically.  Moreover,  the  listening  doctors  were  pained  to  hear,  that 
increase  will  undoubtedly  continue. 

“People  are  better  educated,  they  read  newspapers,  and  they  aren't 
reluctant  to  see  an  attorney  if  they  feel  something  went  wrong,”  said 
E.  Gerald  Tremblay,  an  attorney  who  frequently  represents  plaintiffs  in 
malpractice  cases. 

True,  agreed  Dr.  Thorup,  describing  “a  well-educated  patient  group 
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that  expects  great  things,  but  if 
bad  results  occur,  it  is  characteris- 
tic of  our  society  to  believe  that 
somebody  is  at  fault  and  should 
pay  for  it.” 

Added  attorney  David  C.  Landin, 
“Patients  are  convinced  that  socie- 
ty should  reimburse  people  for 
their  suffering.” 

Many  plaintiffs  base  the  plausi- 
bility of  their  cases  on  the  severity 
of  injuries,  the  amount  of  medical 
bills,  or  the  sympathy  they  expect 
to  get  from  a jury,  Landin  noted. 
But  the  true  test  of  a malpractice 
case  is  to  show  that  quality  of  care 
fell  below  accepted  medical  stan- 
dards, he  went  on,  and  to  show 
this,  a medical  expert  must  testify. 
Landin  took  a dim  view  of  such 
testimony. 

"Experts  are  like  bananas,”  he 
said,  "they  come  in  bunches." 

Elimination  of  reliance  on  expert 
testimony  was  one  of  the  reasons 
the  review  system  was  created  by 
the  legislature  five  years  ago.  Each 
of  its  appointed  panels  consists  of 
three  physicians,  three  attorneys 
and  a judge. 

Landin  said  plaintiffs  often  ignore 
the  hearings,  preferring  to  seek  the 
sympathy  of  a jury,  while  Tremblay 
criticized  the  review  panels  for  rul- 
ing in  favor  of  physicians  at  a ratio 
of  8 to  1 cases. 

The  Medical  Society  of  Virginia 
offers  to  its  members  a profession- 
al liability  program  underwritten  by 
the  St.  Paul  Insurance  Companies, 
and  a St.  Paul  representative,  Rich- 
ard Gladding,  was  one  of  the 
speakers  at  the  Medical  Center 
Hour.  He  believes  the  review  pan- 
els don’t  work  because  "if  a plaintiff 
doesn't  get  the  results  he  wants, 


there’s  nothing  to  stop  him  from 
going  on  to  a jury.” 

He  also  blamed  plaintiffs'  law- 
yers for  using  the  system  for  "fish- 
ing expeditions”  to  see  if  cases 
look  likely  for  success  in  court. 

Malpractice  cases  are  brought 
by  people  looking  to  make  a fast 
dollar,  in  Gladdings’  opinion,  and 
he  warned  the  doctors  in  his  audi- 
ence to  keep  accurate  and  clear 
records  and  to  improve  communi- 
cation with  their  patients. 

Attorney  Tremblay  agreed.  Doc- 
tors are  too  busy,  he  charged,  to 
inform  their  patients  adequately 
about  their  medical  problems  and 


Dr.  Edwin  L.  Kendig,  Jr.,  has 
been  named  Editor  of  Virginia  Med- 
ical to  succeed  Dr.  W.  Taliaferro 
Thompson,  Jr.,  who  resigned  after 


Dr.  Kendig 


to  deal  with  their  patients’  anxi- 
eties. 

"If  I were  to  sum  up  the  cause  of 
malpractice  cases  in  one  word,” 
said  Tremblay,  "it  would  be  com- 
munication." 

The  National  Association  of  Insur- 
ance Commissioners  has  pub- 
lished a "Closed  Claims  Study” 
that  reduces  to  statistics  the  acute 
professional  trauma  of  71,782 
closed  malpractice  claims.  Said  to 
be  the  most  extensive  such  analy- 
sis to  date,  the  nationwide  study 
covered  the  period  from  July  1975 
to  December  1978  and  spawned  a 


six  years  at  the  journal’s  helm.  Dr. 
Kendig’s  appointment  was  made 
by  MSV  President  H.  C.  Alexander 
III. 

President  of  the  American  Acad- 
emy of  Pediatrics  in  1978-1979, 
Dr.  Kendig  is  professor  of  pediat- 
rics at  the  Medical  College  of  Vir- 
ginia, director  of  pediatrics  at  St. 
Mary’s  Hospital,  Richmond,  and 
vice  president  of  the  Virginia  State 
Board  of  Medicine.  He  is  a prolific 
writer;  at  last  count  82  of  his  medi- 
cal articles  had  been  published, 
ten  of  them  in  this  journal,  the  rest 
in  top  journals  in  this  country  and 
abroad.  Now  in  its  third  edition  is 
the  book  Dr.  Kendig  edited  and 
wrote  many  chapters  for:  Disorders 
of  the  Respiratory  Tract  in  Children 
(W.  B.  Saunders  Co.,  Philadelphia). 

An  editorial  welcoming  Dr.  Ken- 
dig appears  elsewhere  in  this  is- 
sue, followed  by  a farewell  salute  to 
Dr.  Thompson. 


Dr.  Kendig  named  to  head  Va  Med 
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Dr.  William  S.  Burton, 
Nassawadox 


Faces 

at  die  Annual  Meeting 


Dr.  A.  A.  Ruiz,  Portsmouth 


Dr.  Gordon  G.  Birdsong,  Franklin 


Dr.  George  M.  Caldwell,  Christiansburg 
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statistician’s  dream  of  charts,  cate- 
gories, percentages,  averages, 
and  other  arithmetical  indexes.  For 
the  physician,  however,  the  work  is 
a nightmare. 

Noting  early  on  that  in  each  of 
the  last  two  analyzed  years  the 
average  indemnity  rose  30%  over 
the  previous  year,  the  study  makes 
a prediction  that  may  already  be  a 
reality:  If  future  medical  malprac- 
tice losses  are  projected  at  this 
30%  growth  rate,  they  will  soon 
approach  $1  billion  annually. 

Increases  in  major  settlements  or 
judgments  sent  the  indemnity  total 
soaring,  says  the  study.  In  1975, 
for  instance,  there  were  only  five 
paid  claims  of  $1  million  or  more, 
but  in  1978  there  were  23  such 
awards. 

The  following  general  categories 
of  procedure,  the  study’s  data  indi- 
cated, accounted  collectively  for 
almost  one-half  of  all  incidents 
leading  to  indemnity:  (1)  examina- 
tions, including  emergency  room 
exams  (2)  operations  on  the  female 
genital  system,  particularly  hyster- 
ectomaies,  tubal  ligations  and 
D&Cs;  (3)  treatments  with  drugs; 
(4)  diagnostic  and  therapeutic  pro- 
cedures, including  physical  thera- 
py, cast  immobilizations  and  blood 
transfusions;  and  (5)  operations  on 
the  musculoskeletal  system,  partic- 
ularly reductions  of  fractures  and 
excisions  of  intervertebral  discs. 

Or,  taking  a different  approach 
and  figuring  in  percentages,  the 
study  reports  that  35%  of  all  report- 
ed paid  claims  related  to  allega- 
tions of  improperly  performed  pro- 
cedures; 27%  were  associated 
with  diagnostic  errors;  10%  with 
drug  injuries;  10%  with  falls;  and 
15%  with  other  events  or  combina- 
tions of  causes.  Only  3%  of  claims 
originated  with  anesthesia  injuries, 
although  anesthesia  accidents, 
which  frequently  result  in  grave  or 
permanent  injury,  were  associated 
with  11%  of  all  indemnity. 

Indeed,  says  the  study,  anesthe- 


sia procedures,  particularly  gener- 
al anesthesia,  accounted  for  the 
highest  average  indemnity  pay- 
ments ($96,822)  as  reckoned  by 
procedure  group.  Second  highest 
claims  average  by  procedure, 
$72,336,  was  tallied  by  operations 
on  the  nervous  system,  with  sur- 
gery of  the  spinal  cord  a frequent 
and  costly  source  of  paid  claims. 
Obstetrical  procedures  registered 
the  third  highest  average  indem- 
nity by  category  at  $72,279,  with 
claims  based  on  low  forceps  deliv- 
eries, usually  involving  brain-dam- 
aged infants,  averaging  above 
$100,000.  Operations  on  the  car- 
diovascular and  respiratory  sys- 
tems were  also  high-priced,  as 
were  monitoring  procedures. 

In  terms  of  average  claims  size 
by  specialty,  neurosurgeons  had 
the  misfortune  to  lead  all  the  rest  at 
$56,065. 


Dr.  Stark  defeated 

The  Democratic  victory  led  by 
Governor  Elect  Charles  Robb  in  the 
recent  state  elections  swamped 
Dr.  Carl  E.  Stark’s  candidacy  for 
delegate  to  the  General  Assembly 
from  the  4th  Legislative  District. 
The  incumbent,  Del.  Archie  Camp- 
bell, D-Wytheville,  defeated  Dr. 
Stark,  who  is  a former  Medical  So- 
ciety of  Virginia  President  and  was 
mayor  of  Wytheville  for  19  years. 


Antiques  show  nears 

In  the  countdown  phase  is  the 
1982  Antique  Show  and  Sale  con- 
ducted by  the  Auxiliary  to  the  Rich- 
mond Academy  of  Medicine,  and 
Mrs.  Kenneth  C.  Griffith  is  at  the 
console,  seeing  to  it  that  all  sys- 
tems are  go.  Mrs.  Griffith  is  chair- 
man of  this  year’s  S&S.  The  show 
will  be  held  February  18  to  21  in 
Richmond. 
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Charter  Medical  Corporation  proudly 
announces  the  opening  of  its  Stuart  Circle 
Medical  Building  on  Richmond's  historic 
Monument  Avenue. 

The  new  medical  building  offers 
physicians  the  opportunity  to  become  an 
integral  part  of  an  active  community. 
Located  in  the  center  of  the  beautiful  Fan 
district  the  newly  renovated  office  building 
provides  space  for  physicians  to  practice, 
either  solo  or  in  groups. 

The  office  is  within  half  a block 
of  Stuart  Circle  Hospital,  a 153-bed,  short- 
term, medical/surgical  hospital  offering  the 
convenience  of  outpatient  testing  for  your 
patients.  A 24-hour  Outpatient  Department 
and  many  other  ancillary  services  are  also 
available  at  the  hospital. 

Although  renovated  for  modern-day 
patient/physician  comfort,  much  of  the 


townhouse-style  flavor  remains,  including 
fireplaces  and  mantels  in  selected  offices. 
The  floor-plan  design  insures  convenience 
and  patient  privacy  in  both  the  consul- 
tation and  examination  areas.  The  decor 
matches  the  traditional  elegance  of  the 
surrounding  historical  homes. 

Applications  are  now  being  accepted 
for  office  space.  Interested  physicians 
should  call  project  manager  Ray  Hayes  at 
(804)359-1843. 


The  Stuart  Circle  Medical  Building 

161 7 Monument  Avenue 
Richmond,  Virginia 

-A  CHARTER  MEDICAL  CORPORATION  FACILITY- 


A Blueprint  for  a Community’s 
The  New  Stuart  Circle 
Medical  Building 


Health: 


operation  that  enables  you  to  cut 
malpractice  coverage  costs  without 
cutting  into  any  of  the  protection  you 
need.  It’s  the  Virginia  Hospital 
Insurance  Reciprocal’s  Physicians 
The  good  health  of  your  professional  Malpractice  Program  It  features 
practice  is  affected  by  the  rising  costs  substantially  lower  premiums 
you  incur  to  conduct  that  practice.  In  because  VHIR’s  expenses  and 

recent  years,  malpractice  insurance  projected  claim  costs  are  lower  than 
costs  have  resisted  every  effort  to  those  of  commercial  insurers.  Now 
control  them  within  reasonable  the  largest  writer  of  hospital 

limits.  Now,  at  last,  there’s  a viable  professional  liability  in  Virginia, 


VHIR  is  owned  by  its  subscribers  and 
shares  all  profits  with  participants. 
Become  part  of  the  operation  that’s 
conducted  solely  for  the  protection  of 
Virginia  physicians  and  the  hospitals 
in  which  they  practice.  Call  or  write 
today  for  full  details. 


IT’S  TIME  SOMEONE 
DID  SURGERY  OJM  YOUR 
OPERATING  COSTS. 


VIRGINIA  HOSPITAL 
INSURANCE  RECIPROCAL 

1904  Byrd  Avenue  Richmond,  VA  23230 
(804)  285-7354 


UPFRONT 


WITH  THE  PRESIDENT 


Does  it  really  make  any  more 
sense  for  a physician,  no  matter 
what  his  specialty,  to  exist  outside 
of  the  system  of  organized  medi- 
cine than  it  does  for  the  citizen  of  a 
democratic  country  to  take  no  part 
whatsoever  in  the  governmental 
process,  no  matter  what  his  special 
interest? 

The  three-level  system  of  orga- 
nized medicine  is  a truly  democrac- 
tic  system.  It  begins  with  the  indi- 
vidual physician,  who  joins  his 
local  or  county  component  medi- 
cal society.  This  physician  can  pro- 
mote his  ideas  and  concepts 
through  the  open  forum  of  his  soci- 
ety’s business  meetings  and 
through  his  influence  on  its  board 
of  directors  and  officers.  If  he  is 
persuasive  enough  to  convince 
these  peers  that  his  ideas  are  wor- 
thy, then  appropriate  resolutions 
and  actions  can  be  brought  to  the 
council  of  his  state  organization 
through  his  councilor,  and  once  a 
year  to  the  state  House  of  Dele- 
gates through  a resolution  spon- 
sored by  his  own  society.  As  a 
member  of  the  state  organization, 
he  can  speak  at  the  reference  com- 
mittee hearings  in  support  of  his 
ideas  and  concepts  at  this  level. 
Thus  the  individual  has  direct  input 
and  voice  at  the  state  level  even 
though  he  is  not  a delegate.  The 
next  step,  if  his  concepts  garner  the 
endorsement  of  either  the  Council 
or  the  House  of  Delegates,  can 
result  in  a resolution  placed  before 
the  AMA  House  of  Delegates  by 
his  AMA  delegation.  Again,  if  this 
physician  is  an  AMA  member,  he 
may  speak  at  the  reference  com- 
mittee at  the  AMA  national  level  in 
support  of  his  resolution. 


Thus  individual  participation  and 
a direct  voice  are  carried  all  the 
way  through  the  entire  system  to 
the  national  level.  This  is  actually 
better  than  our  federal  government 
system,  wherein  a citizen  would 
have  a great  deal  of  difficulty  testi- 
fying before  a Senate  subcommit- 
tee. 

Another  view  of  this  three-tiered 
structure  is  in  reference  to  its  natu- 


ral democratic  representation.  Be- 
ginning in  the  local  society,  the 
constitution  and  bylaws  provide  a 
democratic  voice  in  the  business  of 
his  local  organization.  The  nomina- 
tion committee  puts  forward  the 
names  of  delegates  to  the  state  so- 
ciety for  which  the  individual  can 
vote  and  campaign.  At  the  state 
level,  again  he  is  represented 
through  the  election  of  delegates  to 
the  AMA.  It  is  an  interesting  point 
that  a non-AMA  member  who  is 
seated  in  the  House  of  Delegates  of 
The  Medical  Society  of  Virginia 
can  vote  for  an  AMA  delegate  even 
though  he  is  not  a member  of  the 
AMA.  Obviously,  this  is  a very 
lenient  democratic  system. 

Thus  this  federation  system 
translates  into  democratic  repre- 
sentation from  the  local  to  the  na- 
tional level. 

Looking  at  the  governmental 
scene  with  regard  to  its  parallel 
system  of  representation  and  what 
it  takes  to  obtain  the  attention  of 
our  public  servants  at  all  levels,  I 
believe  that  anyone  involved  in 
lobbying  will  tell  you  that  success 
depends  on  how  many  votes  you 
represent  and  how  much  money 


you  can  direct  toward  a campaign. 
This  is  simply  a hard,  cold  fact  with 
which  we  must  deal.  We  as  physi- 
cians represent  a very  small  nu- 
merical segment  of  society  and 
thus  do  not  represent  very  many 
votes.  But  through  political  action 
committees  we  exercise  some  in- 
fluence on  campaign  funds  and 
thus  are  able  to  compound  our  in- 
fluence beyond  our  actual  num- 


bers. We  must  keep  in  mind  that  as 
citizens  we  do  not  want  our  public 
officials  to  be  influenced,  or  to  put 
it  more  crudely,  “bought”,  by  any 
lobbying  or  special  interest  group. 
Therefore,  we  neither  want  nor  ex- 
pect undue  response  based  on  any- 
thing but  the  sheer  merit  of  our 
ideas.  And  we  must  recognize  that 
their  integrity  must  be  beyond  the 
reach  of  both  money  and  votes 
once  they  are  elected. 

Back  to  organized  medicine. 
You  can  see  that  our  three-tiered 
system  also  geometrically  en- 
hances the  impact  of  an  individ- 
ual’s concept  as  it  progresses  up 
through  the  system.  Once  the  indi- 
vidual physician  has  obtained  the 
collective  support  of  his  local  soci- 
ety, his  idea  is  then  backed  by  that 
membership.  Once  he  has  gained 
endorsement  of  the  state  Society, 
he  has  the  support  of  6,500  physi- 
cians. When  it  reaches  the  AMA 
level,  his  idea  is  backed  by  250,000 
physicians.  This,  unfortunately,  is 
barely  50%  of  all  physicians  in  the 
country,  so  it  is  easy  to  see  that  the 
AMA’s  voice  is  weak  compared  to 
what  it  would  be  if  we  had  repre- 
sentation in  the  75-80%  range. 
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Thus  at  all  levels,  the  higher  the 
percentage  of  physicians  who  be- 
long to  a society,  the  stronger  the 
voice.  All  physicians  must  contrib- 
ute to  the  collective  strength,  credi- 
bility and  influence  of  the  whole 
profession  by  belonging  to  the  or- 
ganized system  at  all  levels. 

I think  it  is  clear  that  no  single 
specialty  can  muster  a significant 
number  of  individuals  compared  to 
the  whole.  Your  specialty  organi- 
zation may  know  your  needs  and 
better  provide  your  CME  and  un- 
derstand your  economic  problems, 
but  it  cannot  match  the  collective 
strength,  credibility  or  visibility  of 
organized  medicine.  Organized 
medicine  provides  a common  fo- 
rum where  the  diversified  concerns 
of  the  various  specialists  can  be 
voiced  before  the  entire  profession 
in  order  to  gain  collective  support. 
The  efficiency  and  economy  here  is 
that  the  collective  financial  backing 
can  be  utilized  as  needed  by  vari- 
ous smaller  groups.  This  refers  to 
the  highly  specialized  skills  of  lob- 
bying, medical-legal  expertise,  and 
general  administrative  and  record- 
keeping services.  Thus  the  housing 
of  these  special  services  under  one 
roof,  where  they  are  available  to 
all,  is  quite  efficient. 

The  collective  organized  medi- 
cine forum  also  allows  a means  by 
which  a small  specialty  group  can 
barter  its  current  requirements  for 
support  against  its  future  support 
of  the  needs  of  other  specialties. 
Thus  much  of  the  disinterest  can  be 
bridged,  if  one  specialty  group  rec- 
ognizes that  in  the  future  it  will 
have  the  support  of  the  other  when 
it  is  in  need. 

If  we  did  not  have  organized 


medicine,  we  would  be  operating  in 
an  impotent,  futile  and  frustrating 
number  of  small  groups,  easy  prey 
to  the  overwhelming  social  forces 
against  us.  So  each  individual,  no 
matter  how  he  feels  regarding  the 
merits  of  his  own  specialty  versus 
those  of  other  specialties  or  the 
collective  whole,  must  lend  his 
support  to  the  entire  structure,  just 
as  he  must  support  the  federal  gov- 
ernment, whether  it  is  in  the  hands 
of  Democrats  or  Republicans.  His 
name  on  the  rolls  and  his  dues  in 
the  coffers  are  mandatory  regard- 
less of  his  degree  of  participation, 
and  it  is  mandatory  whether  or  not 
he  endorses  the  activities  of  the 
group  involved.  It  is  his  responsi- 
bility to  exercise  his  mandate  to 
change  the  activities  of  the  group 
through  the  representative  system. 
That  he  doesn't  like  what  the  group 
is  doing  is  no  excuse. 

I do  not  need  to  list  the  other 
collective  benefits  of  organized 
medicine,  such  as  malpractice  and 
health  insurance  programs,  com- 
munity education  services  and 
many  other  special  services.  What 
should  be  emphasized  is  that  many 
physicians  outside  the  actual  mem- 
bership of  all  three  levels  of  orga- 
nized medicine  reap  the  benefits  of 
it.  Particularly  in  Virginia,  where 
we  pride  ourselves  on  our  sense  of 
responsibility  and  on  our  indepen- 
dence, it  is  surprising  that  there  are 
so  many  physicians  who  are  willing 
to  benefit  from  the  financial  expen- 
diture of  others  rather  than  shoul- 
dering their  share.  They  would  be 
offended  if  they  were  accused  of 
picking  the  pockets  of  their  peers 
standing  beside  them,  but  this  is  in 
essence  what  they  are  doing. 


The  more  members  on  the  rolls 
and  the  more  dues  coming  in.  the 
more  services  that  can  be  efficient- 
ly provided.  The  higher  the  per- 
centage of  representation  at  each 
level,  the  greater  the  credibility  we 
have  and  the  greater  and  more  in- 
fluential will  be  our  voice.  Since  we 
are  viewed  by  the  public  collective- 
ly, we  cannot  escape  this  collective 
responsibility  for  the  actions  of 
each,  so  we  might  as  well  be  unit- 
ed. We  might  as  well  deal  with  our 
individual  and  specialty  problems 
within  the  umbrella  of  organized 
medicine,  rather  than  appear  divid- 
ed, splintered  and  weak. 

If  you  don’t  like  the  system,  join 
it  and  change  it,  but  for  goodness 
sake  don't  “cop  out’’!  Join  it  and 
get  your  rights  to  complain!  Carry 
your  share  of  the  burden,  at  least 
financially  if  not  in  participation! 
Don't  be  a free-loader!  BELONG! 

H.  C.  Alexander,  III,  MD, 
President, 

The  Medical  Society  of  Virginia 


THE  PRESIDENT  IS  APROPOS 

Dr.  Alexander’s  observa- 
tions on  membership  in  orga- 
nized medicine  are  timely,  for 
this  is  the  season  when  dues 
are  payable.  Billings  for  Med- 
ical Society  of  Virginia  dues 
went  out  late  last  year.  If  you 
haven't  already  sent  in  your 
check,  make  haste  to  do  so. 
Repeat  billings  are  a waste  of 
the  membership's  money. 
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AVAILABLE  TO  YOUR  PATIENTS 
THROUGH  EVERY  PEOPLES  DRUG  STORE. 


Peoples...  the  first  and  only 
drug  chain  to  offer  a complete 
Home  Health  Care  Center. 


Now  your  patients  have  access  to  the  area’s  largest 
stock  of  home  health  care  products,  equipment  and 
appliances.  Many  for  rent  as  well  as  for  sale. 

Everything  is  available  through  a convenient  catalog 
in  the  prescription  department  of  every  Peoples  Drug 
Store.  Or  on  display  at  Peoples’  first  Home  Health 
Care  Center  located  in  the  Leesburg  Pike  Plaza  at 
Bailey’s  Crossroads  in  northern  Virginia. 

The  Center  has  private  fitting  and  consultation 
rooms . . . nationally  certified  orthopedic  fitters . . . and  a 
well-trained  staff  to  demonstrate  the  proper  use  of 
equipment. 

Orders  can  be  placed  through  the  Home  Health 
Care  Catalog  at  every  Peoples  Drug  Store  for  wheel- 
chairs, oxygen,  saunas,  whirlpools,  hospital  beds, 
sickroom  and  bath  equipment,  ostomy  supplies,  ortho- 
pedic appliances  and  garments,  exercise  equipment 
and  much  more. 

Your  patients  may  order  by  phone  or  in  person. 
And,  if  they  qualify  for  Medicare,  up  to  80%  of  the  cost 
may  be  covered  on  certain  durable  equipment  prescrib- 
ed by  you,  their  physician. 

It’s  another  first  from  Peoples  Drug  Stores... phar- 
macy and  health  care  innovators  for  over  75  years. 

^ n ) 

PEOPLES  DRUG 

J S 7 


the  prescription  stores 


Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


(jlDISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


000823 


Tax  shelter  up  to 
25%  of  your  income. 

The  pieces  are  in  place  to  give  even  small 
corporations  a custom  tailored,  tax-sheltered 
retirement  plan.  Contributions  are  invested  in 
high-yield  FSLIC  insured  certificates  of  de- 
posit safe  from  stock  market  fluctuations. 

In  just  a few  hours  our  TaxShield®plan 


One  of  Virginia’s  Oldest  and  Largest. 

Post  Office  Box  1811*  Norfolk  Virginia  23501  • 804/446-6600 


M EETINGS 

ABOUT 

MEDICINE 


February  4-6 

Hypertension  1982:  Practical  Management  Considerations 
for  the  Physician  in  Practice.  (American  College  of  Chest 
Physicians),  Sanibel  Island,  Florida.  16  credit  hrs.  Fee: 
members,  $190;  non-members  MDs,  $220.  Department  of 
Education,  ACCP,  911  Busse  Highway,  Park  Ridge  IL 
60068,  (312)  698-2200. 

February  8-11 

Alton  D.  Brashear  Postgraduate  Course  in  Head  and  Neck 
Anatomy  (Medical  College  of  Virginia),  Richmond.  40 
credit  hrs.  Fee:  $250.  Dr.  Hugo  R.  Seibel,  Dept,  of 
Anatomy,  Medical  College  of  Virginia,  Richmond  VA 
23298,  (804)  786-9530. 

February  9-11 

Management  of  the  Critically  111  Patient  (American  Col- 
lege of  Emergency  Physicians),  Wintergreen,  Virginia. 
Fee:  $75-$250.  Gwen  Messier,  PO  Box  317,  Highland 
Springs  VA  23075,  (804)  737-9433. 

February  11-13 

Nuclear  Cardiology:  Methods  and  Applications  (Johns 
Hopkins  School  of  Medicine),  Baltimore.  20  credit  hrs. 
Fee:  $250.  Susan  Bavaro,  Turner  22,  720  Rutland  Ave., 
Baltimore  MD  21205,  (301)  955-6046. 

February  12-14 

Dermatology  and  Internal  Medicine — Advances  in  Diagno- 
sis and  Management  (Medical  College  of  Virginia),  Hot 
Springs,  Virginia.  Kathy  E.  Johnson,  Box  48,  MCV 
Station,  Richmond  VA  23298,  (804)  786-0494. 

February  19-21 

6th  Annual  Heart/Lung  Critical  Care  Conference  (Ameri- 
can Heart  Association,  Viginia  Affiliate,  and  Virginia 
Lung  Association),  Ft.  Magruder  Conference  Center, 
Williamsburg.  Heart  Association,  Box  12365,  Richmond 
VA  23241,(804)  643-7391  or  Lung  Association,  Box  7065, 
Richmond  VA  23221,  (804)  355-3295. 

February  21-26 

13th  Family  Medicine  Review  (University  of  Kentucky 
College  of  Medicine),  Lexington,  Kentucky.  Frank  R. 
Lemon,  MD,  (606)  233-5161. 

February  26-28 

Regional  Meeting  of  the  Virginia  Chapter,  American  Col- 


lege of  Physicians,  and  the  Virginia  Society  of  Internal 
Medicine,  Alexandria.  James  M.  Moss,  MD,  1707  Osage 
St.,  Alexandria  VA  22302. 

February  28-March  4 

18th  Annual  Radiology  Postgraduate  Course:  Pediatric 
Radiology  (Medical  College  of  Virginia),  Williamsburg.  18 
credit  hrs.  Fee:  $330  for  MDs,  $165  for  residents.  Office 
of  CME,  Box  48,  MCV  Station,  Richmond  VA  23298, 
(804)  786-0494. 

March  5 

Sexual  Counseling  and  Therapies,  an  Update  (University 
of  Maryland),  Baltimore.  Betty  B.  Saar,  Room  300, 
MSTF,  10  S.  Pine  St.,  Baltimore  MD  21201,  (301)  528- 
3956. 

March  5 

22nd  Annual  Law  Institute  on  Hospitals  and  Medicine 

(Departments  of  Legal  Medicine  and  Hospital  Adminis- 
tration, Medical  College  of  Virginia),  Richmond.  7 credit 
hrs.  Erma  Blanchard,  Box  48,  MCV  Station,  Richmond 
VA  23298,  (804)  786-0496. 

March  8-10 

Obesity,  Anorexia,  Nervosa,  Bulimia:  Clinical  Manage- 
ment and  Research  Progress  (Johns  Hopkins  University), 
Baltimore.  29  credit  hrs.  Edward  M.  Sills,  MD,  Johns 
Hopkins  Hospital,  Baltimore  MD  21205. 

March  10-13 

Internal  Medicine  1982  (University  of  North  Carolina), 
Chapel  Hill.  25  credit  hrs.  Office  of  CME,  231  MacNider 
Bldg.,  202H,  UNC-CH  School  of  Medicine,  Chapel  Hill 
NC  27514,  (919)  962-2118. 

March  12 

Infectious  Diseases  Review  II  (East  Tennessee  State  Uni- 
versity), Johnson  City,  Tennessee.  Program  Coordinator, 
CME,  Quillen-Dishner  College  of  Medicine,  Johnson  City 
TN  27601,  (615)  928-6426,  Ext.  204. 

March  18-19 

Annual  Meeting,  Virginia  Chapter,  American  College  of 
Surgeons,  Charlottesville.  David  P.  Minichan.  Jr.,  MD, 
1234  Franklin  Rd.  SW,  Roanoke  VA  24016,  (703)  345- 
1561. 
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March  19-20 

Phototherapy  and  Photochemotherapy  of  Skin  Disease 

(Johns  Hopkins  University),  Baltimore.  Cat.  I credits. 
Fee,  $150.  Edward  M.  Sills,  MD,  Johns  Hopkins  Hospi- 
tal, Baltimore  MD  21205. 

March  20-27 

Sports  and  Ski  Medicine  Symposium  (Northern  Virginia 
Consortium  for  Medical  Education),  Steamboat  Springs, 
Colorado.  Cat.  1 credits.  Robert  P.  Nirschl,  MD,  3801  N. 
Fairfax  Dr.,  Arlington  VA  22203,  (703)  525-2200. 

March  20-27 

Pulmonary  Diseases — a Practical  Approach  (University  of 
California  at  San  Francisco),  Big  Sky,  Montana.  20  credit 
hours.  Fee,  $260.  Extended  Programs  in  CME,  Universi- 
ty of  California,  1308  Third  Ave.,  San  Francisco  CA 
94143,  (415)  666-2483. 

March  22-26 

Review  of  Critical  Care  Medicine,  1982:  State  of  the  Art 

(Johns  Hopkins  University),  Baltimore.  Cat.  I credits. 
Fee,  $450.  Program  Coordinator,  Turner  22,  720  Rutland 
Ave.,  Baltimore  MD  21205,  (301)  955-6046. 

March  25-26 

Update  on  Common  Problems  in  Clinical  Neurology  (Uni- 
versity of  Maryland),  Baltimore.  Betty  B.  Saar,  Room 
300,  MSTF,  10  S.  Pine  St.,  Baltimore  MD  21201,  (301) 
528-3956. 

March  29-April  2 

Pediatric  Trends  (Johns  Hopkins  University),  Baltimore. 
45  credit  hrs.  Edward  M.  Sills,  MD,  Johns  Hopkins 
Hospital,  Baltimore  MD  21205. 

March  30-April  2 

Recent  Advances  in  Gastroenterology  (American  College 
of  Physicians  and  Uniformed  Services  University  of 
Health  Sciences,  Bethesda,  Maryland.  American  College 
of  Physicians,  4200  Pine  St.,  Philadelphia  PA  19104,  toll 
free  (800)  523-1546. 

March  31-April  2 

Current  Concepts  of  Clinical  Infectious  Diseases  (Ameri- 
can College  of  Physicians  and  University  of  Virginia), 
Charlottesville.  American  College  of  Physicians,  4200 
Pine  St.,  Philadelphia  PA  19104,  toll  free  (800)  523-1546. 

March  31,  April  2 

Internal  Medicine:  Advances  and  Review  (American  Col- 
lege of  Physicians,  University  of  Maryland,  Baltimore 
Veterans  Administration  Medical  Center),  Baltimore. 
American  College  of  Physicians,  4200  Pine  St.,  Philadel- 
phia PA  19104,  toll  free  (800)  523-1546. 


Applauds  advice  to  patients 
in  Roanoke  booklet 

My  colleagues  of  the  Roanoke  Academy  of  Medi- 
cine have  distributed  a booklet  which  caught  my 
eye  because  of  its  common  sense  approach  to  the 
offering  of  advice  to  patients  in  regard  to  seeking 
and  receiving  appropriate  medical  attention.  It  was 
distributed  through  the  efforts  of  the  members  of 
their  Public  Relations  Committee  under  the  chair- 
manship of  Dr.  George  H.  Batchelor. 

Although  the  basic  thesis  of  the  publication  is  in 
respect  to  the  control  of  the  price  of  quality  medical 
care  that  people  can  afford,  and  there  is  an  outline 
about  what  doctors  are  doing  to  help  control  the 
high  cost  of  health  care,  the  real  message  is  in  the 
practical  suggestions  to  the  patient: 

• Get  a personal  physician  while  you  are  well. 

• The  emergency  room  is  no  substitute  for  your 
doctor. 

• Ask  for  a consultation  if  you  have  any  doubts. 

• Two  treatment  plans  are  not  better  than  one. 

• Don’t  badger  your  doctor  for  tests  and  X rays. 

• Drugs  and  shots  aren’t  cure-alls. 

• The  hospital  isn’t  a weekend  resort. 

• Don’t  go  to  the  hospital  or  doctor’s  office 
unnecessarily. 

• Check  fees  and  prices  in  advance. 

• Encourage  the  government  and  your  elected 
officials  to  help. 

• The  cheapest  doctor  bill  is  one  you  don’t  get. 

Each  of  these  recommendations  has  a brief  elabo- 
ration that  substantiates  its  tenet. 

Convinced  from  experience  that  basic  communi- 
cation is  essential  to  the  art  of  the  practice  of 
medicine,  I heartily  congratulate  the  members  of 
the  Academy  for  their  efforts.  We  physicians  must 
remember  that  our  patients,  who  look  to  us  for  help 
when  they  are  sick  or  hurt,  need  to  know  that  we 
can  help  them  to  stay  well. 

Armistead  P,  Booker,  MD 

University  of  Virginia  Medical  Center 
Charlottesville  VA  22908 
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First  Class 
First  Aid 


• Broad-spectrum  antibacterial  • Handy  applicator  tip 


DESCRIPTION:  Each  gram  contains:  Aerosporin'  (Polymyxin  B Sultate)  5,000  units, 
bacitracin  zinc  400  units,  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base), 
special  white  petrolatum  qs,  in  tubes  of  1 oz  ana  'h  oz  and  '/K  oz  (approx.)  foil  packets 
INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated),  for 
topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in  • infected 
burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary  pyodermas  (impetigo, 
ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes, 
and  seborrheic  dermatitis)  • traumatic  lesions,  inflamed  or  suppurating  as  a result  of 
bacterial  infection  Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contami- 
nation in  burns,  skin  grafts,  incisions,  and  other  clean  lesions  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  ot  infection  and 
permit  wound  healing 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  in  the  external  ear  canal 
if  the  eardrum  is  perforated  This  product  is  contraindicated  in  those  individuals 
who  have  shown  hypersensitivity  to  any  of  its  components 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due 
to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  ot  nec- 
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Burroughs  Wellcome  Co 

Research  Triangle  Park 
North  Carolina  27709 


mycin  is  possible  In  burns  where  more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control  secondary  infection  in  the  chronic 
dermatoses,  it  should  be  borne  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin  The  manilestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching;  it  may  be  manifest  simply 
as  a failure  to  heal  During  long-term  use  ot  neomycin-containing  products,  periodic  exami- 
nation for  such  signs  is  advisable  and  the  patient  should  be  told  to  discontinue  the  product 
it  they  are  observed.  These  symptoms  regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided  for  that  patient  thereafter, 
PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms,  including  fungi  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles 
in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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compare  the  analgesic  effect 

A Motrin  400  mg  dose  relieved  postsurgical  dental  pain  as  effectively  as  a combination 
of650mgaspirinand  60  mg  codeine  (two  aspirin-with-codeine  No.  3 tablets)  in  a study  of  129  patients. 

In  this  double-blind,  placebo-controlled,  randomized  study,  no  statistically  significant  difference 
in  relief  of  pain  was  noted  at  1, 2,  and  4 hours  between  the  Motrin  and  aspirin-with-codeine  groups . . . 
with  Motrin  being  significantly  more  effective  (p  = 0.03)  at  the  three-hour  interval. 

Active  treatment  was  significantly  more  effective  (p<  0.0001)  than  placebo  at  all  time  intervals. 


Comparison  of  pain  relief 

Motrin  vs  aspirin-codeine  combination 

4 = Excellent  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 
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Motrin  400  mg 

Aspirin  650  mg  plus  codeine  60  mg 
Placebo 
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1st  hour  2nd  hour 

Time  after  drug  administration  (hours) 


3rd  hour  4th  hour 

Data  on  file  at  The  Upjohn  Company. 


One  tablet  q4-6h  prn 
For  relief  of  mild  to  moderate  pain: 

Motrin  400 


TABLETS 


mg 

ibuproten,  Up  ohn 


• Not  a narcotic  • Not  addictive  • Not  habit  forming  • Nonscheduled 
•Acts  peripherally  • Relieves  pain  rapidly  • Relieves  inflammation  • Indicated 
in  acute  and  chronic  pain  • Well  tolerated  (The  most  common  side  effect 
with  Motrin  is  mild  gastrointestinal  disturbance.) 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


Motrin  (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin"  Tablets  (ibuprofen,  Upiohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain 
Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management  Safety  and  efficacy  have  not  been  estab- 
lished in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS) 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported  Ulceration,  perforation,  and  bleeding  may  end  fatally  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogemc 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields 
Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation 
Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added 
Drug  interactions.  Aspirin  Used  concomitantly  may  decrease  Motrin  blood  levels 
Coumarm  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  /% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea;  epigastric  pain;  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness;  headache,  nervousness  Dermatologic:  Rash  (including  maculopapular 
type),  pruritus  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS) 

Incidence  3%  to  9%. 

Incidence  less  than  I in  !00 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosaqe:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
is  acidic  ana  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial 
Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300, 400,  or  600  mg  f i d.  or  q.i  d 
Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain 
Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 

package  insert. 
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r's  a myth  that  arthritis  is  just 
the  minor  aches  and  pains  of 
old  age.  It's  a major  crippler 
that  attacks.  Anybody.  Anytime. 

31  million  Americans  have  it.  There 
are  almost  a million  new  cases  a year. 
And  six  out  of  ten  are  under  60. 
Symptoms  can  come  and  go  for 
years.  So  if  you  don't  know  the 
warning  signals,  find  out.  If  you’d  like 
information  that  could  help  you  — or 
you'd  like  to  help  us 
write  to  the  Arthritis 
Foundation,  Box 
19000,  Atlanta, 

GA  30326. 
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NEW 

MEMBERS 


Fredericksburg  Area  Medical  Society 
Lee  Richard  Brock,  MD,  Ophthalmology,  2332  Cowan 
Blvd.,  Fredericksburg  VA  22401 

James  River  Medical  Society 

Thomas  Irving  Epperson,  Jr.,  MD,  Family  Practice,  Box 
137,  Buckingham  VA  23921 


Albemarle  County  Medical  Society 
James  A.  Canfield,  MD,  Neonatology,  416  Key  West 
Drive,  Charlottesville  VA  22901 
P.  Laurence  Doeblin,  MD,  Radiology,  107  Woodlake 
Drive,  Charlottesville  VA  22901 
Thomas  A.  Massaro,  MD,  Pediatrics,  University  of  Vir- 
ginia Hospital,  Charlottesville  VA  22908 
Bradley  M.  Rodgers,  MD,  Pediatric  Surgery,  Box  181, 
University  of  Virginia  Medical  Center,  Charlottesville 
VA  22908 

William  F.  Tompkins,  MD,  Gastroenterology/Internal 
Medicine,  1100  E.  Jefferson  St.,  Charlottesville  VA 
22901 


Newport  News  Medical  Society 

Michael  H.  Bryant,  MD,  Orthopedic  Surgery,  324  Main 
St.,  Newport  News  VA  23601 
John  C.  Daimler,  MD,  Diagnostic  Radiology,  6 Lantern 
Circle,  Newport  News  VA  23606 
J.  Grayson  Grau,  MD,  Psychiatry,  606  Denbigh  Blvd., 
Newport  News  VA  23602 

Angela  Herring,  MD,  Family  Practice,  14749  Warwick 
Blvd.,  Newport  News  VA  23602 
Steven  R.  Liner,  MD,  Pediatrics,  500  J.  Clyde  Morris 
Blvd.,  Newport  News  VA  23601 
York  E.  Winston,  MD,  Obstetrics/Gynecology,  12511 
Warwick  Blvd.,  Newport  News  VA  23606 


Alexandria  Medical  Society 

Peter  G.  Bernad,  MD,  Neurology,  2616  Sherwood  Hall 
Lane,  Alexandria  VA  22306 

Ewald  J.  Hager,  MD,  Otolaryngology,  8101  Hinson  Farm 
Road,  Alexandria  VA  22306 

Joseph  B.  White,  MD,  Orthopedic  Surgery,  2645  Army- 
Navy  Drive,  Arlington  VA  22206 

Arlington  County  Medical  Society 

Richard  N.  Palmer,  MD,  Pathology/Hematology,  1701 
George  Mason  Drive,  Arlington  VA  22205 

Lucie  S.  Greenblum,  MD,  Psychiatry,  2126  Connecticut 
Ave.,  Washington  DC  20008 

Seymour  Rand,  MD,  Dermatology,  1515  Jefferson  Davis 
Hiway,  Arlington  VA  22202 

Alleghany-Bath  Counties  Medical  Society 

Ronald  S.  Goings,  MD,  Family  Practice,  412  Brussels  St., 
Clifton  Forge  VA  24422 

Culpeper  Medical  Society 

Robert  Rutkowski,  MD,  Orthopedic  Surgery,  1051  Oak- 
lawn  Drive,  Culpeper  VA  22701 

Fairfax  County  Medical  Society 

John  A,  Miller,  MD,  Hematology/Oncology,  8318  Arling- 
ton Blvd.,  Fairfax  VA  22031 

Dennis  W.  Sager,  MD,  Internal  Medicine,  1712  Club 
House  Road,  Reston  VA  22090 

Ronald  D.  Wilbur,  MD,  Allergy/Immunology,  8136  Old 
Keene  Mill  Road,  Springfield  VA  22152 

Lynchburg  Academy  of  Medicine 

Thomas  W.  Eppes,  Jr.,  MD,  Family  Practice,  Box  114, 
Forest  VA  24551 

David  M.  Smith,  MD,  Family  Practice,  Box  114,  Forest 
VA  24551 


Norfolk  Academy  of  Medicine 

Julia  K.  Terzis,  MD,  Plastic/Reconstructive  Surgery,  400 
W.  Brambleton  Ave.,  Norfolk  VA  23510 

Northern  Neck  Medical  Society 

Betty  Powell,  MD,  Psychiatry,  Rappahannock  General 
Hospital,  Kilmarnock  VA  22482 

Northern  Virginia  Medical  Society 
Kenneth  S.  Kelleher,  Jr.,  MD,  General  Surgery,  Doctors’ 
Office  Bldg.,  Woodstock  VA  22664 
Walter  E.  Larisey,  III,  MD,  Anesthesiology,  1602  Sweet 
Apple  Court,  Birmingham  AL  35243 
B.  Franklin  Lewis,  MD,  Pulmonary  Medicine,  1400  Am- 
herst St.,  Winchester  VA  22601 

Portsmouth  Academy  of  Medicine 
Leonard  W.  Hess,  MD,  Obstetrics/Gynecology,  10948 
Middleboro  Drive,  Damascus  MD  20872 
Charles  S.  Lambdin,  MD,  Orthopedic  Surgery,  5301 
Peake  Lane,  Portsmouth  VA  23703 

Prince  William  County  Medical  Society 
Zachary  A.  Kaye,  MD,  Endocrinology,  1014  Priory  Place, 
McLean  VA  22101 

William  C.  McCarthy,  MD,  Family  Practice,  236  S. 

Fraley  Blvd.,  Dumfries  VA  22036 
Robert  Paul  Sotta,  MD,  Emergency  Medicine,  1028  N. 
Randolph  St.,  Arlington  VA  22201 

Richmond  Academy  of  Medicine 

Michael  S.  Bick,  MD,  Psychiatry,  5855  Bremo  Road, 
Richmond  VA  23226 

Linwood  P.  Bosher,  MD,  General/Vascular  Surgery,  2320 
Bryan  Park  Ave.,  Richmond  VA  23228 

continued  over 


VOLUME  109 


VIRGINIA  MEDICAL/JANUARY  1982 


19 


James  F.  T.  Corcoran,  MD,  Adult/Forensic  Psychiatry, 
1500  Westbrook  Ave.,  Richmond  VA  23227 
Robert  P.  Goodman,  MD,  Internal  Medicine,  8200  Gay- 
lord Road,  Richmond  VA  23229 
Christine  D.  Hagan,  MD,  Family  Practice,  PO  Box  30, 
Goochland  VA  23063 

James  R.  Poliquin,  MD,  Emergency  Medicine,  516  Argyle 
Terr.,  Richmond  VA  23225 

John  V.  K.  Scialli,  MD,  Psychiatry,  3001  Fifth  Ave., 
Richmond  VA  23225 

Robert  S.  Shayne,  MD,  Pediatrics,  4705  Buckingham 
Court,  Chester  VA  23831 

Roanoke  Academy  of  Medicine 

Elizabeth  H.  Duckworth,  MD,  Anesthesiology,  3342 
Dawn  Circle  SW,  Roanoke  VA  24018 
Randolph  L.  Royster,  Jr.,  MD,  Radiation  Therapy,  Roa- 
noke Memorial  Hospitals,  Roanoke  VA  24033 
Donald  W.  Varner,  MD,  Pathology,  6132  Saddleridge 
Circle,  Roanoke  VA  24018 

Rockbridge  County  Medical  Society 
Robert  M.  Pickral,  MD,  Family  Practice,  205  Johnstone 
St.,  Lexington  VA  24450 

Rockingham  County  Medical  Society 
Robert  B.  Eggleston,  MD,  Ophthalmology,  245  Newman 
Ave.,  Harrisonburg  VA  22801 
A.  Glenn  Morrison,  MD,  Pathology,  738  S.  Mason  St., 
Harrisonburg  VA  22801 

Southside  Virginia  Medical  Society 
Samir  B.  G.  Boutros,  MD,  Urology,  PO  Box  25,  South 
Hill  VA  23970 

Alvaro  N.  Paz,  MD,  Anesthesiology,  415  Ingleside  Ave., 
Emporia  VA  23847 

Frederick  P.  Harry,  MD,  Internal  Medicine,  1653  Monti- 
cello  St.,  Petersburg  VA  23805 

Southwestern  Virginia  Medical  Society 

William  H.  Cook,  Jr.,  MD,  Pediatrics,  2 Pine  Tree  Lane, 
Radford  VA  24141 

Hal  Gravley  Gillespie,  MD,  Psychiatry,  Route  2,  Box  3, 
Radford  VA  24141 

Dennis  Gregg  Jurs,  MD,  Pediatrics,  191  Johnson  St., 
Abingdon  VA  24210 

Karen  L.  Quinn,  MD,  Family  Practice,  Alleghany  Clinic, 
Shawsville  VA  24162 

Walter  W.  Wolfe,  Jr.,  JD,  Radiology,  Box  21,  Lebanon 
VA  24266 

Virginia  Beach  Medical  Society 

Keith  Bradley,  MD,  Emergency  Medicine,  1504  Sloan 
Court,  Virginia  Beach  VA  23456 
Carolina  Bacani-Longa,  MD,  Internal  Medicine/Hematol- 
ogy, 1516  Harmon  St.,  Norfolk  VA  23518 

Williamsburg-James  City  County  Medical  Society 

John  Robert  Kaiser,  MD,  Internal  Medicine,  1304-A 
Mount  Vernon  Ave.,  Williamsburg  VA  23185 
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your 
practice, 
your 
primary 
cares  will 
be  solved. 


To  establish  a Primary  Care  practice,  your 
first  need  is  to  solve  your  primary  cares. 

That’s  where  we  come  in. 

we  can  offer  you  a choice  of  over  60  well 
equipped  acute  care  hospitals  coast  to  coast, 
we  can  offer  you  selected  financial 
assistance,  we  can  offer  you  management 
consulting. 

So  whether  you're  interested  in  a solo, 
partnership,  or  group  practice,  contact  NME 
today. 

We  ll  help  establish  your  practice. 

And  solve  your  primary  cares. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director,  Physician  Relations 

National  Medical  Enterprises 

11620  wilshire  Blvd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  (215)  479-5526. 

mmoniiii  meDicBL(nmp) 
enreRPRises,  me.  \™"7 

The  Total  Health  Care  Company.’ 

An  Equal  Opportunity  Employer  M/F 
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IMPORTER  OF  ORIENTAL  RUGS 


"An  Oriental  rug  is  a good  investment,  and  even  better  when  purchased 
at  a good  price.  In  addition  to  my  stock  of  Persian  rugs,  I have  fine  rugs 
from  China,  Afghanistan,  India,  Romania  and  Pakistan." 


BUY  DIRECT  AND  SAVE 


Located  in  Richmond  in  the  Crossroads  Shopping  Center, 
just  off  Broad  Street  next  to  Best  Products  toy  Store. 
2004  Staples  Mill  Road,  Richmond,  Virginia  23230 
Telephone  (804)  358-1711 
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SAVORING  SUCCESS 

As  the  Democratic  Majority  Leader  of  the  State  Senate, 

Hunter  B.  Andrews  will  be  a key  figure  in 
the  Democrats’  first  administration  in  Virginia  since  the  1960s. 


Two  at  the  top:  Hunter  Andrews  (right)  with  the  man  who 


this  month  becomes  Virginia's  Governor,  Charles  S.  Robb. 
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State  Senator  Hunter 
Booker  Andrews  tilts 
back  in  his  desk  chair, 
during  a lull  in  his  Hamp- 
ton law  office,  and  savors 
the  prospect.  Two  years 
after  his  election  as  Democratic 
Majority  Leader  of  Virginia’s  Sen- 
ate, Andrews  is  entrenched  as  a 
major  policy-shaper  and  the  Demo- 
crats are  coming  into  power  for  the 
first  time  since  the  1960s. 

“Obviously,  it  was  a significant 
victory  for  us.  We  had  the  best 
slate  of  candidates.  I don't  sub- 
scribe to  the  theory  that  the  result 
was  any  repudiation  of  President 
Reagan,”  he  asserts.  “I  think  Pres- 
ident Reagan  is  as  popular  as  be- 
fore. The  election  was  a state  mat- 
ter. 

“The  real  difference  in  Virginia 
having  a Democratic  administra- 
tion in  office  will  come  in  the  ap- 
pointments that  are  made.  There 
are  some  3,000  appointments  to  be 
filled  and  the  difference  will  be- 
come apparent  there,  although  the 
process  is  not  altogether  a partisan 
situation.  I suspect  that  many  of 
the  people  now  involved  in  running 
government  will  remain  in  govern- 
ment. That  has  been  the  traditional 
way  of  doing  things,”  says  An- 
drews. 

Andrews  is  quick  to  align  himself 
with  the  moderate  coalition  the 
Robb  campaign  was  able  to  attract 
during  the  gubernatorial  campaign, 
but  he  emphasizes  that  party  affili- 
ation is  not  a guarantee  for  com- 
plete agreement  between  the  Gov- 
ernor and  the  legislature. 

“I  expect  a good  deal  of  cooper- 
ation between  the  General  Assem- 
bly and  the  Governor,  of  course, 
but  everybody  has  a point  of  view. 
You  can't  expect  to  have  total 
agreement  on  every  issue.” 

And  what  will  be  the  major  is- 
sues at  the  coming  General  Assem- 
bly session? 

“There’s  no  question  what  the 
big  issue  will  be  this  year — mon- 


ey,” he  states  with  a familiar  jab  of 
his  index  finger.  “The  federal  cuts 
will  undoubtedly  have  a big  effect. 
And  they  will  be  felt  first  in  the 
social  programs.  Education,  health 
care — these  are  the  areas  we  will 
have  to  deal  with  in  1982.” 

Just  as  Andrews  was  adamantly 
opposed  to  granting  Republican 
Gov.  John  N.  Dalton  broad  powers 
to  revise  the  state's  budget  when  a 
shortfall  in  funds  seemed  imminent 
following  severe  federal  reduc- 
tions, Andrews  would  also  oppose 
any  such  move  by  Democrat 
Chuck  Robb. 

“It  depends  on  what  authority 
we’re  talking  about,”  he  says.  “If 
we’re  talking  about  reductions  in 
existing  budgets,  that’s  a power  the 
governor  already  has.  What  Dalton 
was  talking  about  involved  trans- 
ferring funds  from  one  place  to 
another,  which  is  something  else 
again.  If  that  is  ever  the  case,  a 
case  of  philosophical  division  of 
powers  between  branches  of  gov- 
ernment, I would  oppose  that  no 
matter  who  is  in  the  Governor’s 
mansion.” 


Andrews  has  been  criticized  for 
his  part  in  the  initiation  of  the  eth- 
ics investigations  of  Sen  Nathan  H. 
Miller,  the  unsuccessful  GOP  can- 
didate for  lieutenant  governor,  on 
charges  of  conflict  of  interest.  One 
of  the  committees  looking  into  the 
charges  is  the  Privileges  and  Elec- 
tions Committee,  which  Andrews 
heads. 

Quickly  denying  that  the  investi- 
gations were  designed  to  embarrass 
Miller  in  the  midst  of  the  campaign, 
Andrews  challenges  the  contention 
of  Sen.  Ray  Garland,  Republican, 
that  a conflict  of  interest  case  could 
be  made  against  virtually  any  mem- 
ber of  Virginia’s  Senate. 

“If  Ray  Garland  can  present  an 
iron-clad  case  against  any  member, 
then  I would  like  to  see  it,”  An- 
drews says.  “The  idea  that  this  was 
some  sort  of  campaign  tactic,  a 
partisan  trick,  is  simply  not  true. 
The  reason  the  initial  investigation 
was  begun  was  that  Miller  contend- 
ed he  was  innocent  and  said, 
“Look,  the  Senate  isn't  doing  any- 
thing” as  if  that  was  some  kind  of 
vindication. 
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Andrews  (right)  tete  a tete  with  Sen.  L.  Douglas  Wilder,  D-Richmond. 


“1  dare  say  that  there  might  be 
some  question  about  other  mem- 
bers of  the  Senate  and  1 expect  we 
will  look  at  that.  The  point  is  that 
the  Senate  rules  are  very  vague  on 
the  subject.  1 think  that  perhaps  it 
is  time  that  some  of  this  vagueness 
is  looked  at  a little  closer.  The 
implication  of  impropriety  is  as 
damaging  as  the  actual  fact.  1 think 
we  are  expected  to  act  in  a manner 
that  befits  the  position.  1 would  like 
to  see  the  issue  tackled  in  the  form 
of  a Senate  rules  change,  if  not  by 
statute.” 

The  medical  profession  will  un- 
doubtedly come  under  scrutiny 
again  in  this  session  of  the  General 
Assembly,  Andrews  forecasts. 
While  Andrews  expects  existing 
malpractice  legislation  to  remain 
basically  unchanged,  he  would  not 
support  removal  of  the  current 
$750,000  ceiling  on  liability.  He 
thinks  the  controversy  over  the 
types  of  care  to  be  administered  by 
optometrists  and  other  paramedical 
personnel  is  likely  to  continue. 

“There  has  been  this  continuing 
issue  of  whether  to  allow  optome- 
trists to  administer  eye  drops.  As 
far  as  I’m  concerned,  you’d  have  to 
say  that  a mother  couldn’t  give  eye 
drops  to  her  child  at  home,  which  is 
something  that  is  routinely  pre- 
scribed right  now.  It  just  doesn’t 
hold  water,”  Andrews  says  with  an 
emphatic  wave  of  the  arm. 

In  terms  of  the  future,  the  61- 
year-old  Andrews  says  he  might 
consider  making  a bid  for  higher 
office  but  refuses  to  speculate  what 
specific  circumstances  would 
prompt  such  a move. 

After  16  years  in  the  General 
Assembly’s  upper  chambers, 
Hunter  Andrews  has  paid  his  sena- 
torial dues,  and  his  majority  leader 
status  is  complimented  by  member- 
ship on  the  Senate’s  most  impor- 
tant committees — Finance,  Rules, 
Courts  of  Justice,  Education  and 
Health.  Throughout  his  career  he 


has  refused  to  accept  political  la- 
bels, taking  positions  across  the 
spectrum,  liberal  to  conservative, 
depending  on  the  issue. 

A native  of  Hampton  and  a grad- 
uate of  William  and  Mary  and  the 
University  of  Virginia  School  of 
Law,  Andrews  served  four  years  in 
the  Pacific  during  WWII  as  a lieu- 
tenant in  the  antisubmarine  war- 
fare. His  first  public  office,  in  the 
late  1950s,  was  an  appointed  one  as 
member  of  the  Hampton  School 
Board.  In  1963  he  entered  and  won 
his  first  political  election,  defeating 
the  incumbent  state  senator  for  the 
1st  Congressional  District,  and  he 
has  never  been  opposed  for  the 
office  since  then. 

In  1964,  a continuing  interest  in 
education  prompted  Andrews  to  at- 
tempt to  revive  Virginia’s  compul- 
sory school  attendance  law,  an  ef- 
fort that  succeeded  some  two  years 
later.  In  1972,  he  directed  a series 
of  reforms  designed  to  revamp  the 
committee  assignment  selection 
process  in  the  Senate. 


In  the  1969-1970  debate  over  re- 
visions in  the  Constitution,  An- 
drews pushed  for  reforms  in  educa- 
tion and  championed  the  Virginia 
Bill  of  Rights.  He  also  received  his 
first  exposure  to  the  problems  of 
redistricting  when  he  was  appoint- 
ed to  head  the  reshaping  of  legisla- 
tive boundaries,  an  issue  that  has 
occupied  a great  deal  of  his  time 
the  past  year. 

“Norfolk  has  been  the  sticking 
point,  you  see,”  he  explains.  “The 
Justice  Department  has  insisted  on 
an  east-west  boundary  through  the 
city  while  there  has  been  support 
down  there  for  a north-south 
boundary.” 

But  right  now  Andrews  is  turning 
his  attention  to  the  1982  General 
Assembly.  No  matter  what  issue 
comes  to  the  forefront  of  discus- 
sion there.  Hunter  Andrews  will 
have  a say  in  the  outcome. 

— Chris  Guy 
Photographs  by  Melissa  Grimes-Guy 
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Medicine 
at  the 

General  Assembly  1982 


At  its  session  beginning  this  month,  Virginia's  General  Assembly  will  con- 
sider legislation  of  specific  significance  to  physicians.  Here  are  the  recom- 
mendations relative  to  that  legislation  as  prepared  by  the  MSV  Legislative 
Committee  and  approved  by  the  House  of  Delegates. 


Medical  Malpractice 

Pending  before  the  House  Courts  of  Justice  Com- 
mittee is  a study  of  the  $750,000  ceiling  on  medical 
malpractice  awards,  the  medical  malpractice 
screening  panels,  and  the  statute  of  limitations.  The 
plaintiffs’  bar  is  seeking  to  remove  the  ceiling  on 
liability  and  may  well  seek  to  eliminate  the  screen- 
ing panels  and  adopt  a statute  of  limitations  that 
runs  from  the  date  of  discovery  of  the  injury.  The 
Medical  Society  of  Virginia  opposes  elimination  of 
the  screening  panels,  and  any  change  in  the  statute 
of  limitations. 

Optometrists’  Use  of  Drugs  in  the  Eye 

It  is  anticipated  that  a bill  will  be  introduced 
during  the  1982  session  to  permit  optometrists  to 
use  diagnostic  drugs  in  the  eye.  The  Society  opposes 
such  legislation.  We  believe  the  legislation  is  unnec- 
essary and  will  further  confuse  the  public  as  to  the 
distinction  between  medical  doctors  and  optome- 
trists. 

Required  Referral 

The  Society  supports  a proposed  bill  that  would 
require  non-medical  practitioners  to  refer  to  medi- 
cal doctors  any  patient  that  has  certain  symptoms  of 
eye  disease. 


School  Immunization  Law 

The  Society  supports  legislation  that  would  ex- 
tend the  state’s  school  immunization  law  to  stu- 
dents in  junior  and  senior  high  school.  Students  1 1 
years  of  age  and  older  are  at  the  greatest  risk  of 
acquiring  illness  and  contributing  to  an  epidemic  of 
a vaccine-preventable  disease.  Virginia  is  one  of 
only  14  states  that  does  not  apply  its  school  immuni- 
zation law  to  every  grade  level. 

Mandated  Insurance  Benefits 

The  Society  opposes  any  legislation  that  would 
force  insurance  carriers  to  provide  coverage  for 
specified  medical  procedures  as  a part  of  all  health 
insurance  policies. 

Child  Restraints 

The  Society  supports  legislation  that  would  re- 
quire use  in  motor  vehicles  of  child  restraint  sys- 
tems for  all  children  under  4 years  of  age.  Eight 
states  recently  have  adopted  similar  legislation. 

Virginia  Tumor  Registry 

The  Society  supports  legislation  to  add  additional 
funds  and  positions  to  the  State  Health  Depart- 
ment’s budget  and  manpower  ceiling  for  a limited 
expansion  of  the  Virginia  Tumor  Registry,  (over) 
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Podiatrists 

The  Society  opposes  any  attempt  by  podatrists  to 
change  the  existing  statute  in  order  to  make  it  more 
difficult  for  hospitals  to  make  an  independent  evalu- 
ation of  applications  for  hospital  privileges  by  podi- 
atrists. 

Administration  of  Epinephrine 

The  Society  supports  adoption  of  legislation  that 
would  permit  the  administration  of  epinephrine 
(adrenalin)  by  certified  lay  persons  in  emergency 
situations. 

Medical  Licenses 

The  Society  supports  proposed  changes  by  the 
Board  of  Medicine  to  require  one  year  of  postgradu- 
ate education  for  all  physicians  and  to  provide  for 
biannual  registration  with  the  Board. 


Respiratory  Theraptists 

The  Society  recommends  opposition  to  any  legis- 
lation providing  for  state  regulation  of  respiratory 
therapists. 

Certificate  of  Need 

The  General  Assembly  will  be  asked  to  consider 
modification  of  the  State’s  certificate  of  need  law. 
The  Society  believes  that  the  law  should  be  changed 
to  ( 1 ) exclude  immaterial  transactions  that  presently 
are  covered,  and  (2)  reduce  some  of  the  regulatory 
burden  associated  with  the  existing  law  as  currently 
administered. 

Prescription  Forms 

The  Society  opposes  any  legislation  that  would 
require  that  prescription  forms  be  completed  in 
triplicate. 


Since  1916,  Saint  Albans  Psychiatric  Hospital  has  been 
building  on  a tradition  of  quality  care  for  adults  and  adolescents. 
A private,  nonprofit  hospital,  Saint  Albans  is  dedicated 
to  meeting  the  unique  needs  of  each  patient. 


THE  FUTURE  COMES  FAST. 


In  1980,  Saint  Albans 
opened  a $7.8  million 
building  with  162  beds 
and  all  clinical  facilities. 
Our  expanded  programs 
include  adults,  adoles- 


cents, substance  abuse, 
and  geriatrics.  We  are 
also  studying  expansion 
in  other  areas  as  we 
prepare  for  a new  era  of 
service. 


Emergency  services 
available  at  all  times. 


ROLFE  B.  FINN,  M.D.  Medical  Director 
ROBERT  L.  TERRELL,  JR.  Administrator 


Saint  Albans  Psychiatric  Hospital 

P.O.  Box  3608  Radford,  Virginia  24141 
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McGuire  Clinic, 

7702  Parham  Road,  Richmond,  Virginia  23229 


ANESTHESIOLOGY 

G.  A.  Weimer,  M.D. 

Boyd  H.  May,  M.D. 

Steven  M.  Hopper,  M.D. 

DERMATOLOGY 

E.  Randolph  Trice,  M.D. 

FAMILY  PRACTICE 

Charles  F.  Irwin,  M.D. 

Frank  N.  Bain,  M.D. 

L.  Michael  Breeden,  M.D. 
Stuart  S.  Solan,  M.D. 

INTERNAL  MEDICINE 

John  P.  Lynch,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  Sr.,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  M.D. 
Randolph  M.  Halloran,  M.D. 
Hilton  R.  Almond,  M.D. 

James  A.  Repass,  M.D. 
Michael  J.  Miller,  M.D. 

Stanley  C.  Tucker,  M.D. 
Marigail  Wynne  David,  M.D. 
Richardson  Grinnan,  M.D. 
Joseph  Longacher,  M.D. 
Richard  L.  Glazier,  M.D. 

David  D.  Vaughan,  M.D. 


Joseph  S.  Galeski,  III,  M.D. 

N.  Michael  Vranian,  M.D. 
Martin  T.  Starkman,  M.D. 
Robert  W.  Bedinger,  Jr.,  M.D. 

ALLERGY 

John  B.  Catlett,  M.D. 

David  D.  Vaughan,  M.D. 

CARDIOLOGY 

Randolph  M.  Halloran,  M.D. 
Stanley  C.  Tucker,  M.D. 

GASTROENTEROLOGY 

Hilton  R.  Almond,  M.D. 
Joseph  Longacher,  M.D. 

GERIATRICS 

John  P.  Lynch,  M.D. 

HEMATOLOGY  & ONCOLOGY 

Burness  F.  Ansell,  M.D. 
Richard  L.  Glazier,  M.D. 

NEPHROLOGY 

James  A.  Repass,  M.D. 
Ronald  N.  Kroll,  M.D. 

Martin  T.  Starkman,  M.D. 

W.  Wayne  Key,  M.D. 

PULMONARY  DISEASES 

Richardson  Grinnan,  M.D. 


Inc. 

(804)  270-0240 

NUCLEAR  MEDICINE  & 
ENDOCRINOLOGY 

David  L.  Litchfield,  M.D. 

RHEUMATOLOGY 

Michael  J.  Miller,  M.D. 

OPHTHALMOLOGY 

T.  Todd  Dabney,  M.D. 

NEUROLOGY 

Stephen  L.  Jaffe,  M.D. 

PATHOLOGY 

Hubert  R.  White,  Jr.,  M.D. 

RADIOLOGY-DIAGNOSTIC 
Henry  S.  Spencer,  M.D. 

Donald  P.  King,  M.D. 

William  F.  Proctor,  M.D. 

J.  Gregory  South,  M.D. 

Karsten  F.  Konerding,  M.D. 

RADIOLOGY-THERAPEUTIC 

A.  W.  Burke,  Jr.,  M.D.,  PhD. 

SURGERY  & GYNECOLOGY 

Joseph  W.  Coxe,  III,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Charles  S.  Drummond,  Jr.,  M.D. 
Martin  T.  Evans,  M.D. 


Established  1923  by  Stuart  McGuire,  M.D. 


LONG-TERM  CARE: 
FIVE  DECADES 
OF  EXCELLENCE 


The  Windsor 


Accredited  by  JCAH 
3600  Grove  Ave.,  Richmond  VA  23221 
804  353-3881 


Accredited  by  JCAH 

2420  Pemberton  Rd.,  Richmond  VA  23229 
804  747-9200 


Mrs.  Plyler’s 

Residential  Care 

1615  Grove  Ave.,  Richmond  VA  23220 
804  353-3981 


University  Park 


VOLUME  109 


VIRGINIA  MEDICAL/JANUARY  1982 


27 


Grand  Rounds: 

Polyarteritis  Nodosa  and  Hepatitis  B 


From  the  Division  of  Gastroenterology,  Department  of  Medicine, 
Medical  College  of  Virginia/Virginia  Commonwealth  University. 
Discussed  by  Paul  S.  Monroe,  MD. 


Presentation  of  Case 

A 28-year-old  bisexual  male  was  admitted  to  the 
McGuire  Veterans  Administration  Medical  Center 
in  December  1980  for  evaluation  of  fever,  weight 
loss,  nausea,  vomiting  and  abnormal  liver  chemis- 
tries. He  had  been  well  until  September  1980,  when 
he  was  admitted  because  of  malaise,  anorexia,  and 
jaundice.  He  had  no  stigmata  of  chronic  liver  dis- 
ease. Laboratory  studies  revealed  a serum  alanine 
aminotransferase  (ALT  or  SGPT)  of  523  I.U., 
asparate  aminotransferase  (AST  or  SGOT)  of  412 
IU,  bilirubin  of  1.3  mg/dl,  and  normal  alkaline 
phosphatase  and  prothrombin  time.  HBsAg  was 
positive  and  HBsAb  negative.  He  was  discharged 
three  days  later  with  the  diagnosis  of  acute  hepatitis 
B and  was  followed  in  the  liver  clinic. 

During  the  next  two  months  he  developed  wors- 
ening left  upper  quadrant  abdominal  pain,  vomiting, 
fever  to  1026,  further  weight  loss  and  transitory 
arthralgias.  On  admission  in  December  1980  he 
weighed  94  pounds,  had  a blood  pressure  of  165/105 
and  a temperature  of  99°F.  There  was  left  upper 
quadrant  guarding,  tenderness  and  marked  costo- 
vertebral angle  tenderness.  The  liver  span  was  8 

Address  correspondence  to  Dr.  Monroe  at  the  Gastro- 
enterology Section  (151),  Veterans  Administration  Medi- 
cal Center,  Richmond  VA  23249. 

Presented  on  February  10,  1981. 


cm.  Stool  was  negative  for  occult  blood.  Labora- 
tory tests  revealed:  hemoglobin  of  12  g/dl,  white 
blood  count  of  18,000  cells/mm?  with  a left  shift, 
ALT  of  98  I.U.,  AST  of  80  IU,  bilirubin  of  1.0  mg/ 
dl,  HBsAg  positive,  HBsAb  positive,  BUN  of  13 
mg/dl,  creatinine  of  2.3  mg/dl.  Erythrocyte  sedi- 
mentation rate  was  72  mm/hour,  complement  levels 
were  normal,  anti-nuclear  antibody  was  negative, 
rheumatoid  factor  was  absent  and  Raji  cell  test  for 
immune  complexes  was  positive.  Urine  analysis 
showed  2+  protein,  1-3  WBC/hpf,  1-3  RBC/hpf  and 
no  casts.  Blood  and  urine  cultures  were  negative. 

A sonogram  showed  a normal  gallbladder,  liver, 
pancreas  and  kidneys.  An  IVP  demonstrated  re- 
duced excretion  bilaterally  with  normal-sized  kid- 
neys and  no  evidence  of  obstruction.  An  upper 
gastrointestinal  radiograph  and  barium  enema  were 
normal.  The  patient’s  renal  function  began  to  dete- 
riorate seven  days  after  admission.  A renal  angio- 
gram was  performed  because  of  suspicion  of  polyar- 
teritis nodosa  and  revealed  multiple  small  microan- 
eursyms  of  renal  arteries  with  evidence  of  cortical 
infarction,  especially  in  the  left  kidney  (Fig.  1).  A 
mesenteric  anteriogram  revealed  microaneursyms 
of  the  hepatic  and  cystic  artery  but  relative  sparing 
of  the  mesenteric  arteries.  He  was  started  on  pred- 
nisone (40  mg  bid)  and  cyclophosphamide  (100  mg 
per  day). 
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His  course  after  initiation  of  therapy  has  been 
very  complicated.  He  has  developed  irreversible 
acute  renal  failure,  peripheral  neuropathy  manifest- 
ed by  left  foot  drop,  staphylococcal  sepsis,  sei- 
zures, granulocytopenia  due  to  cyclophosphamide, 
severe  malnutrition  and  repeated  bouts  of  pulmo- 
nary edema. 

Discussion 

There  are  three  main  aspects  of  this  fascinating 
case.  First,  this  case  illustrates  both  the  characteris- 
tic presentation  of  polyarteritis  nodosa  (PAN)  and 
demonstrates  how  it  may  be  mistaken  for  other 
clinical  syndromes.  Second,  how  the  diagnosis  of 
PAN  was  established.  Finally,  the  association  of 
PAN  with  hepatitis  B. 

Polyarteritis  nodosa  is  a necrotizing  systemic 
vasculitis  involving  medium-sized  arteries.  Patho- 
logically it  is  characterized  by  a necrotizing  vasculi- 
tis extending  through  all  layers  of  the  artery.  The 
distribution  of  the  vasculitis  is  spotty;  therefore,  the 
clinical  presentation  may  take  a number  of  ditferent 
forms  depending  on  the  location  of  the  involved 
medium-sized  arteries.  The  most  common  symp- 
toms of  PAN  are  those  of  systemic  disease;  fever 
and  weight  loss  occur  in  the  majority  of  cases.  This 
patient  had  fever  up  to  103°F,  which  led  his  physi- 
cians to  evaluate  possible  infectious  causes  of  his 
illness,  but  fever  is  perfectly  compatible  with  poly- 
arteritis. 

This  patient  presented  with  a new  onset  of  severe 
hypertension  and  subsequently  developed  acute 
renal  failure.  Clinical  alterations  in  renal  function 
occur  in  about  70%  of  cases  and  are  responsible  for 
most  of  the  long-term  morbidity  and  mortality  seen 
in  this  disease1-2.  Renal  disease  in  PAN  takes  two 
main  forms.  In  the  majority  of  patients,  the  first 
presenting  symptom  is  that  of  hypertension,  which 
is  often  difficult  to  control.  Unlike  other  types  of 
vasculitis,  such  as  systemic  lupus  erythematosus, 
there  may  be  renal  hypertension  prior  to  significant 
loss  in  renal  function  because  PAN  may  selectively 
involve  the  arcuate  arteries.  Renal  vascular  hyper- 
tension with  a relatively  benign  urine  sediment  may 
occur3.  In  the  case  presented,  five  different  urine 
sediments  were  examined  because  vasculitis  was 
strongly  considered,  but  only  minimal  changes  in 
urinary  sediment  and  mild  proteinuria  were  found. 
This  should  not  dissuade  one  from  the  diagnosis  of 
PAN  since  the  sediment  does  not  necessarily  reflect 
vascular  changes  in  the  medium-sized  arteries.  If 
there  is  involvement  of  larger  renal  arteries,  infarc- 
tion of  the  kidney  may  occur,  which  1 believe 
accounted  for  the  patient’s  left  costo-vertebral  ten- 
derness. About  30%  of  the  patients  with  PAN  will 


Fig.  1.  Selective  angiogram  of  left  renal  artery  revealing 
multiple  (1-4  mm)  microaneurysms  and  probable  infarcts 
of  left  kidney. 


have  glomerulonephritis  and  may  present  with  renal 
failure  or  severe  proteinuria4-5. 

In  about  20-50%  of  patients  there  will  be  some 
pulmonary  abnormalities,  such  as  asthma,  but  these 
are  rarely  of  clinical  significance2,4,5.  The  pulmo- 
nary disease  generally  does  not  contribute  to  mor- 
bidity or  mortality  in  PAN,  although  10-15%  will 
have  pulmonary  infiltrates  or  pleuritis.  The  pulmo- 
nary arteries  are  rarely  involved  pathologically, 
although  bronchial  arteries  may  be  involved. 

The  gastrointestinal  tract  is  involved  in  about  half 
of  patients  with  PAN1-5.  When  there  is  gastrointes- 
tinal involvement,  abdominal  pain  is  a common 
presentation,  as  was  seen  in  this  patient.  He  had 
significant  fever,  leukocytosis,  nausea,  vomiting, 
guarding  and  abdominal  pain,  making  the  primary 
physicians  very  concerned  about  the  possibility  of 
an  intra-abdominal  infection  or  abscess.  The  ab- 
dominal pain  in  PAN  may  be  caused  by  several 
types  of  injury.  There  may  be  infarction  of  the 
gallbladder  from  vasculitis  of  the  cystic  artery,  a 
classic  cause  of  acalculus  cholecystitis.  Vasculitis 
may  result  in  peritonitis,  bowel  infarction,  necrotiz- 
ing pancreatitis,  or  ulcers  of  the  stomach,  jejunum 
or  ileum.  Rarely,  mesenteric  microaneurysms  may 
rupture,  causing  an  abdominal  catastrophe.  Hepatic 
and  splenic  infarction  have  been  reported.  Patients 
with  PAN  also  are  reported  to  have  a high  incidence 
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of  diarrhea.  The  patient  presented  today  had  diar- 
rhea whieh  stopped  after  admission  to  the  hospital. 
The  diarrhea  may  be  related  to  malabsorption  due 
to  ischemia  of  the  bowel  or  to  gastrointestinal 
bleeding,  but  no  firm  etiology  has  been  established 
in  most  patients  described  in  the  literature.  Hepatic 
abnormalities  are  found  in  about  30%  of  patients 
with  FAN  but  liver  disease  generally  does  not  cause 
significant  symptoms6.  Generally,  it  is  those  pa- 
tients with  evidence  of  concomitant  acute  or  chron- 
ic hepatitis  B who  have  abnormal  liver  chemis- 
tries36'7. Although  the  occurrence  of  hepatitis  B is 
strongly  linked  with  development  of  PAN  in  these 
patients,  there  does  not  appear  to  be  a correlation 
between  the  clinical  course  of  hepatitis  B and  that 
of  the  PAN. 

The  neurologic  manifestations  of  PAN  are  pres- 
ent in  about  50%  of  patients.  The  most  characteris- 
tic finding  is  that  of  a mononeuritis  multiplex1:  the 
simultaneous  neuropathy  of  several  peripheral 
nerves,  either  sensory  or  motor,  due  to  vasculitis  of 
the  vasa  vasorum.  Most  frequently  these  patients 
will  have  peroneal  nerve  involvement  resulting  in 
foot  drop.  While  on  corticosteroids  this  patient 
developed  foot  drop.  About  10%  of  patients  devel- 
op central  nervous  system  involvement,  generally 
late  in  the  course  of  the  disease.  This  may  take 
many  forms,  such  as  stroke,  mental  status  changes 
or  seizures. 

The  musculoskeletal  system  is  also  involved  in 
about  50%  of  patients,  most  often  manifested  as 
polyarthralgia.  Some  patients  may  have  a nonde- 
forming polyarthritis,  generally  involving  the  large 
joints.  The  patient  presented  today  had  polyarthral- 
gias of  his  knees  and  some  of  his  hand  joints,  which 
resolved  by  the  time  he  was  admitted  to  the  hospital 
the  second  time.  Weakness  may  occur  and  may  be 
related  to  either  ischemic  injury  of  the  muscle  or  to 
neurologic  involvement.  Finally,  the  cardiovascular 
system  is  directly  affected  in  a small  percentage  of 
patients  with  PAN.  Congestive  heart  failure  may 
occur  primarily  but  may  be  secondary  to  severe 
hypertension,  renal  failure  or  antecedent  cardiac 
disease.  In  this  case  severe  pulmonary  edema  de- 
veloped on  three  occasions  and  was  felt  to  be 
secondary  to  fluid  overload  and  hypertension.  Vas- 
culitis of  the  coronary  arteries  leading  to  myocardi- 
al infarction  is  relatively  unusual,  although  patho- 
logically the  coronary  arteries  are  not  infrequently 
involved.  Atrial  arrhythmias  occur  in  a number  of 
patients  but  generally  do  not  cause  significant  mor- 
bidity. The  skin  abnormalities  which  are  typical  of 
vasculitis  involving  medium-sized  arteries  may  be 
present  in  about  30%  of  patients.  Patients  with  PAN 


may  have  digital  pulp  lesions,  splinter  hemorrhages, 
palpable  purpura  or  livedo  reticularis3. 

Thus,  in  summary,  there  are  several  clinical 
patterns  which  are  characteristic  of  PAN  and 
should  make  one  consider  the  diagnosis.  The  differ- 
ential diagnosis  of  systemic  symptoms  such  as  fever 
of  unknown  origin  and  weight  loss  should  include 
PAN.  Nephritis  or  hypertension,  especially  rapidly 
developing,  are  symptoms  of  PAN.  In  one  series 
patients  with  an  acute  abdomen  accounted  for 
about  three-quarters  of  the  initial  presentations  of 
PAN;  a number  of  these  patients  had  the  diagnosis 
made  only  during  laporatomy*.  Patients  with  PAN 
may  also  present  with  asthma  or  pulmonary  infil- 
trates, myocardial  infarction,  muscle  pain  or  pe- 
ripheral neuropathy,  generally  mononeuritis  multi- 
plex. 

What  laboratory  tests  would  help  confirm  the 
diagnosis?  In  general,  the  routine  laboratory  tests 
are  not  very  helpful.  There  are  nonspecific  abnor- 
malities that  may  be  found  in  any  patient  with  a 
vasculitis  but  they  do  not  specifically  suggest  poly- 
arteritis nodosa1'5.  The  white  blood  cell  count  is 
often  elevated,  typically  in  the  range  of  15  to  20,000. 
Anemia  and  an  elevated  sedimentation  rate  are 
common  nonspecific  findings.  Thirty  to  fifty  per- 
cent of  patients  will  have  mildly  elevated  eosinophil 
count  but  marked  elevations  may  occur  in  some 
patients.  Rheumatoid  factor  may  be  present  and 
complement  levels  may  be  depressed  in  a minority 
of  patients.  Immune  complexes  are  detected  in  as 
many  as  65%  of  patients  depending  on  the  method 
used.  Unfortunately,  all  of  these  tests  are  nonspe- 
cific. If  one  is  considering  PAN  and  there  is  an 
accessible  organ  involved,  one  should  attempt  to 
biopsy  that  organ.  If  there  is  a rash,  muscle  weak- 
ness or  evidence  of  a peripheral  neuropathy,  then 
skin,  muscle  or  nerve  biopsy  should  be  performed. 
Unfortunately,  in  many  patients  no  involved  site  is 
readily  available  for  biopsy,  and  the  next  step 
should  probably  be  abdominal  arteriography.  About 
75%  of  patients  with  PAN  will  have  an  abnormality 
on  the  arteriogram4.  Occasionally,  early  in  the 
disease  or  late  in  the  course  after  therapy,  the 
arteriogram  may  be  normal4.  The  most  common 
abnormalities  seen  are  microaneurysms  1 to  12  mm 
in  size,  generally  involving  the  renal  arteries  and  the 
hepatic  arteries4.  Some  patients  may  not  have  mi- 
croaneurysms but  an  arteriopathy  manifested  by 
stenosis,  tortuosity  or  irregularity  of  involved  blood 
vessels. 

If  the  arteriogram  is  not  helpful,  then  more  inva- 
sive techniques  may  be  necessary.  One  can  consid- 
er blind  biopsy  of  clinically  uninvolved  muscles  or 
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RF-009 


(ibuprofen/Boots) 

(For  full  prescribing  information,  see  package  brochure.) 

RUFEN’  Tablets 
(ibuprofen) 

INDICATIONS  AND  USAGE:  Treatment  of  signs  and 
symptoms  of  rheumatoid  arthritis  and  osteoarthritis 
during  acute  flares  and  in  the  long-term  management 
of  these  diseases  Safety  and  effectiveness  have  not 
been  established  for  Functional  Class  IV  rheumatoid 
arthritis. 

Relief  of  mild  to  moderate  pain. 
CONTRAINDICATIONS:  Patients  hypersensitive  to 
ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angio- 
edema  and  bronchospastic  reactivity  to  aspirin  or  other 
nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS). 
WARNINGS:  Anaphylactoid  reactions  have  occurred 
in  patients  hypersensitive  to  aspirin  (see  CONTRAINDI- 
CATIONS). Peptic  ulceration  and  gastrointestinal 
bleeding,  sometimes  severe,  have  been  reported 
Peptic  ulceration  and  gastrointestinal  bleeding,  some- 
times severe,  have  been  reported  Peptic  ulceration, 
perforation,  or  gastrointestinal  bleeding  can  end  fatally, 
however,  an  association  has  not  been  established. 
Rufen  should  be  given  under  close  supervision  to  patients 
with  a history  of  upper  gastrointestinal  tract  disease, 
and  only  after  consulting  the  ADVERSE  REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheuma- 
toid arthritis,  nonulcerogenic  drugs,  such  as  gold, 
should  be  attempted  If  Rufen  must  be  given,  the  patient 
should  be  under  close  supervision  for  signs  of  ulcer 
perforation  or  gastrointestinal  bleeding. 
PRECAUTIONS:  Blurred  and/or  diminished  vision, 
scotomata,  and/or  changes  in  color  vision  have  been  re- 
ported. If  developed,  discontinue  Rufen  and  administer 
an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  with 
Rufen;  caution  should  be  used  in  patients  with  a history 
of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolong 
bleeding  time.  Use  with  caution  in  patients  with  intrinsic 
coagulation  defects  and  those  taking  anticoagulants 

Patients  should  report  signs  or  symptoms  of  gastroin- 
testinal ulceration  or  bleeding,  blurred  vision  or  other 
eye  symptoms,  skin  rash,  weight  gain  or  edema 

To  avoid  exacerbation  of  disease  or  adrenal  insuf- 
ficiency, patients  on  prolonged  corticosteroid  therapy, 
this  therapy  should  be  tapered  slowly  when  adding  Rufen. 
DRUG  INTERACTION:  Coumarin-lype  anticoagulants. 
The  physician  should  be  cautious  when  administering 
Rufen  to  patients  on  anticoagulants. 

Aspirin.  Concomitant  use  may  decrease  Rufen  blood 
levels. 

PREGNANCY  AND  NURSING  MOTHERS:  Rufen 

should  not  be  taken  during  pregnancy  nor  by  nursing 
mothers. 

ADVERSE  REACTIONS 

Incidence  greater  than  1% 
Gastrointestinal:  The  most  frequent  adverse  reaction 
is  gastrointestinal  (4%  to  1 6%).  Includes  nausea*,  epigas- 
tric pain*,  heartburn*,  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdomi- 
nal cramps  or  pain,  fullness  of  Gl  tract  (bloating  and 
flatulence).  Central  Nervous  System:  dizziness*,  head- 
ache, nervousness  Dermatologic:  rash*  (including 
maculopapular  type),  pruritus  Special  Senses:  tinnitus. 
Metabolic:decreased  appetite,  edema,  fluid  retention. 
Fluid  retention  generally  responds  promptly  to  drug 
discontinuation  (see  PRECAUTIONS). 

•Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 
Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleed- 
ing and/or  perforation,  hemorrhage,  melena.  Central 
Nervous  System:  depression,  insomnia  Dermatolog- 
ic: vesiculobullous  eruptions,  urticaria,  erythema  multi- 
forme Special  Senses:  amblyopia  (see  PRECAUTIONS). 
Hematologic:  leukopenia,  decreased  hemoglobin 

and  hematocrit.  Cardiovascular:  congestive  heart 
failure  in  patients  with  marginal  cardiac  function, 
elevated  blood  pressure. 

Causal  relationship  unknown 
Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver 
function  Central  Nervous  System:  paresthesias,  hal- 
lucinations, dream  abnormalities.  Dermatologic:  alo- 
pecia, Stevens-Johnson  syndrome  Special  Senses: 
Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
hemolytic  anemia,  thrombocytopenia,  granulocytopenia 
bleeding  episodes.  Allergic:  fever,  serum  sickness, 
lupus  erythematosus  syndrome.  Endocrine:  gyne- 
comastia, hypoglycemia  Cardiovascular:  arrhythmias 
(Sinus  tachycardia,  bradycardia,  and  palpitations). 
Renal:  decreased  creatinine  clearance,  polyuria,  azo- 
temia. 

OVERDOSAGE:  Acute  overdosage,  the  stomach  should 
be  emptied.  Rufen  is  acidic  and  excreted  in  the  urine, 
alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  ar- 
thritis and  osteoarthritis,  including  flareups  of  chronic 
disease:  Suggested  dosage  400  mg  t i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as 
necessary  for  relief  of  pain  Do  not  exceed  2,400  mg 
per  day. 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription. 
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nerves,  but  the  yield  is  relatively  low,  on  the  order 
of  10-20%.  Surgical  biopsy,  either  of  kidney,  muscle 
or,  occasionally,  testicle,  is  more  likely  to  be  posi- 
tive if  it  is  clinically  involved.  Even  with  abnormal 
serum  liver  tests  the  liver  biopsy  is  rarely  helpful  in 
making  the  diagnosis  of  PAN  since  medium-sized 
arteries  are  generally  not  obtained  in  percutaneous 
biopsies.  Similarly,  one  has  to  realize  that  when  a 
needle  biopsy  of  the  kidney  is  performed,  one  may 
not  biopsy  a medium-sized  artery  and  the  diagnosis 
still  may  be  unclear.  In  this  case,  had  the  arterio- 
gram been  negative,  the  plan  was  to  obtain  a 
surgical  wedge  biopsy  of  the  kidney,  but  we  felt  that 
arteriogram  and  clinical  history  were  sufficiently 
characteristic  to  make  further  investigation  unnec- 
essary. 

Recently  the  relationship  between  hepatitis  B and 
PAN  has  provided  an  interesting  model  that  may 
help  provide  an  understanding  of  the  disease.  There 
are  a number  of  extra-hepatic  syndromes  associated 
with  hepatitis  B.  Most  common  is  polyarthralgias 
and  urticaria  that  are  associated  with  acute  viral 
hepatitis,  generally  during  the  prodromal  stage  of 
hepatitis  B7,9.  This  syndrome  has  been  shown  to  be 
the  result  of  a serum-sickness  type  of  reaction. 
Recently  there  has  been  reports  of  membranous  or 
membranoproliferative  glomerulonephritis  associ- 
ated with  hepatitis  B,  usually  chronic  hepatitis10.  In 
the  last  few  years  two  different  groups  have  studied 
essential  mixed  cryoglobulinemia,  a syndrome 
characterized  clinically  by  arthritis,  purpura  and 
renal  insufficiency.  One  group  found  a high  inci- 
dence of  HBsAg  positive  patients"  while  the  other 
did  not12,  so  the  relationship  of  hepatitis  B to 
essential  mixed  cryoglobulinemia  is  unclear  at  the 
present  time. 

Polyarteritis  nodosa  associated  with  hepatitis  B is 
uncommon  and  only  about  100  cases  have  been 
reported  in  the  literature.  This  syndrome  is  general- 
ly associated  with  chronic  hepatitis,  although  it  may 
occur  any  time  in  the  course  of  hepatitis.  Hepatitis 
B is  believed  to  initiate  PAN  in  some  patients  by 
causing  the  development  of  circulating  immune 
complexes  when  the  antigen  to  antibody  ratios  are 
appropriate.  These  immune  complexes  are  deposit- 
ed at  sites  of  endothelial  injury,  generally  at  bifurca- 
tions of  blood  vessels,  where  turbulence  has  injured 
the  endothelium.  The  immune  complexes  then  acti- 
vate the  complement  system  and  a vasculitis  en- 
sues5. 

What  is  the  evidence  both  for  and  against  this 
hypothesis?  There  are  several  different  lines  of 
evidence  that  suggest  hepatitis  B infection  plays  a 
significant  role  in  PAN.  First,  20-40%  of  patients 


with  polyarteritis  nodosa  are  HBsAg  positive1-5. 
Interestingly,  when  e antigen  is  studied  a high 
incidence  of  e antigen  is  found  in  the  HBsAg 
positive  patients  with  PAN13.  Second,  many  pa- 
tients with  polyarteritis  nodosa  have  immune  com- 
plexes present  in  their  plasma14.  Third,  in  several 
different  studies  of  nine  autopsied  patients14"16, 
immunofluorescence  staining  for  HBsAg,  immuno- 
globulin G and  M,  and  complement  revealed  depos- 
its of  these  products  at  the  sites  of  the  active 
vasculitis,  but  where  there  was  no  active  vasculitis 
these  markers  were  not  found.  1 think  this  is  proba- 
bly the  strongest  evidence  that  HBsAg  may  indeed 
play  an  etiologic  role  in  initiating  vasculitis  in  these 
patients.  Fourth,  other  markers  of  circulating  im- 
mune complexes  have  been  examined  in  these 
patients.  Electronmicroscopic  studies  of  serum 
from  HBsAg  positive  PAN  patients  have  demon- 
strated particles  assumed  to  be  hepatitis  B particles 
aggregated  by  antibody.  In  a few  patients  the  pres- 
ence of  these  aggregates  correlated  with  the  activity 
of  PAN17.  Finally,  there  are  a number  of  animal 
models,  the  best  worked  out  of  which  is  Aleutian 
mink  disease.  The  arteritis  of  Aleutian  minks  dis- 
ease is  clearly  related  to  a viral  disease,  and  the 
immune  complexes  of  virus  and  antiviral  antibodies 
causes  a disease  which  appears  to  be  very  similar 
clinically  and  pathologically  to  polyarteritis  in  man. 

There  is  also  evidence  against  hepatitis  B immune 
complexes  playing  a role  in  the  etiology  of  PAN. 
First,  immune  complexes  may  be  found  in  patients 
with  chronic  hepatitis,  most  of  whom  have  no 
evidence  of  polyarthritis18.  Secondly,  investigators 
have  looked  at  the  correlation  between  the  activity 
of  the  disease  and  immune  complex  titers  and  have 
found  no  correlation18.  As  I mentioned  before, 
others  have  found  a correlation  with  titers  of  im- 
mune complexes  and  disease  activity19,  so  there  are 
conflicting  data  on  this  matter.  Finally,  some  find 
no  correlation  with  viral  aggregates  on  electron 
microscopy  and  degree  of  activity20. 

So  how  does  a gastroenterologist,  who  is  not  an 
expert  in  immunology  put  these  together?  Obvious- 
ly, one  way  to  explain  the  conflicting  data  in  PAN,  I 
think,  is  that  each  study  may  be  detecting  different 
types  of  immune  complexes  with  different  tech- 
niques. We  know  that  depending  upon  antigen  and 
antibody  ratios,  the  size  and  site  of  deposition  of 
immune  complexes  may  vary,  and  this  may  be  the 
explanation  for  the  conflicting  data. 

In  summary,  we  do  not  know  the  pathogenesis  of 
polyarteritis  nodosa.  In  a subgroup  of  30-40%  of 
these  patients,  PAN  appears  to  be  clearly  related  to 
hepatitis  B but  the  pathophysiology  is  presently 
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uncertain.  Immune  complexes  may  play  an  active 
role,  but  exactly  what  type  of  immune  complexes  is 
involved  has  not  been  shown  and  other  mechanisms 
have  not  been  eliminated.  The  association  of  hepati- 
tis B and  polyarteritis  nodosa  may  provide  a model 
that  will  help  us  understand  the  pathogenesis  of  this 
complex  disease. 

Editors’  Note:  Despite  vigorous  therapy,  including 
frequent  hemodialysis,  total  parenteral  nutrition 
and  antibiotics,  the  patient  died  of  septic  shock  two 
months  after  this  presentation.  At  autopsy  there 
was  evidence  of  a resolving  vasculitis  involving 
renal  and  mesenteric  blood  vessels. 
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ADMINISTRATION  OF 
HEALTH  CARE  INCLUDES 
CAREFUL  ADMINISTRATION 


Automation,  personnel  administration,  staffing, 
office  systems  and  controls,  collections,  office 
space  are  just  a few  of  the  areas  of  administra- 
tion that  can  truly  affect  a medical  practice. 

The  ALLEN  COMPANY  and  its  subsidiaries  are 
just  what  your  practice  needs  for  a more 
‘careful  administration’.  We  provide: 

• CONSULTING  SERVICES  for  an  indepen- 
dent, impartial,  and  in-depth  look  into  all 
administration  facets  of  your  practice. 

• ‘DR.  PERSONNEL’®  will  free  you  and  your 
staff  of  all  the  cumbersome,  sensitive 
aspects  of  staff  recruiting.  You  see  only  the 
best  qualified  prospects. 

• MEDICAL  COLLECTION  AGENCY  can 
help  you  improve  your  own  internal  collec- 
tion procedures  first  and  then  for  the  prob- 
lem accounts  let  us  get  results  at  reasonable 
rates. 

Interested9  We're  The 

ALLEN  COMPANY  OF  VIRGINIA,  INC. 

2000  West  Club  Lane  Richmond,  VA  23226 
Suite  C (804)  288-3295 
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RICHMOND 

METROPOLITAN 

HOSPITAL 

A centrally  located  medical-surgical  hospital  designed  and  equipped  for  the  future. 

• 180  Private  Rooms 

• Intensive  Care/Coronary 
Units 

• Chemical  Dependency 
Service 

• Psychiatric  Inpatient  Service 

• Complete  Diagnostic 
Radiology, 

Cardiology, 

Pulmonary, 

Clinical  Laboratory, 

Nuclear  Medicine  Service 

• Outpatient/Emergency 
Service,  Monday-Friday, 

9 AM  to  5 PM 

701  WEST  GRACE  STREET 
RICHMOND,  YA  23220 
(804)  643-3223 


TREATMENT  AND  LEARNING  CENTER  FOR  ALCOHOL  RELATED  PROBLEMS 


Our  purpose  is  to  provide 
effective  therapy  in  a wholesome 
atmosphere  for  the  man  or 
woman  with  a drinking  problem 


FELLOWSHIP  HALL 


A private  non-profit  JCAH  accredited  psychiatric  hospital 


A nature  trail  for  hiking  and  meditation 
winds  through  nearly  a mile  of  beautifully 
wooded  area 


A medical  doctor  and  registered  nurses  provide  24 
hour  medical  care  in  a fully  equipped  infirmary 


FELLOWSHIP  HALL /.vr 

P O Box  6929  • Greensboro.  N C 27405  • 919-621  3381 

Located  off  U S Hwy  No  29  at  Hicone  Road  Exit  6'  ? miles 
north  of  downtown  Greensboro  N C Convenient  to  I 85  I 40 
U S 421  U S 220  and  the  Greensboro  Regional  Airport 


Attractive,  comfortable  accommodations 
are  provided  for  both  male  and  female 
guests 


Fellowship  Hall  will  arrange  connections  with  commercial  transportation. 


DRAMATIC 

4EWCLNGAL 

PROOF' 


In  the  treatment  of  impetigo - 

•100%  cure  rate  with 

Tfegopen'tcloxacin  sodium) 

•only  a 60%  cure  rate  with  penicillin  V-K 


As  seen  on  After  one  week  Two  weeks  after 

admission  of  penicillin  V-K  initiation  of 

therapy  TEGOPEN  therapy 

Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 

*Data  on  file,  Bristol  Laboratories. 


Briel  Summary  ol  Prescribing  Information 

TEGOPEN® 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package  Circular  (12)  9/11/75 

INDICATIONS 

Although  the  principal  indication  for  cloxacillin  sodium  is  in  the  treatment  ot  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to  initiate  therapy  in  such  patients  in 
whom  a staphylococcal  infection  is  suspected  (See  Important  Note  below ) 

Bactenologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cloxacillin 
sodium  should  be  performed 

IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should  take  into  consideration  the  fact  that  it 
has  been  shown  to  be  effective  only  in  the  treatment  of  infections  caused  by  pneumococci. 
Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci  If  the  bacteriology  report  later  indicates  the  infection  is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  resistant  to 
penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  isolates  found  in  the  hospital  For  this  reason,  it  is  recommended  that  a 
penicillinase-resistant  penicillin  be  used  as  initial  therapy  for  any  suspected  staphylococcal 
infection  until  culture  and  sensitivity  results  are  known 
Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism  similar  to  that  of  methicillm 
against  penicillin  G-resistant  staphylococci.  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these  strains  reported  has  been 
increasing  Such  strains  of  staphylococci  have  been  capable  of  producing  serious  disease,  in 
some  instances  resulting  in  fatality  Because  of  this,  there  is  concern  that  widespread  use  of  the 
penicillinase-resistant  penicillins  may  result  in  the  appearance  of  an  increasing  number  of 
staphylococcal  strains  which  are  resistant  to  these  penicillins 
Methicillin-resistant  strains  are  almost  always  resistant  to  all  other  penicillinase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently) 
Resistance  to  any  penicillinase-resistant  penicillin  should  be  interpreted  as  evidence  of  clinical 
resistance  to  all,  in  spite  of  the  fact  that  minor  variations  in  in  vitro  sensitivity  may  be 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus 

CONTRAINDICATIONS 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the  penicillins  is  a contraindication. 


RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 

potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen® 

Given 

(cloxacillin  sodium] 

penicillin  V-K 

Staphylococcus  aureus  (78  patients) 

39 

39 

Returned  to  clinic  at  one  week 

29t 

38t 

Treatment  failure  at  one  week 

0 

18  (47.4%) 

Staphylococcus  aureus  and 
Streptococcus  pyogenes  (9  patients) 

4 

5 

Returned  to  clinic  at  one  week 

4 

5 

Treatment  failure  at  one  week 

O 

2 (40%) 

No  initial  bacterial  growth  (14  patients) 

9 

5 

All  14  healed,  regardless  of  which 

antibiotic  was  administered. 

Beta-hemolytic  Streptococcus  (1  patient) 

0 

1 

TOTALS:  102  patients 

52  patients 

50  patients 

tEleven  patients  did  not  return  for  their  one-week  checkup 
These  were  all  called  by  telephone,  and  their  families  reported 


the  lesions  had  healed  One  patient  was  dropped  from  the  study, 
early,  because  of  adverse  reaction  to  medication 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows:  77%  Staphylococcus  aureus, 
9%  mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes,  and  1%  beta-hemolytic 
Streptococcus ,| 

• All  patients  were  given  randomized  therapy— 
Tegopen  capsules  or  oral  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 


• All  patients  were  evaluated  after  one  week's 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
"other  antibiotic’  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

fThe  remainder,  to  equal  100%.  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth  These  14  were  all 
healed,  whether  given  Tegopen  or  penicillin  V-K 


TEGOPEN 

(daxaaln  sodum) 

-effective  therapy  for  staph  infections 
of  the  skin  and  skin  structures 


WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
in  patients  on  penicillin  therapy  Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions  are  more  apt  to  occur  in 
individuals  with  a history  of  sensitivity  to  multiple  allergens 
There  have  been  well  documented  reports  ot  individuals  with  a history  of  penicillin 
hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
allergens.  If  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents,  e g.,  pressor  amines,  antihistamines,  and  corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 

PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics.  It  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy 
ADVERSE  REACTIONS 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients  Mildly  elevated  SGOT  levels  (less  than  100  units)  have 
been  reported  in  a tew  patients  tor  whom  pretherapeutic  determinations  were  not  made  Skin 
rashes  and  allergic  symptoms,  including  wheezing  and  sneezing,  have  occasionally  been 
encountered  Eosinophilia,  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy 

USUAL  DOSAGE: 

Adults:  250  mg.  q.6h 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q.6h.  Children  weighing  more  than  20  Kg 
should  be  given  the  adult  dose.  Administer  on  empty  stomach  tor  maximum  absorption 
MB  INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  OAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS 

SUPPLIED 

Capsules— 250  mg.  in  bottles  of  100  500  mg  in  bottles  of  100 
Oral  Solution— 125  mg./5  ml.  in  100  ml.  and  200  ml  bottles 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse,  New  York  13201 


BRISTOL® 


Copyright  ® 1981,  Bristol  Laboratories 


The  Medical  Society  of  Virginia 


Minutes  of  the  House  of  Delegates 

First  Session 


The  House  of  Delegates  of  The  Medical  Society 
of  Virginia  met  in  the  ballroom  of  Norfolk's  Omni 
International  Hotel  on  Thursday,  October  22,  1981. 
The  meeting  was  called  to  order  by  Dr.  Richard 
Fields,  Speaker,  and  the  invocation  pronounced  by 
Dr.  F.  Ashton  Carmines. 

Dr.  Leonard  Weyl,  Chairman  of  VaMPAC,  then 
led  the  House  in  a pledge  of  allegiance  to  the  flag  of 
the  United  States. 

A quorum  was  then  declared  present  by  Dr. 
Donald  Thorn,  Chairman  of  the  Credentials  Com- 
mittee. 

The  report  of  the  Rules  Committee  was  presented 
by  Dr.  John  Krueger,  its  Chairman.  Dr.  Krueger 
called  special  attention  to  Section  2 of  the  Rules, 
which  stipulates  that  resolutions  must  be  presented 
through  the  headquarters  office  at  least  30  days 
prior  to  the  annual  session.  Those  submitted  after 
the  deadline  must  be  approved  by  the  Rules  Com- 
mittee for  presentation  at  the  First  Session  of  the 
House. 

The  Rules  of  Procedure  were  then  adopted  as 
published  in  the  delegates  handbook. 

Minutes  of  the  1980  sessions  of  the  House  of 
Delegates  were  approved.  These  minutes  were  pub- 
lished in  the  January  1981  issue  of  Virginia  Medi- 
cal. 

Dr.  Fields  then  introduced  the  following  special 
guests:  Joseph  F.  Boyle,  M.D.,  Chairman,  Board  of 
Trustees,  American  Medical  Association;  Lewis 
Biben,  M.D.,  President,  Medical  Society  of  District 
of  Columbia;  Ballard  Cassady,  M.D.,  President, 
Kentucky  Medical  Association;  Albert  M.  Antlitz, 
M.D.,  President,  Medical  & Chirurgical  Faculty  of 
Maryland;  Josephine  E.  Newell,  M.D.,  President, 


North  Carolina  Medical  Society;  and  Mrs.  Crystal 
J.  Coleman,  President,  American  Association  of 
Medical  Assistants,  Virginia  Society. 

Dr.  James  B.  Kenley,  State  Commissioner  of 
Health,  presented  a most  interesting  report  on  the 
future  of  public  health  in  Virginia.  He  discussed  the 
loss  of  some  federal  funding  and  brought  the  House 
up-to-date  on  the  Medicaid  problem  and  efforts  to 
meet  the  challenge.  He  called  upon  Virginia  physi- 
cians to  do  their  part  in  helping  the  Department 
meet  the  need  which  will  continue  to  grow  in  the 
days  ahead. 

At  this  point.  Dr.  Krueger  announced  that  only 
one  of  the  four  resolutions  submitted  after  the 
deadline  had  been  accepted  by  the  Rules  Commit- 
tee for  consideration  by  the  House.  That  particular 
resolution  had  to  do  with  health  care  of  the  needy 
and  was  referred  to  Reference  Committee  No.  1. 

Dr.  Wootton  then  delivered  his  Presidential  Ad- 
dress and  expressed  pleasure  over  the  Society's 
continuing  increase  in  membership.  He  was  particu- 
larly pleased  with  the  fact  that  the  Society  is  now 
entitled  to  a fifth  AMA  delegate,  who  will  officially 
begin  his  duties  on  January  1. 

The  President  discussed  a number  of  matters 
which  the  House  would  be  called  upon  to  address 
over  the  next  three  days.  These  included  specialty 
representation  in  the  House,  the  mandatory  aspects 
of  continuing  medical  education,  the  future  of 
health  planning  in  Virginia,  etc. 

Dr.  Wootton  took  special  note  of  the  long  and 
dedicated  service  of  Dr.  Michael  A.  Puzak.  It  was 
the  President’s  recommendation  that  honorary  ac- 
tive membership  be  conferred  upon  Dr.  Puzak  as 
fitting  recognition  of  his  many  contributions  as 
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Finance  Committee  Chairman,  AMA  delegate, 
councilor,  committee  member,  etc. 

Dr.  Wootton  closed  by  stating  that  The  Medical 
Society  of  Virginia  is  in  excellent  shape  and  that  the 
years  ahead  look  bright  and  promising  indeed.  His 
address  will  be  published  in  the  December  issue  of 
V irignia  Medical. 

Mrs.  M.  Pinson  Neal,  President  of  The  Medical 
Society  of  Virginia  Auxiliary,  was  introduced  and 
reported  on  a year  of  accomplishment.  The  Auxilia- 
ry, and  its  components,  have  never  been  more 
active  and  projects  over  the  state  are  numerous  and 
varied.  Special  attention  was  called  to  the  AMA- 
ERF  project  and  the  sizeable  checks  presented  to 
the  deans  of  our  three  medical  schools. 

Also  recognized  was  the  Auxiliary  President 
Elect,  Mrs.  John  Hannon. 

The  Speaker  next  introduced  Mrs.  Harry  S. 
Dvorsky,  President  of  the  AMA  Auxiliary.  Mrs. 
Dvorsky  congratulated  the  Virginia  Auxiliary  on 
wining  a number  of  awards  in  several  membership 
categories.  She  went  on  to  say  that  the  Auxiliary  is 
the  strongest  ally  that  a medical  society  can  possi- 
bly have. 

Following  a brief  recess,  Dr.  Thorn  reported  that 
a total  of  201  delegates  had  been  seated.  This  total 
included  six  alternates. 

A slate  of  nominees  for  the  Nominating  Commit- 
tee was  then  presented  and  all  were  elected. 

The  Speaker  next  introduced  Dr.  George  Carroll, 
Secretary  Treasurer  of  the  State  Board  of  Medicine. 
Dr.  Carroll  discussed  matters  of  special  interest  to 
the  House,  including  an  increase  in  the  annual 
registration  fee  and  a soon  to  be  implemented  new 
registration  procedure.  He  noted  that  it  wasn’t  too 
long  ago  when  the  Board  spent  most  of  its  time  on 
matters  involving  examinations  and  very  little  on 
matters  involving  impaired  physicians.  Now  it  is 
just  the  opposite — 98%  of  the  Board’s  time  being 
taken  up  with  impaired  physician  problems  and 
only  2%  with  examination  matters. 

Dr.  Carmines  was,  at  this  point,  introduced  for 
the  purpose  of  presenting  a report  from  Virginia’s 
AMA  delegation.  He  reported  the  highlights  of  the 
last  two  meetings  of  the  AMA  House  of  Delegates, 
including  such  key  matters  as  the  reorganization  of 
staff  and  administrative  structure,  new  dues  struc- 
ture, standards  of  conduct  and  performance,  direct 
membership,  educational  standards,  policy  with 
respect  to  "pro-competition”  health  insurance  leg- 
islation, future  of  health  planning,  etc.  Dr.  Car- 
mines closed  by  urging  members  to  attend  meetings 
of  the  AMA  House  if  at  all  possible  and  observe 
firsthand  how  policy  is  shaped  at  the  national  level. 


Dr.  Puzak  was  called  upon  by  the  Speaker  to 
present  the  annual  report  of  his  Finance  Committee 
and  a proposed  budget  for  1981-82.  Dr.  Puzak 
indicated  the  Society  has  just  concluded  what  is 
perhaps  its  best  financial  year  ever.  He  presented  a 
balanced  budget  for  the  coming  year  and  stated  that 
it  would  be  considered  in  detail  by  the  appropriate 
Reference  Committee. 

The  Speaker,  at  this  point,  stated  that  those 
committee  reports  previously  published  in  Virgin- 
ia Medical  would  be  assigned  to  appropriate  refer- 
ence committees.  The  only  report  not  previously 
distributed  was  a supplemental  presentation  from 
the  Vanguard  Committee  (assigned  to  Reference 
Committee  No.  2).  Resolutions  published  in  the 
handbook  were  also  referred  to  appropriate  com- 
mittees. 

The  session  was  then  declared  open  for  new 
business  and  the  House  was  reminded  once  again 
that  all  late  resolutions  must  be  submitted  to  the 
Rules  Committee. 

The  Speaker  announced  that  all  three  reference 
committees  would  meet  the  following  morning  at 
9:00  am  and  that  a special  effort  would  be  made  to 
schedule  items  in  accordance  with  wishes  of  the 
membership.  In  this  connection,  those  matters  in- 
volving the  impaired  physician  and  proposed  bylaw 
amendments  were  scheduled  as  the  first  two  items 
on  the  agenda  of  Reference  Committee  No.  3. 

Following  further  announcements  concerning 
meetings  of  the  Nominating  and  Reference  Commit- 
tees, the  first  session  of  the  House  of  Delegates  was 
declared  recessed. 

Robert  I.  Howard,  Secretary 

APPROVED: 

Richard  L.  Fields,  MD,  Speaker 


Second  Session 

The  second  session  of  the  House  of  Delegates  of 
The  Medical  Society  of  Virginia  was  called  to  order 
by  the  Speaker  at  1 :30  pm  on  Saturday,  October  24, 
in  the  York  Room  of  Norfolk’s  Omni  International 
Hotel. 

Dr.  Donald  Thorn,  Chairman  of  the  Credentials 
Committee,  reported  a quorum  present. 

The  report  of  the  Nominating  Committee  was 
then  received  from  its  Chairman,  Dr.  Barbara 
Mella. 

Dr.  Harold  L.  Williams  was  unanimously  elected 
to  the  office  of  President  Elect. 

Dr.  C.  Barrie  Cook  was  elected  First  Vice  Presi- 
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dent;  Dr.  Harry  C.  Kuykendall,  Second  Vice  Presi- 
dent; and  Dr.  Russell  D.  Evett,  Third  Vice  Presi- 
dent. 

Dr.  Richard  L.  Fields  was  reelected  Speaker  of 
the  House  and  Dr.  William  H.  Barney,  Vice  Speak- 
er. 

The  following  members  of  Council  were  then 
elected: 

1st  District:  Dr.  William  S.  Burton  (reelected) 
3rd  District:  Dr.  James  A.  Shield,  Jr. 

5th  District:  Dr.  Glenn  B.  Updike,  Jr.  (reelect- 
ed) 

7th  District:  Dr.  Robert  C.  Green,  Jr.  (reelected) 
9th  District:  Dr.  J.  Thomas  Hulvey  (reelected) 
10th  District:  Dr.  Leon  1.  Block  (will  complete 
unexpired  term  of  Dr.  Cook) 

Elected  as  Vice  Councilors  were: 

1st  District:  Dr.  William  H.  Sipe  (reelected) 

2nd  District:  Dr.  Russell  D.  Evett  (reelected) 
3rd  District:  Dr.  William  T.  Tucker 
4th  District:  Dr.  James  V.  Scutero  (reelected) 
5th:  Dr.  Lawrence  V.  Marshall  (reelected) 

6th  District:  Dr.  Robert  L.  Keeley  (reelected) 
7th  District:  Dr.  John  A.  Owen,  Jr.  (reelected) 
8th  District:  Dr.  Ira  J.  Green  (reelected) 

9th:  Dr.  James  L.  Patterson,  Jr.  (reelected) 

10th  District:  Dr.  Donald  S.  Thorn 
James  L.  Moore,  Jr.  was  elected  as  the  Society’s 
new  Executive  Vice  President. 

The  following  nominations  for  the  State  Board  of 
Medicine  were  then  received  from  the  7th,  8th  and 
9th  Districts: 

7th  District:  Dr.  Gerald  J.  Bechamps 
Dr.  James  R.  Holsinger 
Dr.  Thomas  E.  Patteson,  III 
8th  District:  Dr.  Thomas  F.  McGough 
Dr.  Carol  S.  Shapiro 
Dr.  C.  Robert  Meloni 
9th  District:  Dr.  Robert  A.  Abernathy 
Dr.  Cecil  C.  Hatfield 
Dr.  Joshua  P.  Sutherland 
The  complete  list  of  nominees  was  approved  and 
will  be  submitted  to  the  Governor  for  his  consider- 
ation. 

The  Speaker  then  noted  that  the  terms  of  Dr. 
Puzak  and  Dr.  Stark  as  delegates  to  AMA  will 
expire  on  December  31.  The  terms  of  Dr.  Brown 
and  Dr.  Weyl  as  alternate  delegates  will  also  expire 
at  that  time.  The  Speaker  also  called  attention  to  the 
fact  that  the  Society  would  be  entitled  to  a fifth 
delegate  and  alternate  in  1982  and  that  nominations 
would  likewise  be  in  order  at  this  time. 

Dr.  Puzak  and  Dr.  Stark  were  reelected  and  Dr. 
Weyl  elected  as  the  fifth  delegate. 

Dr.  Brown  was  reelected  as  alternate  and  Dr. 


Nipe  and  Dr.  Caravati  chosen  to  complete  the 
delegation. 

Dr.  Joseph  F.  Boyle,  Chairman  of  the  AMA 
Board  of  Trustees,  was  then  introduced  and  invited 
to  address  the  House.  He  took  note  of  Virginia’s 
heritage  and  its  dedication  to  the  task  of  preserving 
the  historical  and  traditional  freedoms  of  medicine 
in  this  Nation.  Dr.  Boyle  went  on  to  praise  the 
American  physician  for  providing  the  best  medical 
care  in  the  world  and  stressed  the  importance  of 
preserving  the  independent  fee  for  service  practice. 
He  stated  that  although  many  ill-advised  federal 
health  programs  are  being  eliminated,  this  is  not  the 
time  for  complacency. 

Dr.  Boyle  went  on  to  say  that  physicians  are 
looking  to  AMA  for  representation  and  the  mainte- 
nance of  high  professional  standards.  By  the  same 
token,  AMA  is  looking  more  and  more  to  state  and 
local  medical  societies  for  support  and  follow- 
through.  It  was  also  noted  that,  while  Virginia  has 
just  obtained  a fifth  delegate  to  AMA,  one-third  of 
its  membership  still  remains  outside  the  AMA  fold. 

Dr.  Boyle  was  then  requested  to  conduct  a spe- 
cial installation  ceremony  for  the  Society's  new 
officers. 

Following  his  installation  as  President,  Dr.  Alex- 
ander, as  his  first  official  action,  presented  the 
presidential  medallion  and  Certificate  of  Distin- 
guished Service  to  Dr.  Wootton. 

Mr.  John  Parker,  representing  Sandoz  Pharma- 
ceuticals, was  then  introduced  for  the  purpose  of 
presenting  a special  award  to  Virginia  Medical. 
Mr.  Parker  advised  the  House  that  the  Society’s 
official  publication  had,  for  the  second  time  in  five 
years,  been  judged  the  nation's  best  medical  journal 
in  its  particular  cateogry.  Dr.  W.  T.  Thompson,  Jr., 
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Reference  Committee  One,  reading  from  left:  Dr.  Arthur 
B.  Gravatt,  Kilmarnock;  Dr.  Joseph  D.  Cauthen,  Norfolk; 
Dr.  Duncan  S.  Owen,  Jr.,  Richmond;  Dr.  Charles  C. 
Ashby,  Dinwiddie;  James  L.  Moore,  Jr.;  Dr.  John  A. 


Owen,  Jr.,  Charlottesville,  Chairman;  Dr.  James  E.  Nevin, 
III,  Danville;  Dr.  Robert  L.  A.  Keeley,  Roanoke;  Dr. 
Eugene  R.  Jacobs,  Alexandria;  Dr.  Michael  B.  Ford,  Big 
Stone  Gap;  Dr.  William  L.  Rich,  III,  Falls  Church. 


Editor,  and  Mrs.  Ann  Gray,  Managing  Editor, 
received  the  award  which  was  in  the  form  of  a 
plaque  and  check  in  the  amount  of  $500. 

Following  a brief  recess.  Dr.  John  A.  Owen,  Jr., 
Chairman,  was  called  upon  to  present  the  report  of 
Reference  Committee  No.  1. 

Reference  Committee  One 

The  House  agreed  with  the  Reference  Committee 
that  the  following  reports  be  filed:  Aging,  Educa- 
tion, Hospital  Advisory,  Negotiations,  Rehabilita- 
tion and  Liaison  to  State  Bar. 

The  House  also  concurred  with  the  recommenda- 
tion that  the  report  of  the  Sheriff  s Advisory  Com- 
mittee be  adopted  and  that  special  attention  be 
called  to  that  portion  pertaining  to  correctional 
institutions  being  in  compliance  with  AMA  health 
care  standards. 

Report  of  Sports  Medicine  Committee 

The  House  agreed  that  this  report  should  be 
adopted  along  with  a recommendation  that  volun- 
tary registration  of  athletic  trainers  be  undertaken 
by  The  Medical  Society  of  Virginia. 

Report  of  Public  Relations  Committee 

The  Reference  Committee  called  attention  to  the 
fact  that  this  particular  report  contained  three  rec- 
ommendations. The  section  containing  the  first 
recommendation  was  filed  since  the  reference  it 


contained  to  health  planning  had  already  been  im- 
plemented. 

The  second  recommendation  was  concerned  with 
inviting  members  of  the  press  to  annual  meetings 
and  also  had  been  implemented.  This  section  also 
was  filed. 

The  House  then  agreed  that  the  third  recommen- 
dation should  be  endorsed.  It  pertains  to  a joint 
project  by  the  Society  and  the  Lions  Club  of 
Virginia  to  promote  the  use  of  the  Uniform  Donor 
Form  for  state  driver’s  license. 

Report  of  Joint  Practice  Committee 

The  House  concurred  with  the  recommendation 
that  the  Joint  Practice  Committee  as  presently 
operational  in  Virginia  be  continued. 

The  Reference  Committee  believed,  and  the 
House  concurred,  that  the  first  recommendation  of 
the  report  should  be  amended  to  read  as  follows: 
The  Medical  Society  of  Virginia  expresses  concern 
that  the  use  of  medicine  (pharmacy)  technicians  to 
administer  medications  in  hospitals  is  not  in  the 
best  interest  of  patient  care  and  asks  that  this 
concern  be  communicated  to  the  Virginia  Hospital 
Association. 

The  House  also  agreed  that  Recommendation  2 
should  be  amended  by  deleting  the  last  sentence.  A 
motion  to  adopt  the  recommendation  as  amended 
was  then  defeated. 

A third  recommendation  would  have  the  Society 
agree  with  the  Joint  Commission  on  Accreditation 
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of  Hospitals  that  only  qualified  registered  nurses 
would  be  assigned  the  duties  of  head  nurse  supervi- 
sor and  circulating  nurse  in  surgical  and  obstetrical 
suites.  After  considerable  discussion,  it  was  agreed 
that  the  recommendation  should  be  amended  by 
deleting  the  words  “and  circulating  nurse”.  The 
recommendation  was  then  adopted  as  amended. 

Report  of  Council 

In  keeping  with  the  Committee’s  recommenda- 
tion, the  following  items  contained  in  the  Report  of 
Council  were  filed:  Item  5 — Nurse  Practitioner,  and 
Item  8 — Standards  of  Principles. 

Presidential  Address 

The  Committee  indicated  its  wholehearted  en- 
dorsement of  the  President’s  remarks  on  increasing 
membership  in  the  Society.  It  also  noted  with 
special  interest  his  remarks  concerning  the  manda- 
tory aspects  of  continuing  medical  education. 

The  House  agreed  with  the  recommendation  that 
the  President’s  thoughts  concerning  Vanguard  be 
referred  to  the  Long  Range  Planning  Committee  for 
study  and  recommendations.  There  was  also  con- 
currence with  the  recommendation  that  staff,  in 
conjunction  with  the  Insurance  Committee,  contin- 
ue to  explore  all  possibilities  of  implementing  a 
program  concerned  with  the  prevention  of  liability 
suits. 

The  President’s  remarks  with  reference  to  VaM- 
PAC  were  then  commended  to  the  membership. 

The  House  also  agreed  with  the  Committee  in  its 
commendation  of  the  President's  remarks  about 
Virginia  Medical  and  the  excellence  of  its  design 
and  editorial  content.  Support  was  also  voiced  for 
the  President's  commendations  for  the  Auxiliary 
and  its  many  accomplishments. 

The  Reference  Committee  indicated  that,  in  its 
opinion,  a Presidential  allowance  of  $6,000  is  much 
too  low.  Consequently,  it  recommended  that 
$15,000  be  inserted  into  the  budget  for  this  purpose. 
The  House  concurred. 

In  keeping  with  the  Committee's  recommenda- 
tion, honorary  active  membership  was  conferred 
upon  Dr.  Michael  A.  Puzak  in  recognition  of  his 
long  and  dedicated  service  to  the  Society.  It  was 
also  agreed  that  Robert  I.  Howard  should  be  elected 
Executive  Vice  President  Emeritus. 

Resolution  on  Blue  Cross-Blue  Shield  (Sponsored  by 
the  Loudoun  County  Medical  Society) 

In  accordance  with  the  Committee’s  recommen- 
dation, the  House  voted  that  the  resolution  not  be 
adopted. 


Resolution  on  Continuing  Medical  Education  ( Spon- 
sored by  the  Southside  Virginia  Medical  Society) 
The  Committee  reported  that  it  had  heard  a great 
amount  of  testimony  on  this  resolution  and  had 
reached  the  conclusion  that  requirements  are  equi- 
table, the  adverse  effects  on  membership  have  been 
minimal,  and  that  the  potential  for  improvement  in 
professional  performance  remains  favorable.  Con- 
sequently, the  Committee  recommended  that  the 
resolution  not  be  adopted  and  the  House  concurred. 

Resolution  on  Health  Care  of  the  Needy  (Sponsored 
by  the  Richmond  Academy  of  Medicine) 

The  following  resolution  was  adopted: 

WHEREAS,  the  federal  budget  for  programs  which  pro- 
vide preventive  health  and  public  health  care  to  citizens  in 
Virginia  has  been  drastically  reduced,  and 

WHEREAS,  in  Virginia,  such  reductions  in  federal  funding 
will  be  as  much  as  25  to  40  percent  of  1980  levels,  and 

WHEREAS,  the  fiscal  crisis  in  Virginia’s  Medicaid  pro- 
gram has  required  restrictions  on  eligibility  criteria  for 
persons  in  need  of  such  payment  services,  and 

WHEREAS,  the  limiting  of  the  eligibility  criteria  will 
drastically  affect  the  ability  of  an  additional  55,000  needy 
Virginians  to  meet  the  costs  of  health  care,  and 

WHEREAS,  in  Virginia,  the  private  medical  community 
and  public  health  officials  have  traditionally  worked  in 
partnership  to  meet  the  needs  of  the  indigent  population,  be 
it  therefore 

RESOLVED,  that  The  Medical  Society  of  Virginia  urge  its 
members  to  reaffirm  their  commitment  to,  and  responsibil- 
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Reference  Committee  Two,  from  left:  Dr.  Robert  T.  Mos- 
by,  Virginia  Beach;  Dr.  John  D.  French,  Martinsville;  Dr. 
George  E.  Broman,  Culpeper;  Dr.  Custis  L.  Coleman, 
Richmond;  Dr.  Carol  S.  Shapiro,  Woodbridge;  Dr.  Paul  G. 


Rochmis,  Annandale,  Chairman;  Dr.  William  H.  Sipe, 
Newport  News;  Dr.  Lewis  W.  Bridgforth,  Victoria;  Dr. 
Joseph  N.  Callicott,  Jr.,  Lynchburg;  Dr.  C.  C.  Hatfield, 
Saltville. 


ity  for,  the  health  care  of  our  state’s  medically  needy 
citizens  and  encourage  its  members  to  support  and 
strengthen  dialogue  between  local  medical  societies  and 
local  health  departments  in  an  effort  to  address  the  needs  of 
the  individual  communities. 

The  report,  as  a whole,  of  Reference  Committee 
One  was  then  adopted  as  amended. 

Reference  Committee  Two 

Dr.  Paul  Rochmis  was  then  called  upon  to  present 
the  report  of  Reference  Committee  Two. 

Report  of  Cancer  Committee 

It  was  the  opinion  of  the  Reference  Committee 
that  the  recommendation  contained  in  the  report 
should  be  amended  to  read  as  follows:  That  The 
Medical  Society  of  Virginia  support  legislation  to 
add  additional  funds  and  positions  to  the  State 
Health  Department’ s budget  and  manpower  ceil- 
ing, specifically  for  a limited  expansion  of  the 
Virginia  Tumor  Registry. 

The  House  concurred  and  the  report  was  adopted 
with  the  recommendation  as  amended. 

Supplemental  Report  of  the  Child  Health  Committee 

The  House  concurred  with  the  Reference  Com- 
mittee that  the  two  recommendations  contained  in 
the  report  should  be  adopted.  The  first  approved,  in 
principle,  efforts  of  the  Young  Lawyers  Section, 


Virginia  Bar  Association,  to  introduce  legislation 
which  would  form  the  Family  and  Children’s  Trust 
Fund.  The  second  reaffirms  the  position  of  the 
Society  which  supports  legislative  enactment  of  an 
appropriate  law  requiring  car  restraints  for  children. 

The  remainder  of  the  report  was  filed. 

Report  of  Highway  Safety  Committee 

The  House  was  in  agreement  with  the  Reference 
Committee  that  the  first  recommendation  should  be 
amended  to  read  as  follows:  The  Highway  Safety 
Committee  respectfully  requests  that  The  Medical 
Society  of  Virginia  recommend  that  legislation  be 
passed  requiring  automotive  restraints  for  infants 
and  children. 

Two  additional  recommendations  having  to  do 
with  preserving  the  55-mph  speed  limit  and  reaffir- 
mation of  support  for  mandatory  use  of  motorcycle 
helmets  were  also  adopted. 

It  was  directed  that  the  remainder  of  the  report  be 
filed. 

Supplemental  Report  of  Insurance  Committee 

The  Reference  Committee  expressed  agreement 
with  the  recommendation  that  the  resolution  re- 
ferred to  the  Insurance  Committee  last  year  by  the 
House  of  Delegates  not  be  adopted.  This  resolution 
would  recommend  to  the  General  Assembly,  State 
Corporation  Commission  and  US  Congress,  that 
appropriate  legislation  be  considered  to  prohibit 
sale  of  disability  policies  requiring  occupancy  of  a 
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hospital  bed  as  proof  of  disability.  The  House 
agreed  that  the  resolution  should  not  be  adopted. 

In  keeping  with  the  recommendation  of  the  Refer- 
ence Committee,  the  remainder  of  the  report  was 
filed  for  informational  purposes  and  the  Insurance 
Committee  commended  on  its  many  accomplish- 
ments. 

Report  of  Legislative  Committee 

The  following  items  contained  in  the  report  of  the 
Legislative  Committee  were  adopted  as  recom- 
mended: Medical  malpractice  legislation,  referral 
by  non-medical  practitioners  of  patients  with  cer- 
tain eye  symptoms  to  medical  doctors,  opposition 
to  requiring  coverage  for  certain  medical  proce- 
dures as  part  of  all  health  insurance  policies,  oppo- 
sition to  requiring  that  prescription  forms  be  com- 
pleted in  triplicate,  administration  of  epinephrine  by 
certified  lay  persons  in  emergencies,  opposition  to 
state  regulation  of  respiratory  therapists,  opinion  of 
Attorney  General  permitting  oral  surgeons  to  do 
histories  and  physicals,  opposition  to  nurse  practi- 
tioner writing  prescriptions  for  a physician’s  signa- 
ture, requirement  of  one  year  post-graduate  educa- 
tion for  all  physicians,  evaluation  of  applications  for 
hospital  privileges  by  podiatrists,  easing  of  state 
certificate  of  need  laws  and  the  alleged  excess 
hospital  bed  problem  in  the  Commonwealth. 

That  item  having  to  do  with  prohibiting  the  pull- 
ing of  inner  tubes  behind  boats  was  not  adopted. 

The  House  agreed  with  the  Committee  in  its 
recommendation  that  that  portion  of  the  report 
calling  attention  to  the  action  of  an  attorney  in 
helping  insulate  a patient  from  the  payment  of 
hospital  and  medical  bills  be  filed. 

Report  of  Maternal  Health  Committee 

This  report  contained  two  recommendations.  The 
first  urges  that  the  section  of  the  proposed  “Rules 
and  Regulations  for  Health  Care  in  Virginia'  ’ re- 
quire that  birthing  centers  be  physically  connected 
to  and  operated  under  the  supervision  of  acute  care 
hospitals.  The  recommendation  was  adopted. 

The  House  then  concurred  with  the  Reference 
Committee  that  the  second  recommendation  should 
be  amended  to  read  as  follows:  The  Committee 
urges  that  funds  for  the  maternal  and  child  health 
hospitalization  programs  be  continued. 

The  recommendation  was  adopted  as  amended. 

The  House  then  directed  that  the  remainder  of 
the  report  be  filed. 


Report  of  Liaison  Committee  to  PSRO 

It  was  the  opinion  of  the  Reference  Committee 
that  the  recommendation  contained  in  the  report 
should  be  amended  by  striking  the  word  “organiza- 
tion” and  substituting  the  word  “mechanism”.  The 
House  agreed  and  the  recommendation  now  reads 
as  follows:  That  The  Medical  Society  of  Virginia 
establish  a task  force  to  study  the  feasibility  of  a 
statewide  peer  review  mechanism  that  would  pre- 
serve local  physician  involvement  to  the  extent 
possible  and  that  this  feasibility  study  include  a 
study  of  methods  of  funding.  The  task  force  should 
include  representation  from  The  Medical  Society  of 
Virginia , third-party  health  insurance  carriers,  in- 
dustrial purchasers  of  health  insurance,  the  State 
Health  Department  and  the  Virginia  Hospital  Asso- 
ciation. 

The  House  then  voted  to  adopt  the  report  as 
amended. 

Report  of  Vanguard  Committee 

The  House,  acting  upon  the  recommendation  of 
the  Reference  Committee,  directed  that  the  report 
be  filed. 

Supplemental  Report  of  Vanguard  Committee 

In  keeping  with  the  Reference  Committee’s  rec- 
ommendation, the  following  recommendations  by 
the  Vanguard  Committee  were  adopted: 

1 . The  Society  endorse  the  initiative  for  repeal  of  the 
National  Health  Planning  and  Resources  Development 
Act  and  encourage  Virginia’s  Congressional  delegation 
to  support  enactment  of  H.R.M554  (Shelby-Madigan)  to 
that  effect. 

2.  The  Society  endorse  the  action  of  the  American 
Medical  Association  in  calling  for  the  medical  profession 
to  accept  responsibility  and  assume  a leadership  role  in 
developing  principles  for  voluntary,  local  health  plan- 
ning. 

3.  The  Society  reaffirm  its  opposition  to  Federal  Trade 
Commission  jurisdiction  of  state  regulated  learned  pro- 
fessions and  encourage  Virginia's  Congressional  delega- 
tion to  support  enactment  of  H.R.-3722  (Luken-Lee)  to 
that  effect. 

4.  The  Society  endorse  the  action  of  the  American 
Medical  Association  calling  for  repeal  of  the  Federal 
HMO  Act  and  adoption  of  the  AM  A position  that  “ — 
approval  of  the  concept  of  neutral  public  policy  and  fair 
market  competition  among  all  systems  of  health  care 
delivery  continue  to  be  (MSV)  policy,  with  the  potential 
growth  of  HMOs  being  determined  not  by  federal  subsi- 
dy, preferential  federal  regulations  and  federal  advertis- 
ing promotion,  but  by  the  number  of  people  who  prefer 
this  mode  of  delivery.” 

5.  The  Society  endorse  the  action  of  the  American 
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RU-TUSS 

Dispel  the  Clouds  of  Fall  and 


RU-TUSS 

TABLETS 

Each  prolonged  action  tablet  contains:  Phenylephrine  Hydrochloride  25  mg 

• Phenylpropanolamine  Hydrochloride  50  mg  • Chlorpheniramine  Maleate  8 mg 

• Hyoscyamine  Sulfate  0.19  mg  • Atropine  Sulfate  0.04  • Scopolamine 
Hydrobromide  0.01  mg  • Each  Ru-Tuss  tablet  acts  continuously  for  10  to  12  hours. 

Symptomatic  Relief 
of  Sneezing  and 
Nasal  Congestion 

Comprehensive  decongesting,  antihistaminic 
and  anti-secretory  reliever  for  patients  with 
nasal,  sinus  and  other  upper  respiratory 
irritation. 

• Eases  breathing  • Reduces  sneezing 

• Reduces  tearing  • Dries  the  drip 
One  tablet  b.i.d.  gives  round-the-clock 
relief  to  adults  and  older  children 
(12  years  and  over). 


RELIEVERS 

Winter  Respiratory  Discomfort 


ru-tuss 

EXPECTORANT 


Each  fluid  ounce  contains:  Codeine  Phosphate  65.8  mg  • (WARNING:  MAY  BE 
HABIT  FORMING)  Phenylephrine  Hydrochloride  30  mg  • Phenylpropanolamine 
Hydrochloride  20  mg  • Pheniramine  Maleate  20  mg  • Pyrilamine 
Maleate  20  mg  • Ammonium  Chloride  200  mg  • Alcohol  5% 

Symptomatic  Relief  of 
Coughing  with  Nasal 
and  Bronchial 
Decongestion 

Full  range  symptom-reliever  for  patients 
with  air  way  congestion  in  the  upper 
chest  as  well  as  the  nose  and  throat. 
• Blocks  the  cough  • Loosens  mucus 
• Reduces  sneezing  • Eases  breathing 
• Tasty  so  it's  easy  to  take 
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To  Relieve  the  Symptoms 
of  Winter  Weather  Upper  Respiratory  Distress 

RIHUSS/RIHUSS' 

TABLETS  EXPECTORANT 

RU-TUSS®  RU-TUSS® 


Tablets 


DESCRIPTION 

Each  prolonged  action  tablet  contains 

Phenylephrine  Hydrochloride  25  mg 

Phenylpropanolamine  Hydrochloride  50  mg 

Chlorpheniramine  Maleate  8 mg 

Hyoscyamine  Sulfate  0.19  mg 

Atropine  Sulfate  0.04  mg 

Scopolamine  Hydrobromide  0 01  mg 


Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours. 

Ru-Tuss  Tablets  are  an  oral  antihistaminic,  nasal  decongestant  and  anti-secretory 
preparation. 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues.  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
alkaloids,  hyoscyamine.  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets. 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics.  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant.  Concomitant  use  of  MAO 
inhibitors  is  contraindicated. 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness.  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics,  seda- 
tives or  tranquilizers 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction.  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  cardiac 
or  peripheral  vascular  disease  or  hyperthyroidism  Patients  should  avoid  driving  a motor 
vehicle  or  operating  dangerous  machinery  (See  Warnings) 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long  as 
12  hours,  treatment  of  overdoses  directed  at  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication.  In  children  and 
infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia, 
agranulocytosis,  and  thrombocytopenia  may  occur  Other  adverse  reactions  to  Ru-Tuss 
Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes,  tight- 
ness of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and  dysuria. 
palpitation,  tachycardia,  hypotension/hypertension,  faintness,  dizziness,  tinnitus,  head- 
ache. incoordination,  visual  disturbances,  mydriasis,  xerotomia,  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epigastric  distress,  hyperirritability,  nervousness, 
dizziness  and  insomnia  Large  overdoses  may  cause  tachypnea,  delirium,  fever,  stupor, 
coma  and  respiratory  failure. 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age.  one  tablet 
morning  and  evening.  Not  recommended  for  children  under  12  years  of  age  Tablets  are 
to  be  swallowed  whole. 

HOW  SUPPLIED 

Bottles  of  100  Tablets  NDC  0524-0058-01 

Bottles  of  500  Tablets  NDC  0524-0058-05 

Federal  law  prohibits  dispensing  without  prescription. 

DISTRIBUTED  BY:  MANUFACTURED  BY: 

Boots  Pharmaceuticals,  Inc.  Vitarine  Company,  Inc. 

Shreveport,  Louisiana  71106  Springfield  Gardens,  New  York  11413 


Expectorant 

DESCRIPTION 

Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains: 


Codeine  Phosphate 

(WARNING:  MAY  BE  HABIT  FORMING) 

65.8  mg 

Phenylephrine  Hydrochloride 

30  mg 

Phenylpropanolamine  Hydrochloride 

20  mg 

Pheniramine  Maleate 

20  mg 

Pyrilamine  Maleate 

20  mg 

Ammonium  Chloride 

200  mg 

Alcohol 

5% 

Ru-Tuss  Expectorant  is  an  oral  antitussive,  antihistaminic,  nasal  decongestant  and  expec- 
torant preparation. 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomatic  relief  of  upper 
respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronchitis,  and  allergic  rhini- 
tis. Also,  for  the  temporary  relief  of  symptoms  associated  with  hay  fever,  allergies,  nasal 
congestion  and  cough  due  to  the  common  cold 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines.  Concomitant  use  of  an  anti- 
hypertensive or  antidepressant  drug  containing  a monoamine  oxidase  inhibitor  is 
contraindicated 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchial  asthma  and 
in  women  who  are  pregnant 

WARNINGS  Ru-Tuss  Expectorant  contains  codeine  phosphate,  therefore,  the  patient  should 
be  warned  of  the  potential  that  this  drug  may  be  habit  forming.  Ru-Tuss  Expectorant  may 
cause  drowsiness.  Patients  should  be  warned  of  the  possible  additive  effect  caused  by 
taking  antihistamines  with  alcohol,  hypnotics,  sedatives  and  tranquilizers 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  avoid  driving  a motor  vehicle  or 
operating  dangerous  machinery  (See  Warnings).  Caution  should  be  taken  with  patients 
having  hypertension,  diabetes,  hyperthyroidism  and  cardiovascular  disease 
Caution  should  also  be  used  in  patients  with  pulmonary,  hepatic  or  renal  insufficiency. 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lassitude,  giddiness, 
dryness  of  mucous  membranes,  tightness  of  the  chest,  thickening  of  bronchial  secretions, 
urinary  frequency  and  dysuria,  palpitation,  tachycardia,  hypotension/ hypertension,  faint- 
ness, dizziness,  tinnitus,  headache,  incoordination,  visual  disturbances,  mydriasis,  xero- 
stomia, blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigastric  dis- 
tress. hyperirritability,  nervousness,  and  insomnia  Overdoses  may  cause  restlessness, 
excitation,  delirium,  tremors,  euphoria,  metabolic  acidosis,  stupor,  tachycardia  and  even 
convulsions. 

DOSAGE  AND  ADMINISTRATION  Adults:  1 or  2 teaspoonfuls,  orally,  every  4 hours,  not  to 
exceed  10  teaspoonfuls  in  any  24-hour  period. 

Children  6 to  12  years  of  age  /2  the  adult  dose,  not  to  exceed  6 teaspoonfuls  in  any 
24-hour  period.  Children  2 to  6 years  of  age  '/2  teaspoonful  every  4 hours,  not  no 
exceed  3 teaspoonfuls  in  any  24-hour  period  Children  under  2 years  of  age  Use  as 
directed  by  a physician 
HOW  SUPPLIED:  (16  fl.  OZ.) 

Pint  Bottles  NDC  0524-1010-16 

Federal  law  prohibits  dispensing  without  prescription 
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Medical  Association  calling  for  repeal  of  the  National 
Health  Service  Corps  and,  further,  solicit  attention  of  the 
AM  A and  the  Federal  government  to  the  Virginia  Council 
on  Health  and  Medical  Care  as  a unique  and  successful 
model  for  placing  physicians  in  medically  underserved 
areas  of  the  Commonwealth  without  the  need  for  federal 
funding. 

The  Reference  Committee  noted  that  the  report 
also  contained  a number  of  recommendations  stem- 
ming from  consideration  of  so-called  "pro-competi- 
tion” bills  currently  before  the  Congress.  The 
House  concurred  with  the  Committee’s  recommen- 
dation that  the  following  items  be  adopted: 

A.  Reaffirm  its  position  of  endorsing  a plurality  of 
health  care  delivery  and  financing  systems  in  a free- 
market  setting. 

B.  Reaffirm  its  position  of  opposing  any  program 
which  would  create  or  perpetuate  preferential  treatment 
of  any  one  system  or  plan  of  health  care  over  another. 

D.  Oppose  any  legislative  program  which  would  result 
in  lowering  the  quality  of  health  care. 

E.  Oppose  any  legislative  program  which  would  in- 
crease federal  regulation  of  or  control  over  the  private 
health  care  system. 

F.  Oppose  any  legislative  program  which  would  pre- 
vent free  choice  of  physician  by  patient  or  patient  by 
physician. 

G.  Oppose  any  legislative  program  which  would  re- 
strain the  appropriate  use  of  needed  medical  services. 

H.  Endorse  the  concept  of  greater  cost-consciousness 
on  the  part  of  patients  and  physicians. 

I.  Endorse  the  concept  of  greater  information  access 
to  patients  in  selecting  health  care  plans. 

J.  Endorse  the  concept  of  placing  a cap  on  the  amount 
of  health  care  premium  costs  which  can  be  deducted  from 
taxes.  (Action  of  House  covered  at  end  of  this  section.) 

K.  Endorse  the  concept  of  health  care  plans  contain- 
ing catastrophic  coverage. 

L.  Oppose  any  legislative  program  which  would  man- 
date provision  of  health  care  coverage  by  employers. 

M.  Oppose  any  legislative  program  which  would  en- 
courage or  permit  medical  practice  by  non-medical  prac- 
titioners. 

N.  Oppose  any  legislative  program  which  would  un- 
derwrite or  insure  with  federal  funds  any  private  health 
care  plans. 

O.  Oppose  any  legislative  program  which  would  trans- 
fer medical  judgment  or  decision  making  to  non-medical 
persons  or  entities. 

P.  Oppose  any  legislative  program  which  would  en- 
courage the  dismantling  of  hospital  staffs  or  other  quality 
assurance  bodies  deemed  appropriate  by  the  medical 
profession. 

The  House,  after  considerable  discussion,  agreed 
with  the  recommendation  of  the  Reference  Commit- 


tee that  it  not  adopt  Item  C calling  for  opposition  to 
any  legislative  program  which  would  create  incen- 
tives to  under-insure. 

Next  to  be  considered  was  a Reference  Commit- 
tee recommendation  not  to  adopt  Vanguard  recom- 
mendation J,  which  would  endorse  the  concept  of 
placing  a cap  on  the  amount  of  health  care  premium 
costs  which  can  be  deducted  from  taxes.  The 
House,  after  being  advised  that  the  Vanguard  rec- 
ommendation is  in  keeping  with  adminstration  eco- 
nomic guidelines,  voted  for  adoption. 

The  Supplemental  Report  of  the  Vanguard  Com- 
mittee was  then  adopted  as  amended. 

Report  of  Council 

The  House  agreed  with  the  recommendation  of 
the  Reference  Committee  that  the  following  items 
contained  in  the  Report  of  Council  be  filed  as 
presented:  Presidential  Commission,  Health  Plan- 
ning and  Vanguard. 

The  Committee  also  recommended  that  that  item 
pertaining  to  drunk  driving  be  filed  with  a notation 
that  testimony  was  received  by  the  Committee 
suggesting  that  reference  to  substance-abuse-im- 
paired drivers  be  added,  along  with  a suggestion 
that  enforcement  activities  of  existing  agencies  be 
increased  as  an  alternative  to  the  establishment  of  a 
special  task  force.  The  House  agreed  and  the  rec- 
ommendation will  be  filed. 

It  was  also  the  Committee’s  recommendation  that 
the  first  paragraph  of  that  portion  of  the  report 
concerned  with  PSRO  be  filed.  The  House  con- 
curred. 

The  second  paragraph  of  the  report  was  then 
amended  in  such  manner  as  to  read  as  follows: 
“.  . . support  the  proposal  that  the  Virginia  Pro- 
fessional Standards  Review  Foundation  work  close- 
ly with  the  Peer  Review  Task  Force  and  proceed 
with  the  implementation  of  an  appropriate  quality 
assurance  program.” 

The  second  paragraph  was  then  approved  as 
amended. 

Resolution  on  Medicine/Business  Coalition  (Spon- 
sored by  the  Richmond  Academy  of  Medicine) 

The  following  resolution  was  adopted: 

WHEREAS,  the  achievement  of  a cost  effective  medical 
care  system  is  a matter  of  the  highest  priority  for  all 
segments  of  our  society,  and 

WHEREAS,  the  American  business  community  has  ex- 
pressed great  concern  over  the  escalating  cost  of  health  care 
and  the  resulting  impact  on  the  economy,  and 
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Reference  Committee  Three,  from  left:  Dr.  Anthony  J. 
Munoz,  Farmville;  Dr.  Gervas  S.  Taylor,  Jr.,  Norfolk;  Dr. 
Lawrence  K.  Monahan,  Roanoke;  Dr.  Lawrence  V.  Mar- 
shall, Floyd;  Dr.  F.  Ashton  Carmines,  Newport  News;  Dr. 


J.  Latane  Ware,  Richmond,  Chairman;  Dr.  White  McK. 
Wallenborn,  Charlottesville;  Dr.  Haskins  Ferrell,  Jr.,  Al- 
exandria; Dr.  Gerald  J.  Fisher,  Alexandria;  Dr.  Joseph  H. 
Early,  Jr.,  Hillsville. 


WHEREAS,  business  and  industry  are  natural  philosophi- 
cal friends  of  medicine,  and 

WHEREAS,  it  has  been  clearly  shown  that  programs 
designed  to  establish  improved  relationships  and  communi- 
cations with  the  business  and  industrial  communities  can  do 
much  to  promote  a more  positive  and  effective  approach  to 
the  cost  containment  effort,  be  it  therefore 

RESOLVED,  that  The  Medical  Society  of  Virginia  take  the 
lead  in  the  formation  of  a Virginia  medicine/business 
coalition — its  stated  purpose  to  be  the  development  at  state 
and  local  levels  of  an  effective  dialogue  on  problems  of 
mutual  concern — especially  those  relating  to  the  cost  of 
care  and  the  burdens  of  federal  regulation,  and  be  it  further 

RESOLVED,  that  an  ad  hoc  committee  be  appointed  by  the 
President  and  charged  with  the  responsibility  of  making  the 
proposed  coalition  a reality,  and  be  it  further 

RESOLVED,  that  this  committee  keep  Council  informed  as 
to  its  progress. 

Resolution  on  Prescribing  by  Pharmacists  (Spon- 
sored by  the  Arlington  County  Medical  Society / 
Co-sponsored  by  the  Alexandria  Medical  Society) 
Acting  on  the  recommendation  of  the  Reference 
Committee,  the  following  resolution  was  adopted: 

WHEREAS,  legislation  to  permit  pharmacists  to  prescribe 
drugs  has  been  proposed  in  other  states,  and 

WHEREAS,  pharmacists  have  not  been  trained  in  diagnos- 


ing disease,  prescribing  treatment  and  observing  the  re- 
sponse to  medication,  be  it  therefore 

RESOLVED,  that  The  Medical  Society  of  Virginia  oppose 
legislation  to  permit  the  prescribing  of  drugs  by  pharma- 
cists. 

Resolution  on  Cooperation  with  the  State  Board  of 
Medicine  (Sponsored  by  the  Danville-Pittsylvania 
Academy  of  Medicine ) 

The  House  agreed  with  the  Committee's  recom- 
mendation that  the  following  resolution  be  adopt- 
ed: 

WHEREAS,  The  Medical  Society  of  Virginia  and  the  State 
Board  of  Medicine  share  as  a common  purpose  assurance  of 
proper  health  care  delivery  in  the  Commonwealth  of  Vir- 
ginia, and 

WHEREAS,  the  State  Board  of  Medicine  is  assigned  regu- 
latory responsibility  over  certain  aspects  of  health  care 
delivery  in  the  Commonwealth,  and 

WHEREAS,  close  cooperation  between  The  Medical  Socie- 
ty of  Virginia  and  the  State  Board  of  Medicine  is  essential  in 
furthering  the  common  purpose,  be  it  therefore 

RESOLVED,  that  The  Medical  Society  of  Virginia  state  as 
its  official  policy  a desire  to  establish  a closer  relationship 
with  the  State  Board  of  Medicine  in  matters  pertaining  to 
health  care  delivery  in  the  Commonwealth,  and  to  imple- 
ment this  objective,  designate  a sub-committee  of  the 
Legislative  Committee  of  the  Society  to  represent  the 
Society  in  this  relationship,  and  be  it  further 
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RESOLVED,  that  The  Medical  Society  of  Virginia  request 
that  the  State  Board  of  Medicine  appoint  an  appropriate 
committee  from  its  membership  to  meet  with  the  above  sub- 
committee concerning  matters  of  common  interest,  particu- 
larly in  the  legislative  field. 

Resolution  on  Health  Care  Providers  (Sponsored  by 
the  Roanoke  Academy  of  Medicine) 

Following  considerable  discussion,  the  House 
concurred  with  the  recommendation  of  the  Refer- 
ence Committee  that  this  resolution  not  be  adopted. 

Resolution  on  Prescription  Drug  Abuse  (Sponsored 
by  the  Committee  on  Pharmacy) 

The  House,  acting  on  the  Committee’s  recom- 
mendation, adopted  the  following  resolution: 

WHEREAS,  the  problem  of  drug  abuse  is  recognized  by 
every  physician  in  the  Commonwealth,  and 

WHEREAS,  the  problem  extends  to  the  prescribing  of 
controlled  drugs,  and 

WHEREAS,  there  exists  an  urgent  need  for  an  effective 
plan  to  eliminate  such  abuse,  be  it  therefore 

RESOLVED,  that  the  Committee  on  Pharmacy  be  directed 
to  develop  a voluntary  program,  similar  to  the  Duval  Plan 
of  Florida,  for  the  purpose  of  curbing  and  controlling  the 
abuse  of  prescription  drugs  through  the  joint  cooperation 
of  physicians  and  pharmacists,  and  be  it  further 

RESOLVED,  that  The  Medical  Society  of  Virginia  seek  the 
assistance  of  the  Virginia  Pharmaceutical  Association, 
State  Board  of  Medicine  and  the  State  Board  of  Pharmacy 
in  implementing  this  voluntary  program  as  soon  as  possi- 
ble. 


Resolution  on  Utilization  Review  of  Patient  Care 

(Sponsored  by  the  Southside  Virginia  Medical 
Society) 

After  careful  consideration,  the  House  amended 
this  resolution  by  eliminating  the  third  whereas 
and  the  resolved.  The  fourth  whereas  was  re- 
structured in  such  a manner  as  to  replace  the 
deleted  resolved  portion. 

The  following  was  then  adopted  as  amended: 

WHEREAS,  health  planning  and  peer  review  of  health  care 
delivery  utilizing  health  systems  agencies  and  peer  review 
organizations  federally  sponsored  in  Virginia  have  appar- 
ently been  less  than  successful,  and 

WHEREAS,  these  mechanisms  have  not  improved  quality 
of  care,  have  failed  to  reduce  cost  and  have  not,  to  a 
desirable  degree,  enhanced  professional  or  patient  educa- 
tion, be  it  therefore 

RESOLVED,  that  The  Medical  Society  of  Virginia  concurs 
with  the  American  Medical  Association  that  HSAs  and 
PSROs  should  be  discontinued,  relying  instead  on  commu- 
nity mechanisms  for  peer  review  and  planning. 

Resolution  on  Lead  Poisoning  (Sponsored  by  the 
Norfolk  Academy  of  Medicine) 

The  House  concurred  with  the  Committee  that 
the  following  substitute  resolution  be  adopted: 

WHEREAS,  it  has  been  proven  that  lead  toxicity  in  chil- 
dren leaves  permanent  neurological  and  psychological  se- 
quelae, and  that  a considerable  portion  of  school  children 
with  behavioral  difficulties  have  shown  to  have  levels  of 
lead  poisoning  which  contribute  to  this,  and 

WHEREAS,  even  children  with  low  doses  of  lead  toxicity 
have  been  found  repeatedly  to  do  poorly  in  school  and 
become  disciplinary  problems,  be  it  therefore 

RESOLVED,  that  The  Medical  Society  of  Virginia  request 
that  the  Commissioner  of  Health  continue  funding  the  Lead 
Poisoning  Program  in  the  State. 

Resolution  on  Immunization  Requirements  (Spon- 
sored by  the  Child  Health  Committee) 

The  House  agreed  with  the  Committee  that  this 
resolution  should  be  referred  to  the  Legislative 
Committee  with  a recommendation  that  appropriate 
amendments  be  made  to  (a)  eliminate  any  criminal 
sanctions,  (b)  eliminate  the  requirement  of  a physi- 
cal every  three  years,  and  (c)  add  a provision  for 
parental  consent  for  transfer  of  medical  records. 
Authority  was  then  granted  the  Legislative  Com- 
mittee to  act  on  the  recommendations. 

The  report,  as  a whole,  of  Reference  Committee 
Two  was  then  adopted  as  amended. 
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THE  MINUTES  MAN 

How  many  miles  of  minutes  did  Bob  Howard  gener- 
ate in  his  32  years  as  Executive  Vice  President  of  The 
Medical  Society  of  Virginia?  Beyond  counting.  Pub- 
lished in  these  pages  are  his  last  minutes;  they  were 
recorded  before  his  retirement  at  the  close  of  1981. 
On  the  opposite  page,  Mr.  Howard  is  the  central 
figure  in  a photograph  taken  during  the  1979  annual 
meeting  at  the  Homestead  in  Hot  Springs.  To  his 
right  is  Dr.  Charles  E.  Davis,  Jr.,  then  MSV  Presi- 
dent; to  his  left  is  Dr.  Kinloch  Nelson,  then  and  now 
the  Society’s  Coordinator  of  Continuing  Education. 

The  three  were  headed  for  the  golf  course. 


Reference  Committee  Three 

The  Speaker  then  introduced  Dr.  Ware  for  the 
purpose  of  presenting  the  report  of  Reference  Com- 
mittee Three. 

Report  of  Impaired  Physician  Committee 

The  House  agreed  with  the  Reference  Committee 
that  the  first  recommendation  contained  in  the 
report  should  be  amended.  It  went  a bit  further, 
however,  by  substituting  the  word  “consultation" 
for  “cooperation”.  The  recommendation,  as 
amended,  was  adopted  to  read  as  follows:  That  a 
program  he  established  by  The  Medical  Society  in 
consultation  with  the  State  Board  of  Medicine  to 
assist  the  recovery  and  rehabilitation  of  physicians 
in  need  in  the  State  of  Virginia.  These  problems 
may  include  mental  or  physical  illnesses  as  well  as 
alcohol  or  drug  abuse.  Membership  in  the  Society  is 
not  a requirement  for  assistance. 

The  House  also  agreed  that  the  program  should 
be  titled  “Physician  Health  Effectiveness  Pro- 
gram". It  concurred  with  the  Committee’s  recom- 
mendation that  a new  committee  be  established  to 
further  define  and  implement  the  program. 

The  report  was  then  adopted  as  amended. 

Bylaws 

The  Reference  Committee  noted  that  the  effec- 
tive date  of  any  bylaw  changes  should  be  deferred 
until  the  Virginia  Code  can  be  changed  to  provide 
that  the  voting  rights  of  members  of  a non-stock 
corporation  may  be  conferred  not  only  by  the 
Articles  of  Incorporation,  but  also  by  the  Bylaws.  It 
was,  therefore,  the  recommendation  of  the  Commit- 
tee that  the  effective  date  of  any  bylaw  amendments 
be  deferred  until  the  date  on  which  such  change  in 
Virginia  law  is  implemented. 


Following  some  discussion,  the  Committee’s  rec- 
ommendation was  amended  to  specify  November 
15,  1982,  as  the  effective  date  of  any  bylaw  amend- 
ments adopted. 

The  House  concurred  with  the  Reference  Com- 
mittee’s recommendation  that  the  proposed  amend- 
ment to  add  a third  introductory  paragraph  to 
Article  III  of  the  Bylaws  be  amended  to  read  as 
follows:  Each  specialty  section  shall  be  composed 
of  members  of  the  Society  who  are  practicing  in  one 
of  the  following  specialties: 


Allergy 

Anesthesiology 
Dermatology 
Emergency  Medicine 

Family  Practice 
Internal  Medicine 
Neurological  Surgery 
Neurology 

Obstetric  si  Gynecology 
Ophthalmology 
Orthopedic  Surgery 


Otolaryngology 

Pathology 

Pediatrics 

Physical  Medicine  & 
Rehabilitation 
Plastic  Surgery 
Preventive  Medicine 
Psychiatry 
Radiology 
Surgery 

Thoracic  Surgery 
Urology 


The  House  then  agreed  with  the  Committee’s 
recommendation  that  the  second  sentence  of  the 
proposed  amendment  to  Article  V,  Section  1 be 
amended  by  deleting  the  first  word  and  substituting 
the  following:  Notwithstanding  the  provisions  of 
Article  V of  the  Articles  of  Incorporation,  the  .... 

The  House  then  voted  to  amend  the  first  para- 
graph of  the  proposed  amendment  to  Article  V, 
Section  3 of  the  Bylaws  by  adding  the  following 
sentence:  Sixty  days  prior  to  the  Annual  Meeting 
each  specialty  section  desiring  representation  shall 
submit  the  name  of  its  delegate  and  alternate 
delegate  to  Council  for  consideration  and  approval. 

The  Committee  indicated  its  support  for  specialty 
representation  in  the  House  and  recommended  that, 
with  the  foregoing  amendments,  those  amendments 
to  the  Bylaws  as  set  forth  in  Exhibit  A to  the  Report 
of  the  Bylaws  Committee  be  adopted.  The  House 
concurred. 

Also  adopted  was  a recommendation  that  the 
Eastern  Virginia  Student  Medical  Society  be  recog- 
nized as  a component  student  society.  Accordingly, 
Article  III  of  the  Bylaws  was  amended  by  adding  a 
new  Section  1 1 to  read  as  follows:  In  addition  to  the 
component  student  societies  provided  for  in  Article 
4 of  the  Articles  of  Incorporation,  the  Eastern 
Virginia  Student  Medical  Society  is  recognized  as  a 
component  student  society. 

The  Reference  Committee  concurred  with  the 
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Bylaws  Committee  in  its  recommendation  that  stu- 
dent active  members  be  accorded  full  membership 
rights  in  the  Society.  The  House,  in  keeping  with 
the  recommendation,  voted  to  amend  Article  III  of 
the  Bylaws  by  adding  a new  Section  12  to  read  as 
follows:  Notwithstanding  the  provisions  of  the  next 
to  last  sentence  of  the  fifth  paragraph  of  Article  3 of 
the  Articles  of  Incorporation,  each  student  active 
member  shall  be  eligible  to  vote,  hold  any  office  and 
serve  on  standing  committees  of  the  Society. 

The  report  of  the  Committee  on  Bylaws  was  then 
adopted  as  amended. 

Committee  Reports 

The  following  reports  were  filed  as  recommend- 
ed: Ethics  and  Mental  Health. 

The  Committee  recommended  that  the  report  of 
Virginia’s  AMA  delegates  be  filed.  It  expressed 
appreciation  of  the  excellent  work  performed  by  the 
delegation  in  its  representation  of  the  Society  in  the 
AMA  House  of  Delegates.  The  House  concurred. 

The  House  agreed  that  the  Auxiliary  Advisory 
Committee  had  done  an  excellent  job  and  directed 
that  its  report  be  filed. 

It  was  then  noted  that  the  report  of  the  Commit- 
tee on  Long  Range  Planning  contained  three  recom- 
mendations. The  first,  having  to  do  with  reimburse- 
ment for  the  President  had  already  been  considered 
by  Reference  Committee  One. 

The  House  adopted  the  second  recommendation, 
which  would  have  the  Executive  Vice  President, 
with  the  assistance  of  the  Vanguard  Committee 
Chairman,  assume  the  responsibilities  of  that  Com- 
mittee and  employ  such  additional  secretarial  as- 
sistance as  might  be  required. 

Also  adopted  was  the  third  recommendation, 
which  would  have  all  paid  employees  of  the  Socie- 
ty, and  all  paid  employees  of  committees,  report 
directly  to  the  Executive  Vice  President. 

The  remainder  of  the  report  was  filed  as  present- 
ed. 

The  House  then  agreed  with  the  recommendation 
of  the  Committee  on  Membership  that  Dr.  Wootton 
be  accorded  Honorary  Active  Membership.  The 
House  joined  with  the  membership  in  expressing 
appreciation  to  Dr.  Wootton  for  a job  well  done. 

The  remainder  of  the  report  of  the  Membership 
Committee  was  then  filed. 

Also  recommended  for  filing  was  the  report  on 
Virginia  Medical.  The  Reference  Committee 
took  the  occasion  to  commend  Dr.  Thompson  and 
Mrs.  Gray  on  making  Virginia  Medical  an  award- 
winning publication. 


Financial  Report  and  Proposed  Budget  1981-82 

The  Finance  Committee  was  commended  once 
again  on  its  presentation  of  a balanced  budget  for 
the  new  fiscal  year.  The  attention  of  the  House  was 
called  to  the  fact  that  the  Society  had  completed 
one  of  its  best  financial  years  ever. 

The  House  was  reminded  that  it  had  earlier 
agreed  with  Reference  Recommittee  One  that  the 
presidential  allowances  be  increased  to  $15,000. 
This  would  make  the  total  proposed  budget 
$861,550.00. 

In  keeping  with  the  recommendation  of  the  Com- 
mittee, the  following  budget  was  adopted: 


EXPENSES: 

Salaries,  including  Continuing  Medical 
Education 

Printing  & Mailing  Services — Member- 
ship 

Stationery  and  Supplies 
Office  Equipment:  Repairs  & Replace- 
ments 

Building  Maintenance  & Repairs 

Telephone 

Postage 

Convention  Expenses 
Council  & Committee  Expenses 
Travel  Expenses: 

Delegates  to  AMA 
Executive  Vice  President  & Staff 
Virginia  Medical 
Legal  Expenses 
Walter  Reed  Commission 
Auxiliary 

Membership  Dues  (Affiliated  Organi- 
zations) 

Editor-Virginia  Medical 
VaMPAC  (Educational  Fund) 
Newsletter 

Presidential  Expense  Allowance 
Presidential  Expense  Account 
Component  Society  Visits 
Employee  Benefits: 

Retirement  Fund 
Payroll  Taxes 
Blue  Cross-Blue  Shield 
Legislative  Expense 
Continuing  Medical  Education 
Miscellaneous 


Proposed 


$240,000.00 

2,500.00 

9,000.00 

2.500.00 

30.000. 00 

9.500.00 

7.500.00 

13.000. 00 

10.250.00 

17.000. 00 

4.500.00 

105.000. 00 

65.000. 00 

500.00 

6.500.00 

1.100.00 

2.400.00 

50.000. 00 

1 .700.00 

15.000. 00 
8,000.00 

750.00 

60.000. 00 
18.000.00 

5,000.00 

7.900.00 
16.000.00 

2.500.00 


Special  Appropriations: 

Virginia  Council  on  Health  & 
Medical  Care 
AMA-ERF 
Rural  Health 


8,000.00 

1,000.00 

1.200.00 
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Scholarship — MCV  (Administered  by 
The  Medical  Society  of  Va) 
Scholarship — UVA  School  of  Medicine 
(Administered  by  The  Medical 
Society  of  Virginia) 

Scholarship — Eastern  Virginia  Medical 
School  (Administered  by  The 
Medical  Society  of  Virginia) 
Miscellaneous  AMA 
Miscellaneous  Appropriations  (includes 
insurance  premiums  on  premises 
and  Workman's  Compensation) 
Vanguard 

Public  Relations — including  special 
legislative  projects  and 
contingency  funds 
Student  Medical  Society — MCV 
Student  Medical  Society — UVA 
Student  Medical  Society — Eastern 
Virginia 

Computer  Operation  & Maintenance 
Physicians'  Health  & Effectiveness 
Program 

Insurance  Actuarial  Services 


2.000.00 

2.000.00 

2.000.00 

4.500.00 


2,000.00 

46.000.00 


44.000. 00 
2,000.00 

2.250.00 

1.500.00 

11.000. 00 

10.000.00 

11.000.00 


TOTAL  EXPENSES 


$861,550.00 


Report  of  Council 

The  following  items  contained  in  the  Report  of 
Council  were  filed  as  presented:  Annual  Meeting 
Format,  1982  Annual  Meeting.  Travel  Program — 
1982,  VaMPAC,  Auxiliary,  Eastern  Virginia  Stu- 
dent Medical  Society,  Standard  Claim  Forms,  Vir- 
ginia Hospital  Reciprocal,  Annual  Meetings,  Resi- 
dent Membership  and  Bylaws. 


Report  of  Executive  Vice  President 

The  House  agreed  with  the  Committee's  recom- 
mendation that  the  annual  report  of  the  Executive 
Vice  President  be  filed. 


Resolution  on  Commission  Structured  Committee 
System  (Sponsored  by  the  Halifax  County  Medical 
Society) 

The  Committee  recommended,  and  the  House 
concurred,  that  the  resolved  portion  of  the  resolu- 
tion be  amended  to  read  as  follows: 


commission  structured  committee  system  to  the  House  of 
Delegates  for  its  consideration  at  the  annual  meeting  of  The 
Medical  Society  in  1982. 

Resolution  on  W.  Taliaferro  Thompson,  Jr.,  MD 

(Sponsored  by  the  Richmond  Academy  of 
Medicine) 

The  following  resolution  was  adopted  unani- 
mously: 

WHEREAS,  Doctor  W.  Taliaferro  Thompson,  Jr.  has 
announced  his  plans  to  retire  as  Editor  of  Virginia  Medi- 
cal at  the  end  of  this  year,  and 

WHEREAS,  the  Virginia  Medical  has,  under  his  direc- 
tion, become  recognized  as  the  finest  publication  of  its  kind 
in  the  nation,  and 

WHEREAS,  Doctor  Thompson  has,  through  his  editorial 
accomplishments,  written  another  chapter  in  the  long  and 
illustrious  history  of  The  Medical  Society  of  Virginia,  be  it 
therefore 

RESOLVED,  that  Doctor  Thompson  be  recognized  by  this 
House  of  Delegates  for  his  many  contributions  to  his  society 
and  profession,  and  be  it  further 

RESOLVED,  that  a Certificate  of  Distinguished  Service  be 
prepared  and  presented  Doctor  Thompson  at  the  earliest 
opportunity. 

The  report  of  Reference  Committee  Three,  as  a 
whole,  was  then  adopted  as  amended. 

It  was  at  this  point  that  Dr.  Wootton  presented  a 
Certificate  of  Honorary  Active  Membership  to  Dr. 
Puzak  (in  his  absence),  and  a Certificate  of  Distin- 
guished Service  to  the  retiring  Executive  Vice  Pres- 
ident. 

Dr.  Fields,  on  behalf  of  the  House,  commended 
the  Norfolk  Academy  of  Medicine,  the  Committee 
on  Arrangements  and  the  Omni  staff  on  their  roles 
in  making  the  Annual  Meeting  one  of  the  best  of 
recent  years. 

There  being  no  further  business,  the  meeting  was 
adjourned,  sine  die. 

Robert  I.  Howard.  Secretary 


RESOLVED,  that  the  President  of  The  Medical  Society  APPROVED: 

appoint  a five-member  ad  hoc  committee  to  present  a Richard  L.  Fields,  MD,  Speaker 
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VIRGINIA  MEDICAL 


Hail!  . . . 


The  December  issue  of  Virginia  Medical 
marked  the  close  of  my  six  years  as  Editor.  It 
was  an  interesting,  informative,  and  enjoyable  peri- 
od. I learned  a great  deal  about  how  a medical 
journal  is  put  together;  and,  as  is  always  the  case, 
received  much  more  than  1 contributed.  The  sup- 
port of  the  staff,  officers,  and  members  of  the 
Society  has  been  terrific,  as  well  as  that  of  our 
editorial  board,  reviewers,  authors,  and  readers. 
My  thanks  and  appreciation  go  to  all.  A very 
especial  tribute  must  be,  and  is  hereby,  paid  to  Mrs. 
Ann  Gray,  our  managing  editor  and  a true  profes- 
sional in  the  field  of  journalism.  I shall  always  be 
deeply  indebted  to  her. 

This  January  issue  marks  the  first  with  Dr.  Edwin 
Lawrence  Kendig,  Jr.,  in  the  Editor's  chair.  It  is  a 


particular  pleasure  for  me  personally  to  welcome 
him  to  the  editorship,  for  he  has  been  a good  friend 
and  colleague  of  long  standing.  More  especially,  his 
choice  is  a happy  one  because  he  is  an  outstanding 
practitioner  of  the  art  and  science  of  medicine, 
medical  educator,  author,  and  editor.  His  experi- 
ence, knowledge,  and  ability  make  him  ideally 
suited  for  this  job. 

An  organization  on  the  move  — Virginia  Medi- 
cal, in  this  instance  — continues  its  course  of  ever 
improving  excellence  when  there  is  a change  in 
leadership  that  provides  new  ideas,  fresh  view- 
points, and  vigorous  programs.  Dr.  Kendig  will 
surely  take  Virginia  Medical  ever  onward  and 
upward. 

W.  T.  Thompson,  Jr.,  MD 


. . . and  Farewell 


Despite  the  great  strides  made  by  audio  and 
visual  techniques  in  the  field  of  communica- 
tion and  education,  the  written  word  remains  our 
superior  instrument.  Consequently,  the  authors  of 
textbooks,  the  writers  of  scientific  articles,  and  the 
editors  of  the  medical  journals  are  vital  to  the  field 
of  medical  education. 

This  brings  us  to  the  task  at  hand. 

W.  Taliaferro  Thompson,  Jr.,  MD,  assumed  his 
duties  as  the  Editor  of  Virginia  Medical  in  1976 
and  will  relinquish  them  this  month  of  January  1982. 
As  was  the  case  with  his  predecessor.  Dr.  Harry 


Warthen,  he  passes  the  publication  on  improved  by 
his  efforts  and  expertise. 

During  his  tenure  as  Editor,  Virginia  Medical 
won  first  place  awards  for  state  medical  journalism 
excellence  on  two  occasions:  in  1977  and  in  1981. 
This  was  accomplished  in  competition  with  national 
journals  having  circulations  of  over  3,000  and  was 
judged  by  professional  publishers.  The  awards  were 
made  on  the  basis  of  format,  graphic  design  and 
text. 

In  addition  to  selecting  scientific  and  educational 
material  for  Virginia  Medical,  Dr.  Thompson 
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contributed  approximately  twenty  editorials  and 
comments.  Two  of  these,  “Unfavorite  Things”  in 
May  1979  and  “Mysteries  of  Life”  in  January  1980, 
drew  a great  deal  of  favorable  comment. 

One  would  hardly  expect  a performance  of  a 
different  caliber,  since  Dr.  Thompson  has  a back- 
ground for  excellence.  Suffice  to  say  this  is  not  the 
place  to  submit  a biographical  sketch  listing  all  of 
his  honors  and  accomplishments.  This  has  been 
ably  done  by  Who’s  Who  in  America,  which  recog- 
nized him  as  an  outstanding  individual. 

However,  several  achievements  warrant  special 
mention.  He  served  with  great  distinction  as  the 
William  Branch  Porter  Professor  and  Chairman  of 
the  Department  of  Medicine  at  the  Medical  College 
of  Virginia  from  1959-1973.  From  1971  until  1975  he 
was  Governor  for  Virginia  of  the  American  College 


of  Physicians  and  in  1978  received  the  signal  honor 
of  being  made  a Master  of  this  prestigious  medical 
organization.  In  1972  he  served  as  President  of  the 
Richmond  Academy  of  Medicine,  indicating  that  he 
was  held  in  esteem  by  the  physicians  in  the  commu- 
nity as  well  as  those  in  academic  circles. 

We  are  not  certain  how  his  interests  will  be 
directed  after  January  and  beyond.  If  it  is  toward 
travel,  his  grandchildren  and  more  leisure,  he  has 
paid  his  dues  and  fully  deserves  these  pleasures.  If 
it  is  some  other  enterprise,  one  may  be  certain  that 
the  project  toward  which  he  turns  his  efforts  will 
profit  immensely. 

Thank  you.  Doctor  Thompson! 

Elam  Toone,  MD 

McGuire  Veterans  Administration  Hospital 
Richmond  VA  23249 


“We  have  all  been  guilty 
of  turning  the  other  way.” 


Recently  I was  quite  upset  when  I spied  a 2- 
inch  by  3-inch  boxed  advertisement,  soliciting 
patients,  in  two  widely-circulated,  weekly,  Northern 
Virginia  community  newspapers.  This  advertisement 
was  placed  by  a colleague  who  had  begun  his  private 
practice  of  medicine  in  a subspecialty  a few  months 
previously.  Initially,  I was  quite  shocked  to  realize 
that  one  of  our  own  would  “stoop  so  low”  as  to  ad- 
vertise his  “wares”. 

These  initial  feelings  gave  way,  however,  to  feel- 
ings of  anger  towards  the  entire  medical  profession, 
principally  towards  the  so-called  self-policing  admin- 
istrative branches  of  our  many  and  varied  medical 
organizations,  for  the  years  of  their  failure  or  unwill- 
ingness to  act  on  the  many  forms  of  “acceptable” 
advertising  by  physicians,  which,  by  now,  have  be- 
come so  pervasive  as  to  appear  harmless  and  com- 
monplace. 

The  AMA  Council  on  Medical  Ethics  has  always 
maintained  that  overt  advertising  by  physicians  to 
solicit  patients  is  strictly  unethical  and  should  not  be 
permitted.  The  key  word  here  is  “unethical,”  since 
physicians  may  now  advertise  if  they  so  desire.  Yet 
little  or  virtually  nothing  has  been  done,  or  even 
voiced,  against  the  other  forms  of  advertising  in 
which  we  all  engage.  So  although  I do  not  condone 
our  young  colleague’s  overt  advertising,  I can  hardly 
blame  him,  for  what  he  did  is  probably  no  more  than 


most,  nay,  all  of  us  have  done  with  increasingly  less 
guilt  about  the  ethics  involved. 

Moreover,  the  Northern  Virginia  area  has  been 
somewhat  saturated  during  the  past  ten  years  with  an 
unusually  large  number  of  new  physicians  in  all  the 
general  areas  of  practice  as  well  as  in  the  specialties 
and  subspecialties.  This  saturation,  coupled  with  the 
declining  birth  rate,  the  shrinking  job  market,  the 
frightening  rise  in  the  number  of  HMOs,  and  the 
many  prepaid,  union-backed,  government-sponsored 
programs,  has  significantly  reduced  the  patient-to- 
physician  ratio.  So  great  has  been  the  influx  of  new 
physicians  into  this  area  that  one  hospital  has  de- 
clared a moratorium  on  accepting  additional  physi- 
cians to  its  medical  staff. 

With  so  many  colleagues  in  his  subspecialty,  this 
young  colleague  wondered  how  in  the  world  he  could 
break  into  the  market,  as  it  were.  I’m  certain  that,  at 
first,  he  attempted  the  usual  methods  of  “acceptable” 
advertising,  methods  all  of  us  have  used  with  little  or 
no  guilt  about  the  ethics  involved: 

• He  has  given,  I’m  certain,  many  conferences  at 
various  medical  staff  educational  meetings  at  the  sev- 
eral area  hospitals,  hoping  to  obtain  referrals  from 
physicians. 

• He  has  given,  I’m  certain,  many  talks  to  selected 
lay  groups  and  organizations,  again  hoping  to  obtain 
referrals  from  the  audiences. 
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• He  has  placed,  I’m  certain,  his  name  and  sub- 
specialty in  the  various  telephone  directories,  not 
only  in  the  usual  and  appropriate  places,  but  also 
probably  in  the  classified  ad  directories,  with  their 
multiple  listings  referring  to  different  applications  of 
his  subspecialty.  Each  listing  would,  of  course,  be 
printed  in  bolder  and  bolder  type. 

• He  has  placed.  I’m  certain,  his  name  on  various 
church,  police  and  other  organizational  bulletins  as  a 
“sponsor,”  again  hoping  to  expose  his  name  and  type 
of  practice  to  as  large  an  audience  as  possible. 

• He  has  had  imprinted.  I’m  certain,  his  name  on 
various  office  waiting  room  magazine  covers,  as  well 
as  other  publications. 

• He  has  also  seen.  I’m  certain,  the  mass-media  ad- 
vertising (much  of  it  on  “prime-time”  television)  by 
opticians  and  optometrists  who  offer  “free”  eye  ex- 
aminations and  treatment.  The  same  applies  to  po- 
diatrists. 

• He  has  seen.  I’m  certain,  the  advertisements  by 
the  non-physician  psychologists,  some  of  whom  prof- 
fer “complete  psychotherapy  services.” 

• And,  finally,  he  has  seen.  I’m  certain,  the  rather 
blatant  and  sometimes  ostentatious  advertisements 


placed  by  our  professional  cousins,  attorneys. 

So  where  have  we  been  all  these  years  when  more 
and  more  such  “acceptable”  advertising  has  been  go- 
ing on  right  under  our  noses?  No  one  has  come  forth 
to  criticize  any  of  these  practices  as  being  forms  of 
advertising.  We  have  all  been  guilty  of  turning  the 
other  way. 

Can  we,  therefore,  blame  our  young  medical  col- 
league for  what  he  has  done?  He  has  seized  an  op- 
portunity to  further  his  medical  career  in  a manner 
which  is  distasteful  to  most  physicians,  perhaps  be- 
cause he  sees  no  substantial  difference  between  com- 
mercial advertising  and  the  methods  listed  above. 

I still  believe  in  the  free  enterprise  system  of  Amer- 
ican life,  but  I still  don’t  want  to  engage  in  com- 
mercial advertising.  According  to  Hippocrates,  the 
dignity  of  the  medical  profession  should  suggest  to  us 
that  we  disdain  any  and  all  forms  of  advertising. 

I offer  this  challenge:  Let’s  get  back  to  a simple 
listing  of  names  in  the  telephone  book.  Let’s  bring 
the  practice  of  medicine  back  into  our  profession! 

Enrico  Davoli,  MD 

6801  Whitter  Avenue 
McLean  VA  22101 
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THE  PRATT  CLINIC.  LTD. 

1701  Fall  Hill  Avenue.  Fredericksburg.  Virginia  22401,  (703)  373-5501 

Established  in  1937 


CARDIOLOGY 

Robert  C.  Wheeler,  M.D. 

Michael  J.  Olichney,  M.D. 

Robert  B.  Vranian,  M.D. 

FAMILY  PRACTICE 

David  L.  Johnson,  M.D. 

Donald  E.  Bley,  M.D. 

J.  Thomas  Ryan,  M.D. 

Nurse  Practitioner 
Patricia  Sutherland 

GASTROENTEROLOGY 

John  C.  Spivey,  Jr.,  M.D. 

David  B.  Rice,  M.D. 

GENERAL  SURGERY 

Lawrence  R.  Moter,  M.D. 

Richard  N.  Thompson,  M.D. 

GYNECOLOGY  & OBSTETRICS 

T.  Stacy  Lloyd,  Jr.,  M.D. 

Donald  R.  Stoker,  M.D. 

Frank  J.  Durcan,  M.D. 

HEMATOLOGY-ONCOLOGY 

LeRoy  J.  Essig,  M.  D. 


INTERNAL  MEDICINE 

Lloyd  F.  Moss,  M.D. 

Michael  J.  Olichney,  M.D. 
Jerry  A.  Trice,  M.D. 

David  B.  Rice,  M.D. 

Robert  C.  Wheeler,  M.D. 
John  C.  Spivey,  Jr.,  M.D. 
LeRoy  J.  Essig,  M.D. 

Robert  B.  Vranian,  M.D. 
William  E.  Byrd,  M.D. 

NEUROLOGY 

Richard  E.  Ranels,  M.D. 

OTOLARYNGOLOGY 
HEAD  & NECK  SURGERY 

Raymond  E.  Matson,  M.D. 

PULMONARY  DISEASE 

Jerry  A.  Trice,  M.D. 

RHEUMATOLOGY 

William  E.  Byrd,  M.D. 

CLINIC  ADMINISTRATOR 

Thomas  A.  Girton 


THE  HARD  PART 
COinES  AFTER  THE  DETOX 

Our  nationally  recognized  Alcoholism  Treatment  Program  at 
The  Arlington  Hospital  is  fully  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  We  are  successful  because  we  offer  a total 
treatment  program,  including: 

• 21-day  inpatient  treatment  including  detoxification 

• Separate  adolescent  program  and  facilities  for  patients  ages  1 3-1 8 

• Fully-qualified  counseling  staff 

• Primary  nursing  care 

• 1 5-week  aftercare  group  treatment 

• One-year  aftercare  follow-up 

For  an  informative  brochure  and  rate  information,  call  or  write: 


Alcoholism  Treatment  Program 
The  Arlington  Hospital 

1701  North  George  Mason  Drive 
Arlington,  Virginia  22205 
703/558-6536 


Charles  G.  Smith,  M.D 
Medical  Director 

Morris  A.  Hill,  M.H.S. 
Program  Director 


The  Arlington  Hospital  is  a 350-bed  nonprofit  institution,  extending  a 
commitment  in  community  health  care. 
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John  W.  Robertson,  MD 

At  the  age  of  94  years,  Dr.  John  William  Robert- 
son died  September  28  in  Onancock,  the  town  in 
which  he  was  born  and  throughout  his  long  adult  life 
cared  for  the  sick.  A graduate  in  1910  of  the 
University  of  Maryland  Medical  School,  Dr.  Rob- 
ertson began  practice  with  his  father,  Dr.  Edgar 
Waples  Robertson,  himself  a longtime  Onancock 
physician. 

Dr.  John  Robertson  had  a passion  for  photogra- 
phy and  during  his  lifetime  took  thousands  of  photo- 
graphs, eventually  publishing  three  books  of  pic- 
tures and  history  of  the  Eastern  Shore.  His  love  for 
photography  carried  over  into  his  medical  work;  in 
1921  he  brought  the  first  X-ray  machine  to  the 
Eastern  Shore  and  installed  it  in  his  office. 

Dr.  Robertson  had  belonged  to  The  Medical 
Society  of  Virginia  for  72  years.  He  belonged  also  to 
be  Accomack  County  Medical  Society. 


Jerome  A.  Cope,  MD 

Dr.  Jerome  A.  Cope,  general  practitioner  in  St. 
David’s  Church,  Virginia,  died  September  30  at  the 
age  of  68.  Dr.  Cope  was  graduated  from  the  George- 
town University  School  of  Medicine  and  trained  in 
Connecticut  at  St.  Francis  Hospital.  He  came  to 
membership  in  The  Medical  Society  of  Virginia  31 
years  ago  through  the  Arlington  County  Medical 
Society. 

Joseph  A.  Kiesel,  MD 

Dr.  Joseph  A.  Kiesel,  Arlington  internist,  died 
June  12  at  the  age  of  55  years.  A graduate  of  the 
Georgetown  University  School  of  Medicine,  Dr. 


Kiesel  had  been  a Medical  Society  of  Virginia 
member  for  26  years  and  belonged  also  to  the 
Fairfax  County  Medical  Society  and  the  American 
Rheumatism  Association. 

E.  Walter  Rice,  MD 

Dr.  E.  Walter  Rice,  Woodstock,  died  September 
11  at  Shenandoah  County  Memorial  Hospital, 
where  he  had  been  radiologist  since  1968.  He  was 
62  years  old. 

A graduate  of  Bridgewater  College  and  the  Medi- 
cal College  of  Virginia,  Dr.  Rice  trained  at  Robert 
Packer  Hospital  in  Pennsylvania  and  the  Hermann 
Bigg  Memorial  and  Mt.  Morris  Tuberculosis  Hospi- 
tals in  New  York  and  practiced  first  in  Martinsburg, 
West  Virginia.  He  came  to  membership  in  The 
Medical  Society  of  Virginia  through  the  Northern 
Virginia  Medical  Society. 

W.  W.  Gillespie,  MD 

Dr.  William  W.  Gillespie,  internist,  died  March  4 
in  Lake  City,  Florida,  at  the  age  of  60  years.  He  was 
a graduate  of  the  Medical  College  of  Virginia  and 
had  belonged  to  the  Medical  Society  of  Virginia  for 
29  years. 

Socorro  D.  Tamase,  MD 

Dr.  Socorro  Dato  Tamase,  Woodbridge  anesthe- 
siologist, died  January  10,  1981,  at  the  age  of  48 
years.  A graduate  of  the  Faculty  of  Medicine  and 
Surgery,  University  of  Santo  Tomas,  Dr.  Tamase 
trained  at  the  Jewish  Hospital,  New  York,  and  the 
Boston  City  and  Cambridge  Hospitals  in  Massachu- 
setts. 
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VIRGINIA  MEDICAL  CLASSIFIED 


Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less,  10c  per  word  in  excess  of  50.  Classified  display  available 


at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor,  4205 
Dover  Road,  Richmond  V A 23221. 


PRACTICE  WANTED — Interested  in  buying  internal 
medicine  or  general  practice  in  Richmond,  Suffolk,  or 
Petersburg  area.  Will  consider  other  areas.  Write  to  Vir- 
ginia Medical  Box  52,  4205  Dover  Road,  Richmond  VA 
23221. 

FOR  RENT — South  Central  Vermont.  Spectacular  Corbu- 
sier-type  contemporary  on  305  acres.  Spring-fed  swimming 
pond.  Trout  streams.  Hunting.  Close  to  major  ski  areas. 
Secluded.  Beautiful  views.  $6, 000/season  or  $12,000/year. 
(804)  435-8569  weekdays  9-4. 

SKI  WINTERGREEN — Treeloft  home.  Rent  as  “Guest  of 
Owner”  and  save.  Spectacular  views  in  Blue  Ridge  Moun- 
tain resort.  3 bedrooms,  2 baths,  sleeps  8.  Treeloft  Village 
located  atop  major  slopes.  Near  Mountain  Inn  with  shops, 
dining,  entertainment,  etc.  Call  (804)  293-9121. 

MOVING?  We  want  to  know!  Send  your  name  and  address 
to  Virginia  Medical,  4205  Dover  Road,  Richmond  VA 
23221. 

FOR  RENT — Wintergreen  condominium.  2 bedrooms, 
loft,  2 baths,  sleeps  10.  Very  reasonable  rent.  Call  eve- 
nings, (804)  599-6701. 

COLLECTIONS  PROBLEMS?  Richmond  area  attorneys, 
specialists  in  creditors’  rights  law.  All  matters  handled  in  a 
professional  manner.  Fee  basis  is  1/3  of  the  amount  collect- 
ed. Inquiries  invited.  Samuel  & Pustilnik,  Attorneys  and 
Counselors  at  Law,  4901  Cutshaw  Ave.,  PO  Box  6857, 
Richmond  VA  23230,  (804)  353-3831. 

WINTERGREEN — Beautiful  3-bedroom,  2-bath  ski  chalet 
on  slope  with  fantastic  view  available  for  rent  below  resort 
rates.  Year  round  recreation,  ski,  golf,  tennis,  swimming, 
horseback  riding,  hiking.  Call  evenings  (703)  938-4423. 


UNLIMITED  FUNDS  AVAILABLE 
As  specialists  serving  the  financing  needs  of  physi- 
cians throughout  America,  we  can  provide  money 
with  a net  cost  below  bank  rates. 

For  free  computerized  tax  analysis  of  your  borrow- 
ing cost,  write  or  call 

THOMAS  FINANCIAL  SERVICE 
P.O.  Box  1056,  Callao  VA  22435 
(804)  529-6375  or  (804)  529-7225 


PHYSICIAN  WANTED 
Prefer  internist  with  Cardiac  or  Respiratory 
Specialization  as  Part-Time  Consultant  to  Reivew 
Disability  Claims 
(10-12  hours  per  week) 

DISABILITY  DETERMINATION  SERVICES 
PO  Box  8009,  Roanoke,  Virginia  24014 
Phone: (703) 774-0011 

Margaret  B.  Obenschain,  Chief  Medical  Consultant 


WANTED — Family  physician  to  join  2-man  family  practice 
next  door  to  300-bed  hospital.  Excellent  privileges.  Salary 
guaranteed  with  fringes  and  incentives.  Partnership  at  end 
of  second  year.  Contact  E.  P.  Dickerson,  MD,  Westside 
Family  Physicians,  Suite  5500,  2010  59th  Street  West, 
Bradentown  FL  33529,  (813)  792-2211. 

FOR  RENT — Wintergreen.  Beautiful  3-bedroom,  2-bath 
condominium  on  ski  slope.  For  rent  below  resort  rates. 
Enjoy  extra  free  time  with  early  arrival  and  late  departure. 
Year-round  vacation  resort,  skiing,  golf,  tennis,  lake  swim- 
ming, horseback  riding,  hiking.  Call  (804)  262-8697. 

FOR  RENT,  Hilton  Head-Beautiful  brand  new  condo  in 
Shipyard  Plantation,  Hilton  Head.  3 bedrooms,  3Vi  baths 
with  fireplace  and  wet  bar.  On  golf  course,  one  mile  to 
ocean.  Private  and  free  tennis  and  pool.  Now  taking 
applications  for  1982  rentals.  $750  in  season.  (804)  874- 
4428. 

OB-GYN  TEACHING  coordinator  at  Truman  Medical 
Center/East,  one  of  two  teaching  hospitals  for  the  Universi- 
ty of  Missouri-Kansas  City  School  of  Medicine.  Joint 
faculty  appointments  in  Departments  of  Family  Medicine 
and  Ob-Gyn.  Primary  responsibilities  teaching  ob  and 
office  gyn  to  family  practice  residents,  supervision  of  and 
work  with  a 4th-year  ob-gyn  resident,  some  lesser  involve- 
ment with  medical  students,  and  consultation  in  high-risk 
pregnancy  problems  as  they  present.  Competitive  salary, 
excellent  fringes,  opportunities  for  additional  practice  if 
desired.  Contact  Family  Medicine  Department,  University 
of  Missouri-Kansas  City  School  of  Medicine,  Truman 
Medical  Center/East,  Route  17,  Kansas  City  MO  64139, 
(816)  373-8210,  attention  Thomas  A.  Nicholas,  MD,  Chair- 
man, or  Robert  E.  Stelle,  MD,  Vice  Chairman. 
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Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


in  recurrent 
UTI. . . 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume. . .on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coli,  Klebslella-Entero- 
bacter,  Proteus  mlrabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  In  physician  s judgment  It  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
Is  due  to  ampicillin-resistant  Haemophilus  influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  is  not  indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  in  physician's 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age. 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacleriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC  s are  recommended;  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General.  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin:  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias . Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia. hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E phenomenon  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  (or  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days. -Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/mm, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/mm 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children  s dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100.  Prescription  Paks 
of  20  and  28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole-bottles of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 
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faster  relief  of 
diarrhea  than  with 
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Bactratr 

succeeds  \ 

in  recurrent  urinary  tract  infections* 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations  ... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae1 2 with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH.  Swartz  MN  N Engl  J Med  303  426-432,  Aug  21,  1980  2.  Data  on  file. 
Medical  Department,  Hoffmann-La  Roche  Inc. 
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Sponsored 

INSURANCE  PLANS 

for  Members  and  their  Families 


6.  EXCESS  MAJOR  MEDICAL  PLAN 

($1,000,000) 

H Pays  100%  of  most  medical  expenses  up  to 
$1,000,000  after  satisfaction  of  $15,000, 
$25,000  or  $50,000  deductible. 

7.  IN-HOSPITAL  EXPENSE  PLAN* 
Benefits  paid  to  you 

■ Daily  benefits  of  up  to  $100  are  payable  to 
you  for  each  day  you  or  your  dependents 
are  hospital  confined.  Increased  benefits  for 
Cancer  and  Intensive  Care  are  also  included. 


1.  LIFE  INSURANCE* 

■ Member  limits  increased  to  $250',000 

■ Spouse  limits  also  increased  to  $250,000 

■ Reduced  premiums. 

2.  DISABILITY  INCOME 


Pays  you  an  income  when  illness  or  injury 
prevents  you  from  practicing 

■ Benefits  increased  to  $4,000  per  month  for 
first  two  years  of  disability — $2,000  per 
month  thereafter. 

■ New  Cost  of  Living  Adjustment 

3.  MAJOR  MEDICAL  INSURANCE 

($100,000)* 

■ Pays  80%  of  expenses  up  to  $25,000  then 
pays  100%  of  expenses  up  to  $100,000. 

| Plan  available  with  either  $500  or  $1,000  de- 
ductible. 

■ Medicare  Supplement  now  available. 

4.  PROFESSIONAL  OVERHEAD 
EXPENSE 

Helps  pay  office  expenses  while  you  are 
disabled 

■ Benefits  now  available  up  to  $5,040  per 
month  with  new  up-to-date  plan  design. 

5.  ACCIDENTAL  DEATH  & 
DISMEMBERMENT  INSURANCE* 

■ Up  to  $500,000  now  available  to  members. 

■ Benefits  now  offered  to  all  family  members. 

*Also  available  to  employees  of  members. 


8.  CANCER  EXPENSE  INSURANCE 

■ New  plan  offered  strictly  to  combat  the 
high  cost  of  treating  Cancer. 

9.  EMPLOYEE  DISABILITY 

Pays  your  employee  an  income  when 
disabled 

■ Benefits  available  up  to  $800  per  month  for 
up  to  one  year  of  disability. 


Write  or  Phone  your  Administrator. 

TOLL  FREE  IN  VIRGINIA 
1-800-542-9645 

IN  ROANOKE 
PHONE  344-5000 

DAVID  A.  DYER 
& ASSOCIATES 

Medical  Arts  Building 
P.O.  Box  1631 
Roanoke,  Virginia  24008 
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From  the 


For  researchers,  budget  cuts  are  painful  prospect 


For  many,  the  federal  budget  cuts  prescribed  for  the  nation's  economic 
ills  by  the  Reagan  administration  are  bitter  medicine.  Not  the  least  of 
these  are  physicians  involved  in  reasearch  in  Virginia's  medical  schools; 
for  them,  the  federal  government  had  become  a certain  fount,  and  turning 
down  the  tap  spells  a corresponding  curtailment  of  their  investigative 
studies.  The  schools,  too,  find  the  cuts  hard  to  take.  How  to  maintain 
highly  developed  research  facilities?  How  to  keep  at  full  candlepower  the 
prestige  that  research  generates? 

Research  is  certain  to  suffer  under  proposed  budget  reductions,  warns 
Dr.  Harold  J.  Fallon  of  the  Medical  College  of  Virginia  in  an  article 

elsewhere  in  this  issue.  The  extent 
of  the  reductions  is  forecast  by 
Dean  Norman  J.  Knorr  of  the  Uni- 
versity of  Virginia  in  an  editorial 
also  published  in  this  issue.  By 
1986,  says  Dean  Knorr,  federal  re- 
search support  will  be  cut  by  as 
much  as  25%.  He  pleads  for  great- 
er financial  support  from  the  State 
of  Virginia  to  compensate.  The 
State  of  Virginia,  however,  is  feel- 
ing a pinch  of  its  own. 

There  are  funds  to  be  had,  of 
course,  from  private  foundations, 
voluntary  health  organizations,  and 
industry,  although  these  monies 
have  never  been  a patch  on  the 
government’s  bankroll.  Nonethe- 
less, these  sources  no  doubt  will 
soon  experience  a severe  press  of  solicitation,  just  as  there  will  be 
increased  competition  for  the  available  government  funds,  and  research- 
ers will  do  well  to  bring  their  grant  applications  to  a peak  of  persuasive- 
ness. 

They  will  also  do  well  to  dig  around  for  new  funding  lodes  to  mine,  the 
way  Dr.  I.  Kelman  Cohen  did  recently.  Chairman  of  the  Division  of  Plastic 
Surgery  at  the  Medical  College  of  Virginia,  Dr.  Cohen  has  been  studying 
wound  healing  and  wanted  money  for  research  to  find  out  why  bedsores 
are  slow  to  heal  in  victims  of  spinal  cord  injury.  He  and  some  other 
scientists  suspect  that  spinal  cord  injury  may  trigger  some  biochemical 
change  that  inhibits  the  synthesis  and  deposit  of  collagen,  the  lack  of 
collagen  then  causing  the  slow-healing  sores. 

Putting  on  his  thinking  cap,  Dr.  Cohen  applied  for  a grant  to  the 
Paralyzed  Veterans  Association,  whose  11,000  members  are  paralyzed 
as  a result  of  spinal  cord  injury  or  disease  and  who  have  a painful 
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familiarity  with  bedsores.  Result:  a 
grant  of  $42,849,  presented  to  Dr. 
Cohen  in  a nice  little  ceremony  at 
the  college. 

Recent  releases  from  the  Universi- 
ty of  Virginia  Medical  Center  de- 
scribe these  four  research  pro- 
grams involving  Medical  Society  of 
Virginia  members. 

In  the  university’s  plastic  sur- 
gery/wound healing  research  labo- 
ratory, a cream  commonly  used  to 
prevent  infections  in  burn  patients 
was  found  recently  to  be  potentially 
toxic,  and  on  the  strength  of  the 
evidence  the  University  of  Virginia 
Hospital’s  Burn  Unit  stopped  using 
it.  Marketed  in  this  country,  the 
cream  has  a base  of  polyethylene 
glycol,  a highly  soluble  ether-alco- 
hol that  carries  an  antimicrobial 
agent  deep  into  burn  tissue. 

Tests  on  rabbits  conducted  by 
Dr.  George  T.  Rodeheaver,  direc- 
tor of  the  laboratory,  and  subse- 
quent studies  indicated  that  the 
polyethylene  glycol  is  absorbed 
into  the  bloodstream  and  there 
may  produce  a set  of  symptoms 
comparable  to  the  effect  of  drink- 
ing standard  antifreeze.  All  results 
of  the  tests  have  been  sent  to  the 
US  Food  and  Drug  Administration, 
which  is  following  up  with  its  own 
investigation. 

Dr.  W.  Kline  Bolton,  UVa  nephrol- 
ogist, has  been  studying  for  six 
years  the  efficacy  of  methylpred- 
nisolone,  a cortisone-like  steroid,  in 
the  treatment  of  patients  with  cer- 
tain types  of  glomurulonephritis, 
which  is  customarily  controlled  by 
dialysis  or  kidney  transplant.  Some 
34  patients  have  been  seen  and  21 
treated  with  the  drug;  in  nearly 


three-fourths  of  the  cases,  the  drug 
has  successfully  reversed  the  dis- 
ease or  prevented  its  progression, 
results  so  encouraging  that  the 
therapy  is  gaining  wide  accep- 
tance. 

For  many  of  the  patients  treated 
with  the  drug,  it  proved  an  alterna- 
tive to  dialysis.  But,  warns  Dr.  Bol- 
ton, “we  don’t  know  the  long-term 
effect  of  the  treatment,  or  whether 
these  patients  will  develop  end- 
stage  renal  disease  years  later." 
Continuing  research  will  address 
those  questions  by  investigating 
the  mechanisms  of  the  disease. 

The  lower  urinary  tract  infections 
that  often  plague  girls  were  the 
object  of  a recent  study  by  Dr. 
Jacob  A.  Lohr,  pediatrician,  and 
two  University  of  Virginia  col- 
leagues, Dr.  Gregory  Hayden  and 
Dr.  Richard  W.  Kesler.  They  ques- 
tioned the  accepted  10-day  course 
of  nitrofurantoin,  a urinary  tract 
antiseptic,  for  treatment  of  these 
infections. 

Three  days  of  the  drug  is  entirely 
enough,  they  concluded  after  the 
results  of  their  two-year  study  were 
in,  and  they  recommended  the 
shorter  course  for  symptomatic 
children  presumed  to  have  uncom- 
plicated lower  urinary  tract  infec- 
tions. The  shortened  course  not 
only  saves  money  but  decreases 
the  opportunity  for  toxicity  to  devel- 
op. 

A new  biosynthetic  growth  hor- 
mone is  the  object  of  research  by 
another  UVa  pediatrician,  Dr.  Ann 
J.  Johanson,  and  is  part  of  a na- 
tional evaluation  project  that  holds 
great  hope  for  short-statured  chil- 
dren. In  the  past,  only  a natural 
hormone  derived  from  pituitary 


glands  removed  at  autopsy  has 
been  available  to  promote  growth. 
The  supply  is  scarce,  and  some 
100  glands  are  needed  to  produce 
a year's  supply  for  one  child.  If  the 
manufactured  hormone  is  proven 
safe  and  effective,  there  will  be  a 
virtually  unlimited  supply. 

The  hormone  is  produced  by  a 
California-based  firm,  Genetech, 
and  is  made  by  implanting  com- 
mon E coli  bacteria  with  DNA. 

Elsewhere  in  this  issue  you  will 
find  a report  of  another  University 
of  Viriginia  research  program,  this 
one  to  test  the  treatment  potential 
for  autologous  bone  marrow  trans- 
plants in  patients  whose  cancers 
require  cytotoxic  chemotherapy. 


Dr.  Zakaib  is  whiz 
at  Vanguard  quiz 

Winner  of  the  Vanguard  Commit- 
tee’s quiz  contest  at  the  annual 
meeting  in  Norfolk  was  Dr.  Edward 
A.  Zakaib,  Richmond,  who  carried 
off  two  pewter  Jefferson  cups  for 
his  astute  answers  to  twelve  ques- 
tions about  government  and  medi- 
cine. 

Close  behind  him  in  second 
place  was  Dr.  Robert  P.  Nirschl, 
Arlington,  and  third  prize  went  to 
Dr.  James  M.  Moss,  Arlington.  Oth- 
er winners  were  Dr.  Bruce  D.  Baird, 
Roanoke,  who  won  another  prize 
for  his  scientific  exhibit;  Dr.  William 
C.  Gill,  Jr.,  Richmond;  Dr.  Robert  S. 
Brown,  Charlottesville;  and  Mer- 
edith Green,  PhD,  Winchester,  wife 
of  Dr.  Robert  C.  Green,  Jr. 

Members  who  stopped  by  the 
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operation  that  enables  you  to  cut 
malpractice  coverage  costs  without 
cutting  into  any  of  the  protection  you 
need.  It’s  the  Virginia  Hospital 
Insurance  Reciprocal’s  Physicians 
The  good  health  of  your  professional  Malpractice  Program^  It  features 
practice  is  affected  by  the  rising  costs  substantially  lower  premiums 
you  incur  to  conduct  that  practice.  In  because  VHIR’s  expenses  and 
recent  years,  malpractice  insurance  projected  claim  costs  are  lower  than 
costs  have  resisted  every  effort  to  those  of  commercial  insurers.  Now 
control  them  within  reasonable  the  largest  writer  of  hospital 

limits.  Now,  at  last,  there’s  a viable  professional  liability  in  Virginia, 


VHIR  is  owned  by  its  subscribers  and 
shares  all  profits  with  participants. 
Become  part  of  the  operation  that’s 
conducted  solely  for  the  protection  of 
Virginia  physicians  and  the  hospitals 
in  which  they  practice.  Call  or  write 
today  for  full  details. 


IT’S  TIME  SOMEONE 
DID  SURGERY  QN  YOUR 
OPERATING  COSTS. 


VIRGINIA  HOSPITAL 
INSURANCE  RECIPROCAL 

1904  Byrd  Avenue  Richmond,  VA  23230 
(804)  285-7354 
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Vanguard  Committee's  display  ta- 
ble in  the  Omni  Hotel  were  offered 
the  quiz,  and  121  took  up  the  chal- 
lenge. All  but  six  of  these  contes- 
tants got  Question  4 right:  “Virgin- 
ia's certificate  of  need  laws  are 
more  stringent  than  federal  laws 
require.  True  or  false?"  “True"  was 
the  answer  called  for. 

But  more  than  half  the  contes- 
tants missed  the  following  three 
questions.  Can  you  field  them  suc- 
cessfully? The  correct  answers  ap- 
pear on  page  144. 

1.  Under  the  current  “competition" 
proposals  which  have  been  intro- 
duced, federal  funds  would  be 
used  to  subsidize  HMO-type  pre- 
paid health  plans.  True  or  false? 

2.  PSROs  are  private  doctor  corpo- 
rations which  do  contracted  review 
of  hospitalized  federal  patients  and 
are  open  to  membership  by  all 
doctors  with  a valid  Virginia  medi- 
cal license.  True  or  false? 

3.  According  to  a recent  Vanguard 
survey,  Virginians  criticized  doc- 
tors most  for  (1)  not  treating  them 
as  people  but  rather  as  only  one 
more  case  to  be  seen  on  an  as- 
sembly line ; (2)  not  earning  the 
high  fees  they  charge;  (3)  not  ex- 
plaining diseases  and  medical 
terms  adequately;  (4)  not  being 
concerned  about  costs. 


Blues  news, 
sweet  and  sour 

Through  a landmark  Blue  Cross- 
Blue  Shield  contract,  the  employ- 
ees of  a Petersburg  optical  compa- 
ny are  enjoying  medical  insurance 
rates  16-27%  less  than  what  they 
were  paying  two  years  ago.  The 
rate  reduction  is  the  more  striking 
when  compared  with  the  30-49% 
increases  other  subscribers  are 
experiencing.  The  decrease  was 
effected  by  1)  deductible  provi- 
sions designed  to  discourage  ex- 
cessive use  of  medical  care  serv- 


ices and  to  encourage  less  expen- 
sive settings  for  care  when 
appropriate  and  2)  increased  cov- 
erage for  outpatient  procedures. 

The  specially  tailored  insurance 
plan  was  jointly  negotiated  by  Blue 
Cross  representatives,  officials  of 
Titmus  Optical,  Inc.,  and  the  Titmus 
employees  themselves.  There  was 
employee  resistance  at  first  to  the 
sharing  of  costs  brought  about  by 
the  deductible  provisions,  but  that 
has  subsided,  a Titmus  spokes- 
man says,  and  now  the  employees 
are  asking  cost-conscious  ques- 
tions about  such  things  as  criteria 
for  hospitalization.  The  Titmus  first- 
aid  station  is  being  used  more  and 
the  employees'  rate  of  hospital  ad- 
missions, previously  twice  the  nor- 
mal rate,  has  fallen  by  50%. 

That’s  the  sweet  Blues  news.  On 
the  sour  side  is  a conspiracy  suit 
filed  recently  in  the  US  District 
Court  of  Roanoke  by  three  chiro- 
practors, one  from  Roanoke,  the 
others  from  West  Virginia.  Named 
as  defendants  are  the  three  Blue 
Shield  agencies  that  cover  prepaid 
medical  care  in  most  of  Virginia — 
Blue  Shield  of  Southwest  Virginia, 
Blue  Shield  of  Virginia,  and  Medi- 
cal Service  of  the  District  of  Colum- 
bia— and  42  physicians  who  are  or 
have  been  directors  of  the  three. 

Centrally  at  issue  is  an  allegation 
that  the  insurance  company  and 
the  doctors  conspired  to  prevent 
Blue  Shield  plans  from  covering 
the  services  of  chiropractors,  even 
though,  the  suit  contends,  those 
services  are  identical  to  those  pro- 
vided by  doctors  of  medicine  and 
osteopathy.  There  was  also  a con- 
spiracy, the  suit  alleges,  to  prohibit 
chiropractors  from  serving  on  Blue 
Shield’s  boards  of  directors. 


Have  you  information  for  these 
columns?  The  Managing  Editor 
would  be  delighted  to  have  it.  Call 
(804)  353-2721  and  ask  for  Mrs. 
Ann  Gray. 
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Winning  friends 
and  influencing 
lawmakers 


With  a weather  eye  on  the  General 
Assembly  session  now  in  progress, 
Medical  Society  of  Virginia  mem- 
bers in  the  9th  congressional  dis- 
trict invited  their  state  legislators  to 
dine  with  them  in  Abingdon  late 
last  year,  and  a quartet  of  lawmak- 
ers came  to  the  party:  Sen.  Freder- 
ick C.  Boucher  (D-Abingdon);  Sen. 
John  C.  Buchanan  (D-Wise);  Del. 
Joseph  A.  Johnson  (D-Abingdon); 
and  Del.  Ford  C.  Quillen  (D-Gate 
City). 

Sparkplug  of  the  proceedings 
was  Dr.  J.  Thomas  Hulvey,  Abing- 
don. Dr.  Flulvey  is  himself  an  elect- 
ed representative  of  the  9th  dis- 
trict; his  constituency  consists  of 
physicians  in  the  district  who  elect- 
ed him  their  Medical  Society  of 
Virginia  councilor.  Aiding  and 


A Doctor  Hulvey,  Delegate  Johnson, 
Senator  Boucher,  Delegate  Quillen 

► Dr.  G.  C.  Honeycutt,  Gate  City,  and 
Delegate  Johnson 

abetting  Councilor  Hulvey  in  the 
gathering  were  ten  other  Society 
members  who  practice  in  the  9th 
district,  which  encompasses  17 
counties  in  Virginia’s  far  South- 
west, and  by  the  kitchen  of  the 
Martha  Washington  Inn,  which 
produced  a classic  American  repast 
of  steak  and  baked  potato.  After 
dinner  Willard  C.  Osburn,  Director 
of  Legislative  Activities  for  The 
Medical  Society  of  Virginia,  dis- 
cussed current  bills  pending  and 
explained  the  Society’s  positions 
on  them,  pro  or  con.  A.G. 

Photographs  by  William  McKee 
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Others  who  were  at  the  dinner  but  do 
not  appear  in  these  photographs  are 
Mrs.  Boniface;  Senator  Buchanan;  Dr. 
Janies  L.  Patterson,  Jr.,  Pulaski;  Dr. 
William  H.  Cook,  Jr.,  Radford;  Dr. 
Michael  B.  Ford,  Big  Stone  Gap;  and 
Gregory  R.  Steele,  executive  secretary  of 
the  Southwestern  Virginia  Medical  Soci- 
ety. 


A Dr.  Geoffrey  A.  Larsen,  Abingdon, 
and  Dr.  John  W.  Knarr,  Pulaski 


▲ Dr.  John  Boniface,  Jr.,  Galax,  and 
Dr.  James  L.  Gardner,  Abingdon 


▲ Dr.  G.  Robert  Smith,  Shawsville,  and 
Dr.  C.  C.  Hatfield,  Saltville 


71 


Bringing  ft  all 

^ Radiologic  services  at  Bluefield 

F firt  |IA(Y1D  Community  Hospital  are  improving 

the  quality  of  medical  care  in 
southern  West  Virginia  and  southwestern  Virginia. 

Bluefield  Community  Hospital  is  the  only  hospital  within  100 
miles  to  provide  such  specialized  services  as  cobalt  radiation 
therapy  and  CT  scanning. 

By  bringing  these  services  to  Bluefield,  we're  making 
medical  care  less  expensive  and  more  convenient  for  physi- 
cians and  their  patients.  These  services  also  mean  families 
can  provide  more  support  for  patients. 

For  a free  brochure  on  radiologic  services,  including  our 
new  cobalt  unit,  call  or  write  Stephen  Raskin,  M.D.,  Chief 
Radiologist. 


Bluefield  Community  Hospital  t 

500  Cherry  Street,  Bluefield,  WV  24701  304/327-251 1 
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rust.  It’s  why  your  patients 
turn  to  you  when  they  need 
help.  It’s  why  both  physicians 
and  patients  turn  to  Peoples 
Family  pharmacists  for  their 
prescription  needs. 

Over  75  years  of  caring  and 
quality  service  earned  Peoples 
the  trust  we  work  hard  to  keep. 
And  you  can  trust  Peoples  ge- 


neric drugs  to  be  equal  in  quali- 
ty to  brand  name  drugs . . . but 
save  your  patients  up  to  50% 
on  their  prescription  bills. 

Of  course,  if  your  patient 
asks  us  to  substitute,  we  first 
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the  prescription  stores 


obtain  your  permission  by 
phone.  And  we  keep  the  widest 
stock  of  both  brands  and  gener- 
ics in  every  Peoples  Family 
Pharmacy. 

You  know  what’s  best. 
That’s  why  your  patients  trust 
you  for  their  health  care.  At 
Peoples,  we’ll  try  to  keep  the 
trust  we’ve  earned. 


I P FROM 


WITH  THE  PRESIDENT 


In  the  early  part  of  this  century,  the 
system  of  accountability  for  physi- 
cians was  relatively  simple.  The 
patient-physician  encounter  stood 
on  its  own  merits,  and  all  who  were 
financially  involved  were  on  the 
scene  as  either  patient,  family  or 
members  of  the  immediate  commu- 
nity. If  the  physician  satisfied  this 
circle  by  showing  concern,  com- 
passion and  competence,  he  re- 
ceived his  due  compensation. 

Today,  with  the  country’s  annual 
medical  expenditure  increased  to 
an  estimated  total  in  1980  of  $274 
billion,  or  roughly  $1,067  per  per- 
son, a new  form  of  accountability 
has  been  introduced  into  medicine. 
The  definition  and  terms  of  this 
accountability  are  being  dictated 
not  by  the  medical  profession  but 
by  a third-party  group  consisting  of 
government,  the  health  insurance 
industry,  other  industry  and 
unions,  consumer  activists’  groups 
and,  in  a broad  sense,  taxpayers  in 
general.  They  are  concerned  by  the 
high  costs  of  medical  care,  and 


they  focus  that  concern  on  the  phy- 
sician. 

The  physician  is,  of  course,  a 
logical  target,  in  that  he  is  the  piv- 
otal point  in  the  decision-making 
process  that  results  in  this  tremen- 
dous expenditure  of  money.  It  is 
the  physician  who  decides  when  to 
admit  a patient,  when  to  discharge, 
when  to  order  the  X ray,  when  to 
carry  out  laboratory  studies  and 


Sen.  Harry  Flood  Byrd,  a tradition 
for  which  we  have  rightly  prided 
ourselves  and  our  state  govern- 
ment. 

Recently  the  members  of  The 
Medical  Society  of  Virginia  lost  the 
services,  through  retirement,  of 
our  esteemed  Executive  Vice  Pres- 
ident of  32  years,  Robert  I.  How- 
ard. One  of  the  main  things  for 
which  we  hold  him  in  such  high 


tfThere  is  a new  accountability.)? 


diagnostic  procedures,  when  to  ini- 
tiate therapy,  to  operate,  to  pre- 
scribe. 

Because  of  this  focus  on  the  phy- 
sician as  the  cost-generating  per- 
son, Congress  was  persuaded  to 
pass  the  PSRO  and  HSA  laws  in 
the  early  ’70s.  These  laws  set  up 
extensive  systems  to  curtail  an 
imagined  over-utilization  of  medi- 
cal facilities  and  services  by  physi- 
cians. It  can  be  construed  as  an 
indirect  compliment  that  these  sys- 
tems have  not  proven  cost-effec- 
tive, and  Congress  has  recognized 
this  by  withdrawing  financial  sup- 
port for  them. 

Some  Virginia  physicians,  I have 
observed,  look  upon  accountability 
for  their  stewardship  of  medical 
care  expenditures  with  suspicion 
and  aversion  rather  than  as  oppor- 
tunity. This  is  strange,  for  what  is 
so  wrong  with  being  accountable? 
Aren’t  we  held  accountable  for 
many  things?  Who  in  our  society 
would  we  wish  not  to  be  held  ac- 
countable? Can’t  good  stewardship 
of  expenditures  reflect  honor  on 
those  who  are  accountable?  There 
is  a Virginia  tradition  of  fiscal  re- 
sponsibility dating  back  to  the  late 


regard  is  his  stewardship  of  the 
funds  of  the  Society  during  those 
years.  Many  times  his  fiscal  ac- 
countability in  the  management  of 
those  funds  delayed  dues  increases 
or  saved  the  Society’s  members 
from  assessments.  Should  we  not, 
as  physicians,  follow  Mr.  How- 
ard's example?  The  problem  is  the 
mechanism  whereby  we  can  estab- 
lish proof  of  our  stewardship.  At 
the  moment,  there  is  no  data  of  any 
significance  to  support,  much  less 
prove,  what  we  are  doing. 

A conflict  that  we  must  resolve 
has  to  do  with  the  relationship  be- 
tween quality  and  cost  control.  As 
an  ethical  profession,  we  have  as 
our  first  responsibility  the  preser- 
vation of  quality  in  medical  care. 
On  the  other  hand,  we  have  a duty 
as  responsible  citizens  to  recognize 
and  deal  with  the  tremendous  cost 
burden  that  modern  medicine  has 
brought  to  bear  on  our  economy. 

The  resolution  of  this  conflict  is 
not  easy.  The  lack  of  substantial 
data  as  to  outcome  in  relation  to 
various  diagnostic  and  therapeutic 
procedures  leaves  the  physician 
somewhat  in  the  dark  as  to  what 
corners  he  can  cut  to  curtail  costs; 
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he  doesn’t  always  know  whether 
the  second,  third  or  fourth  X rays 
are  necessary  or  superfluous.  The 
mechanisms  by  which  the  federal 
government  has  gathered  outcome 
data  include  the  medical  audit,  peer 
review  and  admission  criteria. 
These  are  foreign  concepts  to  the 
average  practitioner  and  in  many 
cases  are  greeted  with  hostility. 
Yet  upon  close  examination  there 
is  a striking  resemblance  between 
medical  audit  and  admission  crite- 
ria and  a well-structured  medical 
research  project. 

But  we  do  not  need  to  go  any 
further  than  the  budgets  for  the 
PSRO  and  HSA  programs  to  recog- 
nize the  vast  expense  involved  in 
gathering  this  data.  Are  we  as  phy- 
sicians going  to  pay  for  it,  both 
with  our  services  and  out  of  our 
pockets? 

What  is  the  actual  responsibility  of 
the  individual  physician  to  respond 
to  the  dicatates  of  this  third-party 
group  that  is  demanding  account- 
ability for  the  vast  amount  of  mon- 
ey being  expended  on  medical 
care? 

It  could  be  looked  on  in  this 
fashion.  The  physician  incurs  a re- 
sponsibility for  this  accounting  if 
he  accepts  any  remuneration  from 
any  member  of  this  third-party 
group.  If  he  participates  in  a Blue 
Shield  plan,  then  how  can  he  deny 
the  right  of  that  plan  to  have  an 
accounting  of  expenditures?  The 
same  could  be  argued  for  those 
who  receive  Medicare  and  Medi- 
caid payments. 

We  do  have  a choice.  We  could 
go  back  to  the  direct  case-billing 
system  between  patient  and  physi- 


cian, with  the  obligation  to  assist 
the  patient  in  supplying  him  with 
any  information  needed  to  obtain 
his  remuneration  from  the  third- 
party  carrier.  It  certainly  might 
promote  closer  attention  by  the 
physician  to  the  three  components 
of  compassion,  concern  and  com- 
petence, and  that  would  certainly 
not  hurt  our  professional  image. 

However,  it  seems  that  we  are 
going  to  have  to  stay  with  the  third- 
party  concept,  with  its  assigned 
fees,  insurance  forms  and  bill-col- 
lecting conveniences.  Worst  of  all, 
as  long  as  we  accept  third-party 
money,  then  we  are  going  to  have 
to  accept  the  third-party  group’s 
demand  for  an  accounting  on  its 
terms,  at  least  until  we  can  devise  a 
better  system.  Certainly  as  respon- 
sible citizens  we  have  to  be  con- 
cerned about  the  cost  of  medical 
care. 

The  Medical  Society  of  Virginia 
has  already  taken  steps  in  this  di- 
rection of  responsibility  in  support- 
ing the  Professional  Standards  Re- 
view Foundation  effort  to  assist  Dr. 
James  Kenley,  State  Health  Com- 
missioner, in  reviewing  nursing 
home  care  paid  for  by  Medicaid. 
Dr.  Percy  Wootton’s  committees 
on  voluntary  health  planning  and 
medical  cost  containment  are  fur- 
ther examples.  The  liaison  commit- 
tee with  industry  to  evaluate  cost 
problems  related  to  production  is 
another  example  of  this  effort.  Ob- 
viously, it  must  be  expanded,  and  it 
must  receive  public  exposure  in 
order  to  get  recognition  for  the 
effort. 

We  still  face  two  main  problems. 

The  first  and  more  difficult  prob- 
lem is  that  we  must  work  out  a 


system  that  is  economically  feasi- 
ble to  collect  the  data  necessary  to 
prove  our  efficiency  and  steward- 
ship of  medical  expenditures.  We 
must  also  be  willing  to  be  investi- 
gated and  evaluated  so  that  this 
data  can  be  obtained.  This  will  re- 
quire us  to  submit  to  peer  review, 
medical  audit  and  even  profiling 
until  better  means  can  be  devised. 
Perhaps  this  will  be  the  greatest 
challenge  that  we  face  for  the  de- 
cade of  the  ’80s. 

Secondly,  we  must  not  be  afraid 
to  show  the  world  that  excellent 
stewardship  of  medical  care  expen- 
ditures is  something  to  be  proud  of, 
something  that  is  recognized  for  its 
excellence  and  that  produces  re- 
spect and  esteem  for  our  profes- 
sion. We  must  find  a way  to  get  the 
credit  that  we  deserve  for  these 
efforts  and  to  show  our  integrity  as 
an  ethical  profession. 

H.  C.  Alexander,  III,  MD, 
President, 

The  Medical  Society  of  Virginia 
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FOR  THE  7 OF  10  NONPSYCHOTIC 


10  20  30 


Clear  correlation  between  anxiety  and  depression3 

The  above  graph  illustrates  a relationship  between  anxiety  and  depression,  indicating  that  patients  seldom 
present  with  anxiety  or  depression  alone,  more  often  they  have  both  in  varying  degrees.  Data  based  on  a 
sampling  of  100  outpatients  (64  male;  36  female)  seen  at  a general  psychiatric  clinic. 

Adapted  from  Claghorn,  J.  The  anxiety-depression  syndrome.  Psychosomatics  7 / 438-441 , Sept-Oct  1970. 
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DEPRESSED  PATIENTS  WHO  ARE 

ALSO  ANXIOUS1'2 


Most  depressed  patients  are  also  anxious. . . 

Some  authors  estimate  that  70%  of  all  nonpsychotic  patients  with  symptoms  of 
depression  have  concomitant  symptoms  of  anxiety 12  One  author  found  a distinct 
correlation  between  anxiety  and  depression  scores  in  100  nonpsychotic  outpatients 
administered  the  Minnesota  Multiphasic  Personality  Inventory  in  a general  psychiatric 
clinic.3  As  depression  scores  increased,  so  did  anxiety  scores.  No  attempt  was  made 
to  select  patients  other  than  to  exclude  psychotics. 


but  not  psychotic 


The  logic  of  treating  both  components  of  anxious  depression  is  clear.  Antipsychotics, 
like  the  phenothiazines,  however,  carry  a well-documented  risk  of  tardive  dyskinesia.4 
Because  of  this,  an  APA  Task  Force  recently  recommended  the  judicious  use  of  pheno- 
thiazines in  cases  other  than  chronic  psychosis  or  the  use  of  alternative  treatments. 


A better  way  to  give  relief 


Limbitrol  combines  the  specific  anxiolytic  action  of  Librium®  (chlordiazepoxide 
HCI/Roche) — a benzodiazepine  with  a long  history  of  safe  use— with  the 
antidepressant  action  of  amitriptyline,  a tricyclic  of  established  clinical  efficacy.  In 
comparison  to  phenothiazines,  Limbitrol  and  its  components  have  rarely  been 
associated  with  tardive  dyskinesia  or  other  extrapyramidal  side  effects.  And  in  terms 
of  rapid  response  and  patient  compliance,  Limbitrol  appears  to  be  superior  to 
amitriptyline  alone.  Controlled  multiclinic  studies  showed  Limbitrol  relieved  more 
symptoms  more  rapidly  than  did  amitriptyline.5  Despite  a higher  incidence  of 
drowsiness,  the  dropout  rate  due  to  side  effects  was  lower  with  Limbitrol.  (See 
adverse  reactions  section  in  summary  of  product  information  on  next  page.  As 
with  any  CNS-acting  agent,  patients  should  be  cautioned  about  driving  or  using 
dangerous  machines  while  on  therapy  with  Limbitrol.) 

References:  1.  Rickels  K:  Drug  treatment  of  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine, 
ed.  Jarvik  ME  New  York,  Appleton-Century-Crofts,  1977,  p.  316  2.  Schatzberg  AF,  Cole  JO  Benzodiaze- 
pines in  depressive  disorders.  Arch  Gen  Psychiatry  35.1359-1365,  1978.  3.  Claghorn  J:  The  anxiety- 
depression  syndrome.  Psychosomatics  It  438-441,  1970  4.  The  Task  Force  on  Late  Neurological  Effects 
of  Antipsychotic  Drugs:  Tardive  dyskinesia,  summary  of  a task  force  report  of  the  American  Psychiatric 
Association.  Am  J Psychiatry  137 1 163-1 172,  1980  5.  Feighner  JP  et  at:  A placebo-controlled  multi- 
center trial  of  Limbitrol  versus  its  components  (amitriptyline  and  chlordiazepoxide)  in  the  symptomatic 
treatment  of  depressive  illness.  Psychopharmacology  61  217-225,  1979 


^ In  moderate  depression  and  anxiety 

Limbitrol 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 


<B 


(as  the  hydrochloride  salt) 


Relief  without  a phenothiazine 

Please  see  summary  of  product  information  on  next  page. 


LIMBITROL  * TABLETS  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  Information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use; 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved.  Contraindicated  durinq  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Cdution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidme  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12 

In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude 
ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reoctions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipotion,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  hove  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastio  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecic,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  token  an 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients.  Lower  dosages  ore  recommended  tor  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol 
5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10;  Prescription  Paks  of  50 
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Don’t  plan  a Williamsburg 
meeting  without  this: 


Start  with  a central  location,  minutes  from  Colonial 
Williamsburg  and  The  Old  Country/Busch  Gardens. 

Next,  demand  the  thorough  professionalism  of  an 
experienced  staff.  And  insist  on  space  and  facilities 
with  the  flexibility  for  executive  seminars,  company 
banquets,  or  full-scale  exhibitions. 

It's  all  part  of  the  service  at  Fort 
Magruder.  Where  you  can  plan  on 
a perfect  Williamsburg  meeting 
right  from  the  start,  with  our 
Conference  Planning 
Booklet.  For  your  copy, 
write  Director  of  Sales, 

Box  KE,  Williamsburg, 
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free:  800-446-4082.  (In 
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ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


M EETINGS 

ABOUT 

MEDICINE 


March  8-10 

Obesity,  Anorexia,  Nervosa,  Bulimia:  Clinical  Manage- 
ment and  Research  Progress  (Johns  Hopkins  University), 
Baltimore.  29  credit  hrs.  Edward  M.  Sills,  MD,  Johns 
Hopkins  Hospital,  Baltimore  MD  21205. 

March  10-13 

Internal  Medicine  1982  (University  of  North  Carolina), 
Chapel  Hill.  25  credit  hrs.  Office  of  CME,  231  MacNider 
Bldg.,  202H,  UNC-CH  School  of  Medicine,  Chapel  Hill 
NC  27514,  (919)  962-2118. 

March  12 

Infectious  Diseases  Review  II  (East  Tennessee  State  Uni- 
versity), Johnson  City,  Tennessee.  Program  Coordinator, 
CME,  Quillen-Dishner  College  of  Medicine,  Johnson  City 
TN  27601,  (615)  928-6426,  Ext.  204. 

March  18-19 

Annual  Meeting,  Virginia  Chapter,  American  College  of 
Surgeons,  Charlottesville.  David  P.  Minichan.  Jr.,  MD, 
1234  Franklin  Rd.  SW,  Roanoke  VA  24016,  (703)  345- 
1561. 


California  at  San  Francisco),  Big  Sky,  Montana.  20  credit 
hours.  Fee,  $260.  Extended  Programs  in  CME,  Universi- 
ty of  California,  1308  Third  Ave.,  San  Francisco  CA 
94143,  (415)  666-2483. 

March  22-26 

Review  of  Critical  Care  Medicine,  1982:  State  of  the  Art 

(Johns  Hopkins  University),  Baltimore.  Cat.  I credits. 
Fee,  $450.  Program  Coordinator,  Turner  22,  720  Rutland 
Ave.,  Baltimore  MD  21205,  (301)  955-6046. 

March  25-26 

Update  on  Common  Problems  in  Clinical  Neurology  (Uni- 
versity of  Maryland),  Baltimore.  Betty  B.  Saar,  Room 
300,  MSTF,  10  S.  Pine  St.,  Baltimore  MD  21201,  (301) 
528-3956. 

March  27 

2nd  Annual  Seminar  of  Cancer  Researchers  in  Virginia 

(Eastern  Virginia  Medical  School  and  American  Cancer 
Society,  Virginia  Division),  Norfolk.  James  J.  Starling, 
PhD,  Dept,  of  Biochemistry,  EVMS,  700  Olney  Rd., 
Norfolk  VA  23501,  (804)  446-5656. 


March  14-20 

American  Academy  of  General  Practice,  Orlando,  Florida. 
Dr.  J.  G.  Bellows,  211  E.  Chicago  Ave.,  Chicago  1L 
60611. 

March  19 

18th  Annual  Kidney  Symposium:  Recent  Advances  in 
Nephrology  (National  Kidney  Foundation),  Hilton  Hotel, 
Washington  DC.  Katherine  D.  Hoehn,  (202)  387-8730. 

March  19-20 

Phototherapy  and  Photochemotherapy  of  Skin  Disease 

(Johns  Hopkins  University),  Baltimore.  Cat.  I credits. 
Fee,  $150.  Edward  M.  Sills,  MD.  Johns  Hopkins  Hospi- 
tal, Baltimore  MD  21205. 

March  20-27 

Sports  and  Ski  Medicine  Symposium  (Northern  Virginia 
Consortium  for  Medical  Education),  Steamboat  Springs, 
Colorado.  Cat.  I credits.  Robert  P.  Nirschl,  MD,  3801  N. 
Fairfax  Dr.,  Arlington  VA  22203,  (703)  525-2200. 

March  20-27 

Pulmonary  Diseases — a Practical  Approach  (University  of 


March  29-April  2 

Pediatric  Trends  (Johns  Hopkins  University),  Baltimore. 
45  credit  hrs.  Edward  M.  Sills,  MD,  Johns  Hopkins 
Hospital,  Baltimore  MD  21205. 

March  30-April  2 

Recent  Advances  in  Gastroenterology  (American  College 
of  Physicians  and  Uniformed  Services  University  of 
Health  Sciences,  Bethesda,  Maryland.  American  College 
of  Physicians,  4200  Pine  St.,  Philadelphia  PA  19104,  toll 
free  (800)  523-1546. 

March  31-April  2 

Current  Concepts  of  Clinical  Infectious  Diseases  (Ameri- 
can College  of  Physicians  and  University  of  Virginia), 
Charlottesville.  American  College  of  Physicians,  4200 
Pine  St.,  Philadelphia  PA  19104,  toll  free  (800)  523-1546. 

March  31,  April  2 

Internal  Medicine:  Advances  and  Review  (American  Col- 
lege of  Physicians,  University  of  Maryland.  Baltimore 
Veterans  Administration  Medical  Center),  Baltimore. 
American  College  of  Physicians,  as  above. 
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April  1 

Infectious  Diseases  of  Childhood:  an  Update  (University  of 
Maryland),  Baltimore.  Betty  B.  Saar,  CME,  10  S.  Pine 
St.,  Baltimore  MD  21201,  (301)  528-3956. 

April  1-2 

Thornton  Ob-Gyn  Symposium  and  Nokes  Lectureship 

(University  of  Virginia),  Charlottesville.  Oscar  A. 
Thorup,  Jr.,  MD,  Box  368,  UVa  School  of  Medicine, 
Charlottesville  VA  22908,  (804)  924-5318. 

April  2-3 

Workshop  on  Sexuality  and  Intimacy  (University  of  Mary- 
land), Baltimore.  Betty  B.  Saar,  CME,  10  S.  Pine  St., 
Baltimore  MD  21201,  (301)  528-3956. 

April  5-7 

Options  and  Controversies  in  Coronary  Disease  (Universi- 
ty of  North  Carolina),  Pinehurst  Hotel  and  Country  Club, 
Pinehurst,  North  Carolina.  Office  of  CME,  231  MacNider 
Bldg.  202 H,  UNC  School  of  Medicine,  Chapel  Hill  NC 
27514,  (919)  962-2118. 

April  7 

Selected  Topics  in  Endocrinology:  Annual  Clinical  Confer- 
ence of  Louise  Obici  Memorial  Hospital,  Shrine  Club, 
Suffolk.  Dr.  George  J.  Carroll,  Louise  Obici  Memorial 
Hospital,  Suffolk  VA  23434,  (804)  539-1511,  Ext.  2692. 

April  15-17 

10th  Annual  Washington  Hand  Symposium  (Howard  Uni- 
versity), Washington , DC.  7 hrs.  Cat.  I.  Fee:  $40-$50.  Dr. 
Norman  J.  Cowen,  2430  Pennsylvania  Ave.,  NW,  Suite 
105,  Washington  DC  20037,  (202)  829-1001. 

April  15-18 

Clinical  Concerns  in  Primary  Care:  2nd  Annual  Meeting 

(Medical  College  of  Virginia),  Williamsburg.  7 hrs.  Cat.  I. 
Fee,  $195.  Erma  Blanchard,  Box  48,  MCV  Station, 
Richmond  VA  23298,  (804)  786-0494. 

April  16 

Medicine  in  Review  II:  Rheumatology  (East  Tennessee 
State  University),  Johnson  City,  Tennessee.  Charles  F. 
Johnson,  MD,  East  Tennessee  State  University,  Johnson 
City  TN  37601,  (615)  928-6426,  Ext.  204. 

April  16-17 

21st  Annual  Swineford  Allergy  Conference  (University  of 
Virginia),  Charlottesville.  Oscar  A.  Thorup,  Jr.,  MD,  Box 
368,  UVa  School  of  Medicine,  Charlottesville  VA  22908, 
(804)  924-5318. 


April  16-17 

Conceptual  and  Practical  Clinical  Work  with  Infants  and 
Young  Children  (University  of  Maryland),  Baltimore. 
Betty  B.  Saar,  CME,  10  S.  Pine  St.,  Baltimore  MD  21201 , 
(301)  528-3956. 


April  16-18 

EKG  Interpretation  and  Arrhythmia  Management  (Inter- 
national Medical  Education  Corporation),  Williamsburg. 
13  credit  hrs.  Fee,  $245.  IMEC,  64  Inverness  Dr.,  Engle- 
wood CO  801 12,  toll-free  (800)  525-8651. 

April  21-24 

Urology  Conference  and  Vest  Memorial  Lectureship  (Uni- 
versity of  Virginia),  Charlottesville.  Oscar  A.  Thorup, 
Jr.,  MD,  Box  368,  UVa  School  of  Medicine,  Charlottes- 
ville VA  22908,  (804)  924-5318. 

April  22-24 

Cherry  Blossom  Sports  Medicine  and  Fitness  Symposium 

(Georgetown  University  School  of  Medicine),  Washing- 
ton, DC.  Robert  P.  Nirschl,  MD,  CME  Office,  Hospital, 
First  Floor,  3800  Reservoir  Road,  Washington  DC  20007. 

April  22-24 

Pediatric  Springfest  (Medical  College  of  Virginia),  Wil- 
liamsburg. Fee  $150.  Kathy  E.  Johnson,  Box  48,  MCV 
Station,  Richmond  VA  23298,  (804)  786-0494. 

April  23-25 

Emergency  Medicine  for  Primary  Care:  4th  Annual  Meet- 
ing (Medical  College  of  Virginia),  Williamsburg.  15  hrs. 
Cat.  I.  Fee,  $195.  Kathy  E.  Johnson,  Box  48,  MCV 
Station,  Richmond  VA  23298,  (804)  786-0494. 


COLLECTIONS 

PROBLEMS? 

Richmond  area  attorneys 
specializing 
in  creditors * rights  law. 

All  matters  handled  in  a professional 
manner.  Fee  basis:  one-third  of 
amount  collected.  Inquiries  invited. 

SAMUEL  & PUSTILNIK 

Attorneys  and  Counselors  at  Law 

4901  Cutshaw  Avenue,  PO  Box  6857 
Richmond,  Virginia  23230-0857 
(804)  353-3831 
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BEWARE 
THE 

WINTER 
WEATHER! 


RU-TUSS 

Dispel  the  Clouds  of  Fall  and 


RU-TUSS 

TABLETS 

Each  prolonged  action  tablet  contains:  Phenylephrine  Hydrochloride  25  mg 

• Phenylpropanolamine  Hydrochloride  50  mg  • Chlorpheniramine  Maleate  8 mg 

• Hyoscyamine  Sulfate  0.19  mg  • Atropine  Sulfate  0.04  • Scopolamine 
Hydrobromide  0.01  mg  • Each  Ru-Tuss  tablet  acts  continuously  for  10  to  12  hours. 

Symptomatic  Relief 
of  Sneezing  and 
Nasal  Congestion 

Comprehensive  decongesting,  antihistaminic 
and  anti-secretory  reliever  for  patients  with 
nasal,  sinus  and  other  upper  respiratory 
irritation. 

• Eases  breathing  • Reduces  sneezing 

• Reduces  tearing  • Dries  the  drip 
One  tablet  b.i.d.  gives  round-the-clock 
relief  to  adults  and  older  children 
(12  years  and  over). 


I 


BELIEVERS 

/Vinter  Respiratory  Discomfort 


ru-tuss 

EXPECTORANT 


Each  fluid  ounce  contains:  Codeine  Phosphate  65.8  mg  • (WARNING:  MAY  BE 
HABIT  FORMING)  Phenylephrine  Hydrochloride  30  mg  • Phenylpropanolamine 


Hydrochloride  20  mg  • Pheniramine  Maleate  20  mg  • Pyrilamine 
Maleate  20  mg  • Ammonium  Chloride  200  mg  • Alcohol  5% 

Symptomatic  Relief  of 
Coughing  with  Nasal 
and  Bronchial 
Decongestion 

Full  range  symptom-reliever  for  patients 
with  air  way  congestion  in  the  upper 
chest  as  well  as  the  nose  and  throat. 
• Blocks  the  cough  • Loosens  mucus 
• Reduces  sneezing  • Eases  breathing 
• Tasty  so  it's  easy  to  take 


To  Relieve  the  Symptoms 
of  Winter  Weather  Upper  Respiratory  Distress 

RU-TUSS/RU-TUSS 

TABLETS 


RU-TUSS® 

Tablets 

DESCRIPTION 

Each  prolonged  action  tablet  contains: 

Phenylephrine  Hydrochloride 

25  mg 

Phenylpropanolamine  Hydrochloride 

50  mg 

Chlorpheniramine  Maleate 

8 mg 

Hyoscyamine  Sulfate 

0 19  mg 

Atropine  Sulfate 

0.04  mg 

Scopolamine  Hydrobromide 

0 01  mg 

Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours. 

Ru-Tuss  Tablets  are  an  oral  antihistaminic.  nasal  decongestant  and  anti-secretory 
preparation. 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues.  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
alkaloids,  hyoscyamine,  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets. 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  In  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant  Concomitant  use  of  MAO 
inhibitors  is  contraindicated 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness.  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics,  seda- 
tives or  tranquilizers 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction.  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  cardiac 
or  peripheral  vascular  disease  or  hyperthyroidism  Patients  should  avoid  driving  a motor 
vehicle  or  operating  dangerous  machinery  (See  Warnings) 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long  as 
12  hours,  treatment  of  overdoses  directed  dt  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication.  In  children  and 
infants,  antihistamine  overdosage  may  produce  convulsions  and  death. 

ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia, 
agranulocytosis,  and  thrombocytopenia  may  occur  Other  adverse  reactions  to  Ru-Tuss 
Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes,  tight- 
ness of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and  dysuria. 
palpitation,  tachycardia,  hypotension/hypertension,  faintness,  dizziness,  tinnitus,  head- 
ache, incoordination,  visual  disturbances,  mydriasis,  xerotomia,  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epigastric  distress,  hyperirritability,  nervousness, 
dizziness  and  insomnia.  Large  overdoses  may  cause  tachypnea,  delirium,  fever,  stupor, 
coma  and  respiratory  failure 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age.  one  tablet 
morning  and  evening  Not  recommended  for  children  under  12  years  of  age  Tablets  are 
to  be  swallowed  whole 

HOW  SUPPLIED: 

Bottles  of  100  Tablets  NDC  0524-0058-01 

Bottles  of  500  Tablets  NDC  0524-0058-05 

Federal  law  prohibits  dispensing  without  prescription 

DISTRIBUTED  BY:  MANUFACTURED  BY: 

Boots  Pharmaceuticals,  Inc.  Vitarine  Company,  Inc, 

Shreveport,  Louisiana  7T106  Springfield  Gardens.  New  York  /M413 


EXPECTORANT 


RU-TUSS® 

Expectorant 

DESCRIPTION 

Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains: 


Codeine  Phosphate 

65.8  mg 

(WARNING:  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride 

30  mg 

Phenylpropanolamine  Hydrochloride 

20  mg 

Pheniramine  Maleate 

20  mg 

FYrilamine  Maleate 

20  mg 

Ammonium  Chloride 

200  mg 

Alcohol 

5% 

Ru-Tuss  Expectorant  is  an  oral  antitussive.  antihistaminic.  nasal  decongestant  and  expec- 
torant preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomatic  relief  of  upper! 
respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronchitis,  and  allergic  rhini- 1 
tis  Also,  for  the  temporary  relief  of  symptoms  associated  with  hay  fever,  allergies,  nasal: 
congestion  and  cough  due  to  the  common  cold. 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines.  Concomitant  use  of  an  anti- ! 
hypertensive  or  antidepressant  drug  containing  a monoamine  oxidase  inhibitor  is 
contraindicated 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchial  asthma  and 
in  women  who  are  pregnant 

WARNINGS  Ru-Tuss  Expectorant  contains  codeine  phosphate,  therefore,  the  patient  should! 
be  warned  of  the  potential  that  this  drug  may  be  habit  forming.  Ru-Tuss  Expectorant  mayi 
cause  drowsiness  Patients  should  be  warned  of  the  possible  additive  effect  caused  by 
taking  antihistamines  with  alcohol,  hypnotics,  sedatives  and  tranquilizers 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  avoid  driving  a motor  vehicle  or 
operating  dangerous  machinery  (See  Warnings)  Caution  should  be  taken  with  patientsi 
having  hypertension,  diabetes,  hyperthyroidism  and  cardiovascular  disease. 

Caution  should  also  be  used  in  patients  with  pulmonary,  hepatic  or  renal  insufficiency.  1 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lassitude,  giddmess.i 
dryness  of  mucous  membranes,  tightness  of  the  chest,  thickening  of  bronchial  secretions.' 
urinary  frequency  and  dysuria.  palpitation,  tachycardia,  hypotension  hypertension,  faint-' 
ness,  dizziness,  tinnitus,  headache,  incoordination,  visual  disturbances,  mydriasis,  xero-< 
stomla.  blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigastric  dis- 
tress. hyperirritability,  nervousness,  and  insomnia.  Overdoses  may  cause  restlessness.! 
excitation,  delirium,  tremors,  euphoria,  metabolic  acidosis,  stupor,  tachycardia  and  evert 
convulsions 

DOSAGE  AND  ADMINISTRATION  Adults:  1 or  2 teaspoonfuls,  orally,  every  4 hours,  not  to 
exceed  10  teaspoonfuls  in  any  24-hour  penod 
Children  6 to  12  years  of  age  Vi  the  adult  dose,  not  to  exceed  6 teaspoonfuls  in  any' 
24-hour  period  Children  2 to  6 years  of  age  Vi  teaspoonful  every  4 hours,  not  nc 
exceed  3 teaspoonfuls  in  any  24-hour  period.  Children  under  2 years  of  age  Use  as 
directed  by  a physician 
HOW  SUPPLIED:  (16  fl  oz.) 

Pint  Bottles  NDC  0524- 1010-16 

Federal  law  prohibits  dispensing  without  prescription 


MANUFACTURED  AND  DISTRIBUTED  BY: 

Boots  Pharmaceuticals,  Inc. 
Shreveport,  Louisiana  71106 


Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71 1 06 

Pioneers  in  medicine  for  the  family 
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Glutethimide 


WITH  AN  UNSURPASSED  RECORD 
OF  EFFICACY  AND  SAFETY 


500  mg 


The  efficacy  of  Dalmane  (flurazepam  HCI/Roche)  has 
been  documented  in  185  studies  involving  9141  pa- 
tients suffering  from  one  or  more  of  the  three  major 
forms  of  insomnia-difficulty  falling  asleep,  staying 
asleep  and  sleeping  long  enough.2 

Relative  safety  was  demonstrated  in  a large  study  of 
2542  hospitalized  medical  patients.  Only  3.1%  of 
these  patients  reported  adverse  reactions-predomi- 
nantly  unwanted  residual  drowsiness.  None  of  the 
reactions  were  considered  serious  by  attending 
physicians.3 

FOR  SLEEP  WITHIN  17  MINUTES2 
AND  NO  WORSENING  OF  SLEEP 
ON  DISCONTINUATION 

Rapid  sleep  induction,  within  17  minutes  on  average, 
sets  the  stage  for  insomnia  relief.  And,  after  discontinu- 
ation of  Dalmane  for  periods  ranging  up  to  14  nights, 
no  worsening  of  sleep  compared  with  baseline 
was  observed.4 


provide  the  optimum  environment  for  the  onset  of 
natural  sleep.  If  hypnotic  therapy  is  required,  it  should 
be  given  for  the  shortest  time  at  the  lowest  effective 
dose  to  achieve  the  desired  goal. 

Consider  other  medications  the  patient  may  be  taking 
(including  alcoholic  beverages)  and  be  aware  of 
possible  drug  interactions.  Please  note  that  patients 
should  be  treated  for  underlying  physical  or  psycho- 
logical factors  before  therapy  with  a sleep  medication 
is  undertaken. 


DALMANE®® 

flurazepam  HCI/Roche 

THE  STANDARD  OF  HYPNOTIC  EFFICACY 
FROM  THE  LEADER  IN  SLEEP  RESEARCH 


Should  insomnia  recur,  the  patient  may  require  guid- 
ance in  setting  up  a regular  sleep  program  to  help 


Please  see  reverse  side  for  a summary 
of  product  information. 


SLEEP-SPECIFIC 

DALMANEc 

flurazepam  HCI/Roche 

One  15-mg  capsule  h.s. -recommended  initial  dosage 
for  elderly  or  debilitated  patients. 

One  30-mg  capsule  h.s. -usual  adult  dosage 

(15  mg  may  suffice  in  some  patients) 

THE  STANDARD  FOR  HYPNOTIC  EFFICACY 
WITH  IMPORTANT  ADDED  BENEFITS 

• Well  tolerated’ 

• No  chemical  interference  with  many  commonly  ordered 
laboratory  tests,  including  triglycerides,  uric  acid,  glucose. 
SGOT,  alkaline  phosphatase  and  total  protein56  (See  adverse 
reactions  section  of  complete  product  information.) 

• Compatible  with  chronic  warfarin  therapy;  no  unacceptable 
fluctuation  in  prothrombin  time  reported70 

UNLIKE  NONSPECIFIC  MEDICATIONS 
USED  FOR  SLEEP 

Tricyclic  antidepressants 

-which  are  not  sleep  specific,9  yet  are  sometimes  used  in 
nondepressed  patients  for  sleep 
-which  can  cause  transient  insomnia  in  the  elderly'" 

-which  can  require  careful  monitoring  in  cardiovascular 
patients’0 

-which  have  strong  anticholinergic  effects'0 

Antihistamines 

-which  are  not  reliable  sleep-inducing  agents" 

-which  may  produce  stimulation  instead" 

-which  have  anticholinergic  effects" 

Major  tranquilizers 

-whose  side  effects  may  be  troublesome  for  nonpsychotic 
patients'2 

-where  tolerance  for  sedation  appears  rapidly'2 

Dalmane  does  not  cause  significant  worsening  of  sleep 
beyond  baseline  levels  upon  discontinuation.4 

References  1.  Kales  A et  ai  J Clin  Pharmacol  17  207-213,  Apr  1977  2.  Data  on  file.  Medical 
Department.  Hoffmann-La  Roche  Inc  Nutley  NJ  3.  Greenblatt  DJ  Allen  MD,  Shader  Rl  Clin 
Pharmacol  Ther  21  355-361 . Mar  1977  4.  Kales  A,  et  al  Clin  Pharmacol  Ther  18  356-363.  Sep 
1975  5.  Moore  JD  Weissman  L J Clin  Pharmacol  16  241-244  May-Jun  1976  6.  Spiegel  HE 
Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc  . Nutley  NJ  7.  Robinson  DS. 

Amidon  EL  Interaction  of  benzodiazepines  with  warfarin  in  man.  in  The  Benzodiazepines. 
edited  by  Garattim  S.  Mussim  E Randall  LO  New  York,  Raven  Press.  1973,  pp  641-646 
8 Warfarin  Study  Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc  , Nutley  NJ 
9.  Baldessarim  RJ  Drugs  and  the  treatment  of  psychiatric  disorders,  chap  19.  in  Goodman 
and  Gilmans  The  Pharmacological  Basis  of  Therapeutics,  ed  6 New  York.  Macmillan 
Publishing  Co  Inc  , 1980.  pp  391-447  10.  Cole  JO,  Davis  JM  Antidepressant  drugs,  chap 
31  2.  m Comprehensive  Textbook  of  Psychiatry  II.  edited  by  Freedman  AM  Kaplan  HI.  Sadock 
BJ.  ed  2 Baltimore.  The  Williams  & Wilkins  Company,  vol  2,  1976,  pp  1941-1956  11.  Douglas 
WW  Histamine  and  5-hydroxytryptamine  (serotonin)  and  their  antagonists,  chap  26.  in 
Goodman  and  Gilmans  The  Pharmacological  Basis  of  Therapeutics,  ed  6 New  York, 
Macmillan  Publishing  Co  Inc  1980.  pp  609-646  12.  Davis  JM  Cole  JO  Antipsychotic  drugs, 
chap  31  1 m Comprehensive  Textbook  of  Psychiatry'll . edited  by  Freedman  AM  Kaplan  HI 
Sadock  BJ  ed  2 Baltimore  The  Williams  & Wilkins  Company,  vol  2.  1976.  pp  1921-1940 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits;  in  acute  or  chronic 
medical  situations  requiring  restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights  of  administration.  Since 
insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy  should  only  be  undertaken 
with  appropriate  patient  evaluation 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI;  pregnancy. 
Benzodiazepines  may  cause  fetal  damage  when  administered  during  pregnancy. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants.  An  additive  effect  may  occur  if  alcohol  is  consumed 
the  day  following  use  for  nighttime  sedation.  This  potential  may  exist  for  several 
days  following  discontinuation.  Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may  occur  the  day  following 
ingestion  Not  recommended  for  use  in  persons  under  15  years  of  age 
Though  physical  and  psychological  dependence  have  not  been  reported  on 
recommended  doses,  abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for  a prolonged  period  of 
time.  Use  caution  in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recommended  that  the 
dosage  be  limited  to  15  mg  to  reduce  risk  of  oversedation,  dizziness,  confusion 
and/or  ataxia.  Consider  potential  additive  effects  with  other  hypnotics  or  CNS 
depressants.  Employ  usual  precautions  in  severely  depressed  patients,  or  in 
those  with  latent  depression  or  suicidal  tendencies,  or  in  those  with  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness,  staggering,  ataxia 
and  falling  have  occurred,  particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably  indicative  of  drug 
intolerance  or  overdosage,  have  been  reported  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  constipation.  Gl  pain, 
nervousness,  talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  confusion,  restlessness,  hallucinations, 
and  elevated  SGOT  SGPT  total  and  direct  bilirubins,  and  alkaline  phosphatase: 
and  paradoxical  reactions,  eg..  excitement,  stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 

Adults : 30  mg  usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or 
debilitated  patients.  15  mg  recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI 


ROCHE  PRODUCTS  INC 
Manati.  Puerto  Rico  00701 


Yours  Truly M by  Jobst  — its  only  natural. 

Finally,  a truly  natural  external  breast  prosthesis  is  available  to  your  patients.  No  need  to 
follow  the  trauma  of  a radical  mastectomy  and  associated  psychological  overlay  with  an 
ugly,  even  grotesque  breast  prosthesis  of  unnatural  polyvinyl  chloride. 

Now,  with  the  help  of  your  nurse,  Reach  to  Recovery  volunteers,  and  others,  you  can 
suggest  to  your  postmastectomy  patients  an  external  breast  form 
that  is  seamless  and  natural.  The  Yours  Truly™  breast  form  is  new. 
Worn  right  against  the  skin  it  requires  no  special  bra  to  stay  in 
place.  It  moves  with  the  vitality  and  flow  of  a natural  breast.  The 
silicone  gel  inside  has  a specific  gravity  of  .98,  only  .04  more  dense  than  human  breast 
tissue  and  the  response  in  vivo  is  nearly  identical.  There  are  thirteen  sizes  from  which  to 
choose,  each  with  the  contour  and  suppleness  of  the  female  breast  size  it  replaces. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 


® 


JOBST  WASHINGTON  SERVICE  CENTER 


Suite  200 

818  Eighteenth  Street  N.W. 
Washington,  D.C.  20006 
202/298-5530 
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IMPORTER  OF  ORIENTAL  RUGS 


"An  Oriental  rug  is  a good  investment,  and  even  better  when  purchased 
at  a good  price.  In  addition  to  my  stock  of  Persian  rugs,  I have  fine  rugs 
from  China,  Afghanistan,  India,  Romania  and  Pakistan." 


BUY  DIRECT  AND  SAVE 


m ( v 


Located  in  Richmond  in  the  Crossroads  Shopping  Center, 
just  off  Broad  Street  next  to  Best  Products  toy  Store. 
2004  Staples  Mill  Road,  Richmond,  Virginia  23230 
Telephone  (804)  358-1711 


A Blueprint  for  a Community’s  Health: 
The  New  Stuart  Circle 
Medical  Building 


Charter  Medical  Corporation  proudly 
announces  the  opening  of  its  Stuart  Circle 
Medical  Building  on  Richmond's  historic 
Monument  Avenue. 

The  new  medical  building  offers 
physicians  the  opportunity  to  become  an 
integral  part  of  an  active  community. 
Located  in  the  center  of  the  beautiful  Fan 
district,  the  newly  renovated  office  building 
provides  space  for  physicians  to  practice, 
either  solo  or  in  groups. 

The  office  is  within  half  a block 
of  Stuart  Circle  Hospital,  a 153-bed,  short- 
term, medical/surgical  hospital  offering  the 
convenience  of  outpatient  testing  for  your 
patients.  A 24-hour  Outpatient  Department 
and  many  other  ancillary  services  are  also 
available  at  the  hospital. 

Although  renovated  for  modern-day 
patient/physician  comfort,  much  of  the 


townhouse-style  flavor  remains,  including 
fireplaces  and  mantels  in  selected  offices. 
The  floor-plan  design  insures  convenience 
and  patient  privacy  in  both  the  consul- 
tation and  examination  areas.  The  decor 
matches  the  traditional  elegance  of  the 
surrounding  historical  homes. 

Applications  are  now  being  accepted 
for  office  space.  Interested  physicians 
should  call  project  manager  Ray  Hayes  at 
(804)359-1843. 


The  Stuart  Circle  Medical  Building 

1617  Monument  Avenue 
Richmond,  Virginia 

-A  CHARTER  MEDICAL  CORPORATION  FACILITY- 


NEW 

MEMBERS 


Albemarle  County  Medical  Society 

John  T.  Ashley,  MD,  Preventive  Medicine,  University  of 
Virginia  Hospital,  Charlottesville  VA  22908 

James  L.  Sutphen,  MD,  Pediatrics,  University  of  Virginia 
Hospital,  Charlottesville  VA  22908 

Chesapeake  Medical  Society 

Joseph  H.  Riddick,  Jr.,  MD,  Pathology,  Chesapeake 
General  Hospital,  PO  Box  2028,  Chesapeake  VA  23320 

Fairfax  County  Medical  Society 

LaReine  F.  Sabella,  MD,  Obstetrics/Gynecology,  6707 
Old  Dominion  Drive,  McLean  VA  22101 

Newport  News  Medical  Society 

Darryl  J.  Hodgkinson,  MD,  Plastic  Surgery,  314  Main 
Street,  Newport  News  VA  23601 

Portsmouth  Academy  of  Medicine 

Joseph  Corbo,  MD,  Psychiatry,  100  Kingsley  Lane,  Nor- 
folk VA  23505 


Richmond  Academy  of  Medicine 

Yvonne  Knight,  MD,  Dermatology,  2809  North  Ave., 
Richmond  VA  23222 

John  F.  Rogers,  MD,  Pediatrics,  4908  Riverside  Drive, 
Richmond  VA  23225 

Roanoke  Academy  of  Medicine 

Henry  C.  Domb,  MD,  Family  Practice,  4904  Mt.  Holland 
Drive,  SW,  Roanoke  VA  24018 

Rockingham  County  Medical  Society 

Joyce  A.  Schultz,  MD,  Plastic  Surgery,  1031  S.  Main  St., 
Harrisonburg  VA  22801 

Southside  Virginia  Medical  Society 

Michael  J.  Flaherty,  MD,  Hematology/Oncology,  712 
West  Broadway,  Hopewell  VA  23860 

Virginia  Beach  Medical  Society 

George  I.  Grayson,  MD,  Internal  Med/Pulmonary  Dis, 
4501  N.  Witchduck  Rd.,  Virginia  Beach  VA  23455 


Dx:  recurrent  herpes  labialis 
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See  PDR  for 
Product  Information. 


For  samples,  write: 
Campbell  Laboratories  Inc. 
P.O.  Box  812-M,  FDR  Sta. 
New  York,  NY  10150 
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Tax  shelter  up  to 
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sodium  should  be  performed 

IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
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resistant  semi-synthetic  penicillin 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  resistant  to 
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RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 
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52  patients 
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These  were  all  called  by  telephone,  and  their  families  reported 


the  lesions  had  healed  One  patient  was  dropped  from  the  study, 
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therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
"other  antibiotic"  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

fThe  remainder,  to  equal  100%,  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth  These  14  were  all 
healed,  whether  given  Tegopen  or  penicillin  V-K 
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Safety  for  use  in  pregnancy  has  not  been  established 
PRECAUTIONS: 

The  possibility  of  the  occurrence  ot  superinfections  with  mycotic  organisms  or  other  pathogens 
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some  patients  during  therapy 
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Clinical  Disturbances 
in  Phosphate  Metabolism 

W.  F.  Falls,  Jr.,  MD,  Richmond,  Virginia 


The  recognition  of  phosphate  disturbances  in  association  with  total  paren- 
teral nutrition,  alcohol  withdrawal  syndromes  and  metabolic  bone  disease 
has  generated  renewed  study  of  inorganic  phosphatae  metabolism.  The 
author  reviews  these  disturbances  and  attempts  to  place  them  in  a patho- 
physiologic scheme  based  on  the  type  of  deviation  from  normal. 


Recently  (here  has  been  a resurgence  of 
interest  in  disturbances  of  inorganic  phos- 
phate (Pi)  metabolism.  This  has  occurred 
because  of  the  recognition  of  Pi  perturbations  dur- 
ing the  use  of  total  parenteral  nutrition,1  as  a part  of 
alcohol  withdrawal  syndromes,2  and  in  patients 
with  various  types  of  metabolic  bone  disease.3  The 
discussion  which  follows  reviews  these  distur- 
bances, and  attempts  to  place  them  in  a pathophysi- 
ologic scheme  based  on  the  type  of  deviation  from 
normal.  Since  an  abnormal  laboratory  report  is 
usually  the  first  indicator  of  a disturbance  in  P! 
metabolism,  the  pathogenetic  scheme  uses  the  se- 
rum P(  as  its  base  of  departure. 

Normal  Phosphate  Metabolism 

Pi  is  distributed  throughout  the  body  with  partic- 
ularly high  concentrations  in  bone  and  cells.  The 

From  the  Renal  Section,  Veterans  Administration 
Medical  Center,  Richmond  VA  23249,  where  this  paper 
was  originally  presented  at  Medical  Grand  Rounds  on 
December  19,  1980.  This  work  was  funded  by  the  Veter- 
ans Administration  (MRIS  2737 — Project  10). 


normal  serum  concentration  varies  with  age,  being 
higher  in  growing  children  and  lower  in  adults.  Most 
of  the  intracellular  phosphate  is  present  in  the  form 
of  organic  compounds,  some  of  which  are  sequest- 
ed  within  mitochondria  and  other  organelles.  Im- 
portant intracellular  organic  phosphates  include 
phosphorylated  intermediates  of  the  glycolytic  cy- 
cle, 2,3  diphosphoglycerate  (2,3  dpg)  and  adenosine 
triphosphate  (atp).3 

Because  of  its  virtually  universal  presence  in 
foodstuffs,  the  amount  of  dietary  phosphate  is  sel- 
dom a limiting  factor  in  maintenance  of  Pi.  Absorp- 
tion occurs  all  along  the  small  bowel  and  is  influ- 
enced in  part  by  vitamin  D and  its  metabolites. 
Aluminum-containing  antacids  bind  phosphate  in 
the  gut  and  thus  may  induce  phosphate  depletion.4 
The  bulk  of  plasma  P|  is  freely  filterable  at  the 
glomerulus  and  is  variably  reabsorbed  by  the  proxi- 
mal tubule  and  possibly  the  distal  tubule  as  well. 
Tubular  reabsorptive  capacity  is  influenced  by  a 
number  of  factors.  Parathyroid  hormone,  extacellu- 
lar  fluid  volume  expansion,  and  increased  dietary 
phosphate  intake  inhibit  reabsorption,  while  growth 
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hormone  and  volume  contraction  enhance  it. 

Several  factors  influence  transcellular  and  intra- 
cellular movements  of  Pi  and,  consequently,  are  of 
importance  in  determining  the  serum  Pi  concentra- 
tion irrespective  of  dietary  intake  or  renal  excre- 
tion. Pi  tends  to  move  down  a chemical  concentra- 
tion gradient  at  the  cell  membrane;  thus,  intracellu- 
lar Pi  concentration  tends  to  follow  that  in  the 
serum.  However,  there  are  circumstances  where 
this  relation  does  not  hold  (vide  infra).  Glucose, 
insulin  and  epinephrine  stimulate  active  transport 
into  the  cell  and  entry  into  the  glycolytic  cycle. 
Alkalosis,  particularly  respiratory  alkalosis,  stimu- 
lates intracellular  glycolysis  and  thus  enhances  Pi 
transfer  into  the  cell,  where  it  enters  the  glycolytic 
cycle  by  phosphorylating  triose  phosphate  to  1,3 
diphyphoglycerate  (Fig.  2). 5,6  Acidosis  has  the  con- 
verse effect.  During  oxidative  phosphylation,  mitro- 
chondrial  Pi  is  used  directly  to  form  atp  and  the  Pi 
consumed  is  replenished  from  the  cytosol  Pi  pool. 

In  addition  to  the  transcellular  flux,  there  is  a 
dynamic  movement  of  Pi  in  and  out  of  bone.  When 
new  bone  formation  is  active,  as  in  growth,  there  is 
an  avid  uptake  of  Pi  as  the  newly  formed  matrix 
calcifies.  Bone  breakdown,  as  occurs  with  in- 
creased parathyroid  hormone  activity,  is  associated 
with  an  exodus  of  Pi  into  the  interstitial  fluid.  A 
deficiency  of  the  active  principle  of  vitamin  D, 
I,25(OH)2D3,  may  enhance  this  exodus. 


hexokinase 


glucose 


ATP  ADP 


Fig.  1.  Schematic  representation  of  inorganic  phosphate 
(Pi)  metabolism  in  man.  Upper  left.  Pi  in  dynamic  equilib- 
rium with  intercellular  phosphate;  insulin,  increased  serum 
glucose  concentration  and  respiratory  alkalosis  enhance  P| 
movement  into  cell;  parathyroid  hormone  may  enhance  its 
exit.  Upper  right,  P,  also  in  equilibrium  with  bone  phos- 
phate; influx  stmiulated  during  growth  and  efflux  by  PTH 
and  l,25(OH)2D  activity.  Lower  right,  Pi  readily  absorbed 
from  GI  tract  under  influence  of  activated  vitamin  D and, 
lower  left,  freely  filtered  by  glomerulus  an  reabsorbed  in 
varying  degrees  by  tubules,  depending  on  level  of  PTH 
activity,  state  of  extracellular  fluid  volume  and  serum 
HC03  concentration. 


Fig.  2.  Schematic  representation  of  gly- 
colytic pathway.  1)  P|  enters  pathway 
during  conversion  of  glyceraldehyde  3 
phosphate  (triose  phosphate)  to  1,  3 di- 
phosphoglycerate  under  the  influence  of 
glyceradehyde  3 phosphate  dehydrofer- 
ase.  2)  1,  3 diphosphoglycerate  is  con- 
verted in  part  to  2,  3 diphosphoglycerate 
in  red  blood  cell;  this  reaction  is  depen- 
dent on  availability  of  P(.  3)  High  energy 
phosphate  is  consumed  in  conversion  of 
glucose  to  glucose-6-phosphate;  this 
phosphate  must  ultimately  be  replaced 
from  Pi  pool. 


glycogen 


glucose-l-phosphate 


glucose-6-phosphate 


fructose- 1,  6 diphosphate 


glyceraldehyde  3 phosphate 


Pi  + glyceraldehyde  3 
phosphate  dehydrogenase . 


1,  3 diphosphoglycerate 


3 phosphoglycerate 

I 

phosphoenol  pyruvate 


pyruvate 


3 diphosphoglycerate 


diphosphoglycerate 

phosphorylase 


lactate 
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Fig.  3.  Schematic  representation  of  oxyhemoglobin  disso- 
ciation curve.  Dotted  line  represents  curve  with  normal 
level  of  red  cell  2,3  diphosphoglycerate.  Solid  line,  diphos- 
phoglycerate  shited  to  left  because  of  greater  affinity  hemo- 
globin for  02  has  been  produced  by  deficiency  of  red  cell  2,3 
diphosphoglycerate. 

Types  of  Disturbances  in  Phosphate  Metabolism 

From  the  preceeding  it  should  be  clear  that  there 
may  be  alterations  in  the  serum  phosphatae  concen- 
tration with  or  without  total  body  depletion  or 
excess.  For  example,  a patient  may  have  a low 
concentration  of  serum  Pi  (hypophosphatemia)  be- 
cause of  transcellular  shifts,  but  total  body  phos- 
phate as  reflected  by  the  phosphorus/nitrogen  (p/n) 
ratio  may  be  normal.  The  same  may  hold  for  an 
elevated  serum  phosphate  concentration  (hyper- 
phosphatemia). Hypophosphatemia  with  a normal 
p/n  ratio  is  particularly  likely  to  occur  with  redistri- 
bution of  Pi  from  the  extracellular  fluid  to  certain 
tissues  such  as  liver,  muscle,  or  bone.  In  the  former 
two  instances,  it  is  sequested  as  glycogen.7' 

Functions  of  Phosphate-Containing  Compounds 

Phosphate-containing  compounds  subserve  four 
major  functions: 

1.  A structural  function  as  a component  of  bone. 
Phosphate  comprises  a major  portion  of  crystalline 
bone  mineral,  primarily  in  the  form  of  calcium- 
hydroxy  apatite,  Cai0(PO4)6CO3.  Critical  concen- 
trations of  Pi  in  the  interstitial  fluid  are  probably 
necessary  for  both  crystal  and  organic  matrix  forma- 
tion.I. 2 3 4 

2.  An  essential  component  of  energy  production. 
As  a component  of  such  high  energy  compounds  as 
atp,  phosphate  plays  a role  in  both  aerobic  and 
anaerobic  metabolism.  Since  the  overall  energy 
potential  of  the  cell  is  controlled  by  the  ratio: 
[atp]:[adp][p]  the  availability  of  an  adequate  intra- 
cellular concentration  of  Pi  is  essential  for  the 
transaction  of  virtually  all  cellular  activities.8 

3.  An  important  element  in  oxygen  delivery  to 
tissue.  Red  blood  cell  2,3  DPG  is  of  major  impor- 


tance in  the  delivery  of  02  to  the  tissues.10  Low 
levels  of  2,3  DPG  enhance  the  affinity  of  hemoglo- 
bin for  02,  thus  reducing  hemoglobin  P50  and  de- 
creasing 02  delivery  to  tissues  (Fig.  3). 

4.  A regulatory  role  influencing  the  production  of 
the  active  principle  of  vitamin  D [1 ,25(OH2)Dt,] . 
Vitamin  D metabolism  comprises  a complex  chain 
of  events  involving  function  of  several  organ  sys- 
tems (Fig.  4). 10  The  active  principle  [1 ,25(OH2)D3] 
is  produced  in  the  kidney  and  its  rate  of  synthesis  is 
influenced  by  Pi,  being  stimulated  by  low  levels  and 
inhibited  by  high  levels. 

Clinical  Disorders  of  Phosphate  Metabolism 

Hypophosphatemia,  mild,  unsustained.  Mea- 
surement of  a low  serum  Pi  concentration  with  an 
automatedchemicaldeterminationisvery  common. 1 1 
It  may  have  multiple  causes,  including  intravenous 
glucose  administration  and  poor  dietary  intake,  and 
is  usually  of  little  consequence. 

Hypophosphatemia  ( chronic , mild,  sustained ) 
(Table  1).  Chronic,  mild,  sustained  hypophosphate- 
mia is  usually  caused  by  decreased  tubular  reab- 
sorption of  phosphate.  This  may  be  secondary  to 
either  a primary  defect  in  phosphate  reabsorption  at 
the  tubular  level,  or  becuase  of  excess  parathyroid 
hormone  activity  with  its  consequent  inhibition  of 
renal  tubular  phosphate  reabsorption. 

Mild  sustained  hypophosphatemia  is  most  fre- 
quently associated  with  a disturbance  of  bone  me- 
tabolism: rickets,  osteomalacia  or  osteitis  fibrosa 
cystica  depending  on  the  age  of  onset  and  pathogene- 
sis.3 The  bone  abnormalities  may  be  associated  with 
vague  complaints  referable  to  the  musculoskeletal 
system  such  as  weakness.  Familial  x-linked  hypo- 
phosphatemia (vitamin  D-resistant  rickets)  exempli- 
fies a primary  disorder  in  tubular  phosphate  reabsorp- 

Table  1.  Hypophosphatemia,  chronic,  mild,  sustained,  second- 
ary to  decreased  tubular  reabsorption  of  phosphate. 

I.  Primary  defect  in  renal  tubular  reabsorption  of  phosphate 

A.  Familial  x-linked  hypophosphatemia 

B.  Non-familial  hypophosphatemia 

C.  Fanconi  syndrome 

II.  Hyperparathyroidism 

A.  Primary 

B.  Pseudohyperparathyroidism  associated  with 

neoplasia 

C.  Secondary  hyperparathyroidism 

1.  Vitamin  D-deficient  rickets 

2.  Intestinal  malabsorption 

3.  Anticonvulsant  therapy 

4.  Vitamin  D-responsive  rickets 

a.  Type  I 

b.  Type  II 
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tion.12  This  disease  presents  early  in  life  as  rickets 
unresponsive  to  vitamin  D therapy.  Severe  bone 
deformities  progress  during  childhood  and  adoles- 
cence despite  the  administration  of  large  doses  of 
vitamin  D,  but  become  relatively  quiescent  in  early 
adult  life,  only  to  reappear  in  middle  age  as  hyper- 
trophic overgrowth  of  bone  im  some  patients.13 
Throughout  life,  these  patients  display  hypophos- 
phatemia, and  when  the  tubular  reabsorptive  capac- 
ity for  phosphate  is  measured,  it  is  reduced.  The 
disorder  is  inherited  as  an  x-linked  dominant  char- 
acteristic. Involved  females  usually  demonstrate 
less  severe  disease. 

Recent  studies  indicate  that  the  pathogenesis  of 
this  process  relates  to  a primary  defect  in  the 
tubular  reabsorption  of  phosphate  which  cannot  be 
corrected  by  suppression  of  parathyroid  hormone.12 
Parathyroid  hormone  levels  are  either  normal  or 
only  mildly  elevated.15  The  etiology  of  the  bone 
disease  is  not  entirely  clear,  but  may  relate  to  both 
defective  calcification  of  osteoid  because  of  hypo- 
phosphatemia and  defective  osteoid  matrix  forma- 
tion because  of  phosphate  deficiency  or  a primary 
defect  in  matrix  production.  Vitamin  D alone  is 
ineffective  as  therapy,  but  when  combined  with 
frequent  high  dose  phosphate  supplements,  rachitic 
bone  changes  may  be  improved.15  Vague  com- 
plaints of  muscle  weakness  may  be  explained  by 
hypophosphatemia  in  some  of  these  patients,  but 
one  must  be  very  cautious  in  attributing  lower 
extremity  weakness  to  this  etiology  because  some 
of  these  patients  develop  cord  compression  second- 
ary to  hypertrophic  bone  later  in  life.16 

Occasionally,  patients  with  a similar  serum  chem- 
ical picture  and  phosphate  wasting  may  present 
with  severe  osteomalacia  de  novo  in  adult  life. 
These  cases  are  usually  sporadic  and  some  have 
been  related  to  tumors  of  mesenchymal  origin.17 
Patients  with  a diffuse  defect  in  proximal  tubular 
reabsorption  (Fanconi  syndrome)  may  also  have 
hypophosphatemia  and  bone  diseae  as  a manifesta- 
tion of  the  primary  renal  abnormality. 

Decreased  tubular  reabsorption  secondary  to  in- 
creased parathyroid  hormone  may  be  seen  in  a 
number  of  circumstances.  Primary  hyperpara- 
thyroidism classically  produces  hypophosphatemia, 
but  this  change  may  be  overshadowed  by  the  more 
highly  publicized  hypercalcemia.  The  presence  of 
hypercalcemia  and  hypophosphatemia  together 
should  always  suggest  a diagnosis  of  hyperpara- 
thyroidism. Therapy  for  primary  hyperpara- 
thyroidism involves  surgical  excision  of  the  hyper- 
secreting  gland  or  tumor  if  one  is  dealing  with 
pseudohyperparathyroidism.  Secondary  hyperpara- 


thyroidism may  be  seen  in  association  with  vitamin 
D-deficient  rickets  and  various  malabsorptive  states 
which  have  in  common  a deficiency  of 
l,25(OH)2D3.  The  latter  substance  may  also  be 
deficient  in  patients  on  long-term  anticonvulsant 
therapy,  where  hepatic  enzyme  induction  has  led  to 
rapid  metabolism  with  consequent  depletion  of 
25(OH)D318.  High  pth  levels  may  be  noted  also  in 
infants  with  vitamin  D-dependent  rickets  in  whom 
there  is  either  an  enzymatic  block  in  the  renal 
conversion  of  25(OH)D3  to  l,25(OH)2D3  (Type  I)  or 
end-organ  unresponsiveness  (Type  II)  to  the  latter 
substance19.  Therapy  in  vitamin  D-deficient  rickets 
involves  the  administration  of  small  amounts  of 
vitamin  D and  exposure  to  ultraviolet  light.  Patients 
with  Type  I vitamin  D-dependent  rickets  can  be 
treated  by  bypassing  the  block. 

Hypophosphatemia  acute,  severe  { Table  2).  Pro- 
found hypophosphatemia  is  usually  caused  by  the 
superimposition  of  phosphate  redistribution  on  a 
depleted  state.1 2 3 4 5 6 7  Serious  consequences  are  encoun- 
tered when  the  P!  falls  below  1.0  mg%.  In  associa- 
tion with  this  degree  of  serum  Pi  reduction  the 
patient  may  complain  of  malaise,  muscle  weakness, 
anorexia,  and  lassitude.  If  the  concentration  falls 
below  0.5  mg%,  overt  central  nervous  system  dis- 
turbances, including  seizures,  hemolysis,  rhabdo- 
myolysis,  heart  failure,  bleeding  and  respiratory 
failure,  may  ensue.  A good  example  of  the  develop- 
ment of  this  type  of  profound  hypophosphatemia 
may  be  seen  in  the  treated  alcoholic  patient  after 
admission  to  the  hospital.  The  following  case  report 
is  a dramatic  illustration: 

A 50-year-old  alcoholic  was  admitted  to  the  hos- 
pital because  of  hematemesis  and  epigastric  pain 
after  a prolonged  drinking  spree.  Physical  examina- 
tion was  remarkable  because  of  confusion,  muscle 
wasting,  and  mild  abdominal  distention  with  guard- 
ing. Initial  laboratory  studies  showed  mild  hypoka- 
lemia, hypocalcemia  and  hypomagnesemia  with  a 
normal  serum  creatinine  concentration.  Liver  func- 
tions were  deranged,  the  amylase  was  elevated,  and 
the  serum  phosphate  was  2.0  mg%.  A diagnosis  of 
alcoholic  gastritis  and  pancreatitis  was  made.  He 
was  placed  on  nasogastric  suction  and  given  an 

Table  2.  Causes  of  severe  hypophosphatemia. 

1.  Treatment  alcohol  withdrawal 

2.  Treated  diabetic  ketoacidosis 

3.  Excessive  antacid  administration 

4.  Recovery  phase  after  severe  bums 

5.  Hyperalimentation  with  phosphate-free  solutions 

6.  Refeeding  after  starvation 

7.  Severe  respiratory  alkalosis 
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infusion  containing  5%  dextrose  in  normal  saline, 
potasium  chloride,  multivitamins  and  magnesium 
sulfate.  Six  hours  later  the  patient  experienced  a 
seizure  and  became  hypoxemic.  This  necessitated 
intubation.  On  the  respirator  with  40%  oxygen,  the 
blood  gases  showed  pH  7.52,  pC02  30,  p02  100  mm 
Hg.  Seizure  activity  continued  intermittently  de- 
spite the  administration  of  calcium,  diazepam  and 
phenytoin.  Repeat  laboratory  studies  the  next  day 
showed  that  despite  correction  of  other  chemistries, 
the  serum  phosphate  had  fallen  to  1.0  mg%  The 
respiratory  alkalosis  persisted  while  the  patient  was 
on  the  respirator.  The  GI  bleeding  appeared  to  have 
subsided  but  the  seizures  continued.  Because  of  his 
comatose  state  and  poor  nutritional  status,  hypera- 
limentation was  planned  and  a solution  of  20% 
glucose  started  via  a subclavian  vein.  On  the  morn- 
ing of  the  third  hospital  day,  the  urine  was  noted  to 
be  scant  and  coca-cola  colored.  Repeat  laboratory 
studies  showed  hyperglycemia  and  elevation  of  the 
serum  creatinine  to  2.5  mg%.  The  serum  phospho- 
rus was  0.3  mg%,  the  previously  normal  hemoglo- 
bin had  fallen  to  8.5%,  and  the  reticulocyte  count 
was  15%. 

This  case  illustrates  the  catastrophe  conse- 
quences of  abrupt  Pi  redistribution  superimposed 
on  a depleted  state.  The  initial  chemical  picture  is 
typical  of  that  seen  after  prolonged  alcohol  inges- 
tion. Contemporary  thinking  would  suggest  that  the 
hypokalemia,  hypocalcemia  and  hypophosphatemia 
may  be  related  to  hypomagnesemia  induced  by 
alcohol-mediated  magnesuria.  Because  of  inade- 
quate dietary  intake,  it  is  likely  that  total  body 
phosphate  depletion  is  present  in  most  chronic 
alcoholics.  The  intravenous  fluids  which  were  ad- 
ministered initially  contained  no  Pi  to  accompany 
the  movement  of  the  glucose  and  potassium  into 
liver  and  muscle  cells.  Superimposition  of  respira- 
tory alkalosis  accelerated  the  utilization  of  Pj  by 
stimulating  glycolysis  and  thus  redistribution  the 
already  deficient  extracellular  P!  to  the  cell  interior 
(Figs.  1,2).  The  subsequent  administration  of  large 
quantities  of  glucose  in  preparation  for  hyperali- 
menation  further  enhanced  the  redistributive  proc- 
ess by  consuming  phosphate  from  high  energy  atp 
during  the  formation  of  glycogen  (Fig.  2).  Thus  the 
Pi  concentration  was  lowered  to  0.3  mg%.  At  this 
concentration,  insufficient  Pi  was  available  to  main- 
tain red  blood  cell  2,3  dpg  and  atp  with  consequent 
hemolysis  and  decreased  tissue  oxygen  delivery. 
Rhabdomyolysis  then  followed  because  of  unavail- 
ability of  both  02  and  Pi  to  maintain  aerobic  metab- 
olism in  actively  contracting  muscle. 

Similar  episodes  of  devastating  hypophosphate- 


mia have  been  observed  in  diabetic  patients  recov- 
ering from  ketoacidosis,  surgical  patients  receiving 
hyperalimentation  with  a phosphate-free  solution, 
and  severely  burned  patients  in  the  recovery  phase 
when  phosphate  has  not  been  included  in  their  fluid 
and  electrolyte  regimen. 

Hyperphosphatemia  (Table  3).  Most  cases  of 
significant  hyperphosphatemia  of  more  than  brief 
duration  are  associated  with  decreased  renal  phos- 
phate excretion  secondary  to  parathyroid  hormone 
deficiency,  to  unresponsiveness  of  the  renal  tubule 
to  parathyroid  hormone,  or  to  a reduction  in 
glomerular  filtration  rate.20  Chronic,  mild  hyper- 
phosphatemia is  usually  associated  with  renal  insuf- 
ficiency and  may  induce  a decrease  in  ionized 
calcium  concentration  with  consequent  secondary 
hyperparathyroidism  and  osteitis  fibrosa  cystica. 
Chronic  severe  hyperphosphatemia  is  also  usually 
associated  with  renal  insufficiency  and  may  lead  to 
soft  tissue  calcification  as  well  as  bone  disease. 
Acute,  severe  hyperphosphatemia  may  lead  to  suf- 
ficient complexing  of  serum  ionized  calcium  to 
induce  tetany.  The  following  case  exemplifies  both 
acute  and  chronic  problems  associated  with  hyper- 
phosphatemia. 

A 38-year-old  black  male  with  a long  history  of 
hypertension,  polycystic  renal  disease  with  renal 
lithiasis  and  renal  salt  wasting  was  admitted  to  the 
hospital  because  of  severe  muscle  cramps,  diffuse 
pain  over  the  arteries  of  the  upper  extremities,  and 
paresthesias  of  the  extremities  and  circumoral  ar- 
eas. These  symptoms  developed  following  an  epi- 
sode of  gastroenteritis  with  persistent  vomiting. 
Physical  examination  was  remarkable  because  of 
postural  hypotension,  marked  tenderness  to  palpa- 
tion over  the  calf  muscles  and  exquisite  tenderness 
over  the  radial  arteries.  Laboratory  studies  includ- 
ed serum  creatinine  14.5  mg%,  calcium  6.5  mg%, 
phosphorus  15  mg%,  sodium  135  mEq/1,  potassium 
5.5  mEq/1,  HC03-  26  mEq/1,  and  chloride  90  mEq/ 
1.  Roentgenograms  showed  erosion  of  the  distal 
clavicles  and  phalanges  as  well  as  extensive  calcifi- 
cation of  both  peripheral  and  viseral  arteries.  His 
symptoms  abated  after  volume  expansion,  peritone- 

Table  3.  Causes  of  hyperphosphatemia. 

I.  Parathyroid  hormone  deficiency 

A.  Idiopathic  hypoparathyroidism 

B.  Surgical  hypoparathyroidism 

II.  Renal  tubular  unresponsiveness  to  parathyroid  hormone. 

A.  Pseudohypoparthyroidism  Type  I 

B.  Pseudohypoparathyroidism  Type  II 

III.  Renal  insufficiency 

A.  Acute 

B.  Chronic 
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al  dialysis  and  the  administration  of  aluminum  hy- 
droxide gel  by  mouth. 

This  patient  illustrates  each  of  the  clinical  mani- 
festations of  hyperphosphatemia.  Renal  osteodys- 
trophy had  developed  over  the  many  years  of  renal 
insufficiency  and  hyperphosphatemia.  During  the 
acute  renal  decompensation  induced  by  dehydra- 
tion prior  to  admission  he  developed  dystrophic  soft 
tissue  calcification  because  of  the  supersaturation 
of  the  body  fluids  with  calcium  and  phosphate.  At 
this  time  ionized  calcium  was  low  enough  to  have 
induced  early  signs  and  symptoms  of  tetany. 

Treatment  of  hyphosphatemia.  Careful  and  fre- 
quent monitoring  of  the  serum  phosphate  concen- 
tration is  essential  in  the  correction  of  all  hypophos- 
phatemic  states.  Large  quantities  of  oral  sodium 
and  potassium  phosphate  may  be  necessary  to 
overcome  the  renal  leak  in  phosphate-wasting 
states.  Potassium  phosphate  is  available  as  an  intra- 
venous additive  in  a solution  which  contains  2 
mMol  phosphate  and  3.0  mEq  potassium  per  cc  for 
use  in  the  treatment  of  acute  hypophosphatemia. 
The  administration  of  20-25  mEq  potassium  (11-16 
mMols  phosphate)  per  1 ,000  calories  will  maintain 
the  serum  phosphate  with  most  hyperalimentation 
regimens.  In  the  correction  of  diabetic  ketoacidosis, 
the  administration  of  40  eEq  of  potassium  per  liter 
of  fluid,  onehalf  as  potassium  chloride  and  one-half 
as  potassium  phosphate,  will  usually  be  satisfac- 
tory. A similar  regimen  may  be  used  in  treating 
alcohol  withdrawal  syndromes  provided  renal  func- 
tion is  adequate.21,22 

Treatment  of  hyperphosphatemia.  Aluminum 
salts  administered  by  mouth  remain  the  treatment 
of  choice  for  hyperphosphatemia.  The  aluminum 
binds  phosphate  in  the  gut  and  thus  inhibits  its 
absorption.  20Caution  must  be  observed  in  using  these 
substances,  however,  because  of  their  tendency  to 
induce  constipation. 
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Jet  Anesthesia 
in  a Pediatric  Oncology 
Clinic 

J.  D.  Butzner,  MD,  Janet  Braunstein,  RN, 
Michael  Levien,  MD,  Hernan  Sabio,  MD, 
Charlottesville,  Virginia 

JET  anesthesia,  which  utilizes  a needleless  in- 
strument for  delivery  of  anesthetic  agents  into  the 
skin  and  subcutaneous  tissues,  has  proven  useful  in  a 
variety  of  clinical  situations.  These  include  the  deliv- 
ery of  paracervical  and  uterosacral  blocks,  in  prepa- 
ration for  dental  and  oral  surgical  procedures  and  in 
the  management  of  childhood  lacerations.1  3 In  an  at- 
tempt to  minimize  the  pain  and  discomfort  associ- 
ated with  bone  marrow  aspirations  and  lumbar  punc- 
tures, we  have  evaluated  the  use  of  jet  anesthesia  in  a 
pediatric  oncology  clinic. 

During  a 12-month  study  period,  222  bone  marrow 
aspirations  and  137  lumbar  punctures  were  per- 
formed, for  a total  of  359  procedures.  No  basal  seda- 
tion was  used.  The  age  of  the  patients  ranged  from  1 1 
months  to  18  years.  Lumbar  punctures  were  per- 
formed with  the  patient  in  a lateral  recumbent  posi- 
tion. Bone  marrow  samples  were  aspirated  from  the 
posterior  iliac  crest.  After  sterile  preparation  of  the 
skin  and  localization  of  the  appropriate  site,  the  op- 
erator of  the  jet  injector  (Syrijet  II  injector,  Mizzy 
Corporation,  New  York)  places  the  sterile  tip  on  the 
selected  site.  The  injector  is  held  perpendicular  to  the 
area  to  be  infiltrated,  and  care  is  taken  not  to  apply 
pressure.  With  this  procedure,  0.35  ml  of  2%  xylo- 
caine  are  expressed  from  the  instrument  at  a force  of 
2600  psi. 

Two  trained  operators  performed  the  procedures 
during  this  study  period  so  as  to  minimize  variability. 
Patient  acceptance  of  the  jet  anesthesia  technique 
and  evaluation  of  its  efficacy  were  assessed  by  the  op- 
erators and  independent  observers. 

Among  the  359  procedures  performed,  no  episodes 
of  infection  were  observed,  and  the  137  lumbar  punc- 
tures were  performed  without  complication.  Accept- 
ance by  patients  and  family  was  very  good. 

Several  weeks  after  the  study  began,  the  jet  anes- 
thesia used  with  bone  marrows  had  to  be  supple- 
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mented  by  direct  infiltration  of  the  periosteum,  using 
standard  technique.  Both  the  bone  marrow  aspira- 
tion and  the  infiltration  of  the  periosteum  were  sig- 
nificantly better  tolerated  when  preceded  by  jet  anes- 
thesia. 

These  general  findings  about  the  procedure  can  be 
made  in  regard  to  subjective  patient  responses: 

1)  Children  who  had  also  experienced  infiltration 
by  the  usual  needle  and  syringe  without  exception 
preferred  and  requested  jet  anesthesia. 

2)  No  supplemental  infiltration  is  necessary  when 
performing  lumbar  punctures  in  the  lateral  recum- 
bent position. 

3)  Periosteal  infiltration  appears  to  diminish  signif- 
icantly the  discomfort  associated  with  the  intra- 
osseous insertion  of  the  bone  marrow  needle. 

4)  Occasionally,  children  commented  on  the  noise 
produced  upon  release  of  the  jet  anesthetic. 

Our  experience  underlines  the  safety  of  jet  anes- 
thesia in  a population  of  patients  at  risk  for  infection. 
It  also  illustrates  that  jet  anesthesia  has  emerged  as  a 
valuable  tool  in  the  care  of  children  with  leukemia 
and  other  neoplastic  disorders.4-7 

It  should  be  noted  that  the  success  of  jet  anesthesia 
depends  to  a large  extent  on  the  technique  utilized. 
Also,  although  the  injected  anesthetic  has  been  re- 
ported to  reach  the  periosteum  when  marrow  aspi- 
rates are  obtained  from  the  anterior  iliac  crest,  our 
experience  utilizing  the  posterior  iliac  crest  indicated 
a need  for  supplemental  periosteal  anesthesia.4 

This  study  would  not  have  been  possible  without  the  ex- 
cellent assistance  of  Patricia  Cobb,  LPN,  Peggy  Shiflett, 
LPN,  and  Patricia  Armistead,  Attendant  Specialist. 
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OVERDOSAGE:  Acute  overdosage,  the  stomach  should 
be  emptied.  Rufen  is  acidic  and  excreted  in  the  urine, 
alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  ar- 
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Cancer  Trends: 

A Treatment  Role  for 
Autologous  Bone  Marrow  Transplants? 


Eero  Niskanen,  MD,  Charles  Hess,  MD,  Roy  Smith,  MD,  and 
Peter  Quesenberry,  MD,  Charlottesville,  Virginia 


In  selected  patients  who  have  certain  kinds  of  cancer  and  who  require 
cytotoxic  doses  of  radiation  and  chemotherapy,  bone  marrow  rescue  appears 
to  offer  a beneficial  potential.  The  authors  describe  the  autologous  bone 
marrow  transplant  program  at  the  University  of  Virginia. 


It  is  now  possible  to  remove  bone  marrow 
from  a patient,  preserve  it,  and  return  the 
viable  bone  marrow  cells  to  the  patient  when 
needed  (autologous  bone  marrow  transplantation). 
After  the  marrow  has  been  removed,  the  patient  can 
receive  cytotoxic  chemotherapy  and  radiation  ther- 
apy at  dosages  that  would  ordinarily  be  lethal 
because  of  irreversible  bone  marrow  damage.  At  an 
appropriate  time  after  high-dose  chemoradiother- 
apy,  the  preserved  bone  marrow  can  be  returned  to 
the  patient  to  repopulate  the  patient’s  marrow 
spaces.  This  technique  has  the  potential  for  signifi- 
cantly improving  the  results  of  treatment  of  a vari- 
ety of  cancers,  and  many  cancer  centers  in  the 
world  are  reporting  encouraging  early  results. 

This  paper  provides  a review  and  describes  the 

From  the  Division  of  Hematology-Oncology,  Universi- 
ty of  Virginia  School  of  Medical,  Charlottesville  VA 
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program  of  bone  marrow  transplantation  at  the 
University  of  Virginia. 

Background 

Early  animal  studies  showed  that  bone  marrow 
destroyed  by  total  body  irradiation  could  be  re- 
placed with  a bone  marrow  graft  from  a normal 
animal.  In  1955,  Barnes  and  Loutit1  demonstrated 
that  animals  pretreated  with  total  body  irradiation 
and  given  hemopoietic  cell  infusions  survived  long- 
er than  controls.  Later  a similar  approach  was  used 
in  a clinical  setting.  Patients  treated  with  alkylating 
agents  were  infused  with  their  own  bone  marrow 
cells  obtained  prior  to  treatment.  Unfortunately, 
the  doses  of  the  cytotoxic  agents  and  bone  marrow 
cells  administered  were  relatively  low,  making  it 
impossible  to  determine  whether  the  reinfused  cells 
were  responsible  for  hemopoietic  recovery2,3.  The 
only  controlled  study  of  patients  receiving  their 
own  cryopreserved  bone  marrow  following  high- 
dose  chemotherapy  was  performed  in  Uganda4. 
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Patients  with  malignant  lymphoma  were  given  high- 
dose  chemotherapy  alone  because  of  lack  of  radia- 
tion therapy  facilities.  Those  patients  not  receiving 
bone  marrow  cells  died  quickly  compared  to  those 
who  were  infused  with  cryopreserved  hemopoietic 
cells. 

Further  studies  did  not  show  significant  improve- 
ment in  cure  rates  or  hemopoietic  recovery,  and 
this  led  to  a loss  of  interest  in  autologous  bone 
marrow  transplantation  for  over  a decade.  In  recent 
years,  encouraging  results  with  the  use  of  high-dose 
chemotherapy  for  adult  acute  leukemia5  have  stim- 
ulated several  groups  to  employ  autologous  bone 
marrow  techniques  in  the  treatment  of  solid  tumors. 
Presently  there  is  a clear  consensus  from  centers  in 
Seattle,  Los  Angeles,  Houston,  Denver  and  Lon- 
don that  supralethal  chemoradiotherapy  with  bone 
marrow  rescue  can  be  of  real  value  to  patients  who 
have  lymphoma,  testicular  carcinoma,  ovarian  car- 
cinoma, oat  cell  carcinoma  of  the  lung  and  melano- 
ma and  are  resistant  to  conventional  therapy.  The 
highest  response  rate  have  been  observed  in  lym- 
phoma, with  11  of  15  patients  achieving  complete 
remission6.  Many  of  the  patients  with  testicular 
carcinoma,  ovarian  carcinoma,  oat  cell  carcinoma 
of  the  lung  and  melanoma  also  have  responded, 
with  several  experiencing  disease-free  survival  up 
to  over  four  years.  However,  at  this  point  it  is  too 
early  to  determine  whether  these  long-term  survi- 
vors are  cured  of  cancer. 

Selection  of  Patients 

At  the  University  of  Virginia  we  have  started  an 
autologous  bone  marrow  transplantation  program. 
In  our  opinion  those  patients  with  lymphoma,  tes- 
ticular carcinoma,  oat  cell  carcinoma  of  the  lung, 
sarcoma,  melanoma  and  ovarian  carcinoma  who  by 
clinical  experience  have  a high  risk  of  failing  con- 
ventional dose  chemoradiotherapy  should  be  con- 
sidered for  collection  and  storage  of  their  bone 
marrow.  This  would  allow  treatment  with  high-dose 
chemoradiotherapy  if  the  patient  failed  to  respond 
to  conventional  therapy. 

Before  the  bone  marrow  is  collected  a "Tc  bone 
scan  and  bilateral  bone  marrow  biopsies  are  per- 
formed to  exclude  the  possibility  of  metastatic 
marrow  involvement.  If  there  is  bone  marrow  in- 
volvement or  if  previous  radiation  therapy  to  the 
pelvis  has  been  administered,  the  patient  would  not 
be  a candidate. 

Doses  of  chemoradiotherapy  destroying  the  pa- 
tient’s bone  marrow  also  cause  severe  side  etfects 
to  other  organs.  The  main  targets  of  toxicity  are  the 
kidneys,  liver,  gastrointestinal  tract,  lungs  and 


heart.  Additionally,  hemopoietic  reconstitution 
takes  two  to  three  weeks  after  the  marrow  cell 
infusion,  and  during  this  period  the  patients  are 
pancytopenic  and  require  intensive  support  efforts. 
Because  of  the  high  risk  of  complications,  patients 
must  be  in  good  condition  in  spite  of  the  tumor  and 
previous  therapy.  Therefore,  we  do  not  recommend 
this  mode  of  therapy  for  patients  over  55  years  old, 
or  who  have  active  infection,  severe  cardiac,  liver 
or  pulmonary  impairment.  All  patients  have  to  be 
prepared  to  stay  in  the  hospital  several  weeks  in  an 
isolation  unit. 

Collection  of  Bone  Marrow  Cells 

Patients  fulfilling  our  criteria  will  be  subjeted  to 
bone  marrow  collection.  Under  general  anesthesia, 
multiple  3-5  ml  aspiration  samples  will  be  obtained 
from  the  iliac  crest  for  a total  of  800-1000  ml  of  bone 
marrow  containing  1-5  x 10llJ  cells.  The  number  of 
cells  harvested  represents  only  10%  of  the  total 
marrow  cellularity,  and  usually  no  adverse  effects 
on  peripheral  blood  cell  counts  are  observed.  The 
collected  marrow  is  then  filtered  and  the  hemopoi- 
etic stem  cells  are  separated  from  mature  granulo- 
cytes. Before  freezing,  10%  DMSO,  a cryo-protec- 
tive  agent,  is  added  to  the  stem  cell  suspension. 
Freezing  is  performed  in  a computerized  unit  (Cryo- 
Med,  Michigan)  down  to  a temperature  of  -90°C. 
The  sample  is  then  transferred  to  the  vapor  phase  of 
liquid  nitrogen  at  a temperature  of  at  least  - 155°C. 

High-Dose  Chemoradiotherapy 

When  the  patient’s  tumor  becomes  resistant  to 
conventional  chemotherapy,  high  doses  of  chemo- 
therapy (most  commonly  three  to  five  times  the 
conventional  dose  of  cyclophosphamide,  adriamy- 
cin,  and  vinblastine)  and/or  total  body  irradiation 
(800-1000  rads)  are  administered  to  the  patient. 
After  the  drugs  or  their  active  metabolites  have 
disappeared  from  the  circulation  (24-72  hours  later), 
patients  are  given  back  their  own  cryopreserved 
bone  marrow.  Regardless  of  bone  marrow  infusion, 
the  patients  remain  pancytopenic  for  up  to  three 
weeks  and,  although  antibiotics  are  administered, 
severe  infections  occur  frequently.  Other  problems, 
such  as  interstitial  pneumonia  and  mucositis,  also 
are  common. 

It  is  because  of  these  complications  and  others 
which  require  intensive  supportive  care,  that  we 
recommend  this  approach  only  for  patients  whose 
malignant  disease  responds  well  to  chemoradiother- 
apy and  whose  general  condition  is  such  that  they 
can  tolerate  such  an  intensive  method  of  therapy. 
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Future  Perspectives 

More  experience  with  this  technique  is  required 
to  determine  its  ultimate  role  in  cancer  treatment.  It 
provides  an  excellent  model  to  evaluate  the  effects 
of  high  dose  therapy  on  resistant  tumors  and  the 
bone  marrow  itself.  Presently  several  commonly 
used  cytotoxic  agents,  like  mitomycin  C,  carmus- 
tine,  nitrogen  mustard,  and  melphalan,  are  being 
evaluated  for  their  efficacy  at  high-dose  levels. 

At  the  University  of  Virginia  we  also  are  interest- 
ed in  the  effect  of  storage  on  bone  marrow.  Our 
preliminary  studies  show  that  we  can  improve  he- 
mopoietic stem  cell  recovery  by  altering  freezing 
conditions.  This  would  enable  us  to  administer 
several  pulses  of  high-dose  chemoradiotherapy  and 
potentially  increase  the  efficacy  of  treatment  of 
various  cancers. 

In  summary,  we  are  beginning  to  use  autologous 
bone  marrow  transplantation  techniques  in  the 
treatment  of  hematological  and  neoplastic  disor- 
ders. Advancements  in  chemotherapy  and  cryopre- 
servation  techniques  form  a basis  for  further  appli- 
cations of  this  approach. 
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TRENDS  COMMENT 


The  technique  of  autologous  bone  marrow  trans- 
plantation represents  a new  area  with  potential  for 
assisting  in  the  management  of  cancer  patients  and 
for  research.  Doses  of  chemotherapeutic  agents 
and,  by  inference,  their  effectiveness,  are  often 
limited  by  the  severity  of  secondary  myelosuppres- 


sion.  This  limitation  may  be  overcome  by  the 
infusion  of  cryopreserved  autologous  marrow, 
which  then  serves  as  a rescue  from  otherwise  lethal 
toxicity  resulting  from  very  high  doses  of  cytotoxic 
agents  and/or  total  body  irradiation.  In  the  strict 
sense,  this  technique  is  not  a true  marrow  trans- 
plantation, although  the  procedures  of  collection, 
preservation  and  administration  are  the  same  as 
those  used  for  syngeneic  or  allogeneic  transplants. 
One  need  not  worry  about  graft- vs-host  disease, 
rejection  of  infused  marrow  or  the  availability  of  a 
donor,  but  other  difficulties  do  exist  and  make  the 
procedure  desirable  in  only  a limited  number  of 
patients. 

Profound  aplasia  following  the  preparative  regi- 
men means  that  the  granulocytopenic,  immunosup- 
pressed  patient  is  at  risk  of  a wide  variety  of 
complications,  of  which  cytomegalovirus  infection 
and  interstitial  pneumonitis  are  most  common.  Ap- 
propriate isolation  procedures,  as  well  as  aggressive 
bacterial,  viral  and  fungal  surveillance,  help  im- 
prove the  patient’s  chances.  Intensive  blood  bank 
support  and  maintenance  of  nutrition  through  hy- 
peralimentation are  additional  essentials  in  the 
proper  care  of  the  marrow  transplant  patient. 

Given  the  expense,  time  and  effort  required  for 
autologous  transplantation,  the  proper  selection  of 
suitable  patients  is  a difficult  task.  Dr.  Niskanen  et 
al  point  out  that  patients  must  be  in  good  condition, 
despite  their  primary  disease  and  previous  therapy, 
in  order  to  withstand  the  rigors  of  transplantation. 
Of  perhaps  equal  concern  in  patient  selection  is  the 
nature  of  the  primary  malignancy.  There  is  at 
present  limited  data  demonstrating  the  effectiveness 
of  high-dose  chemoradiotherapy  in  long-term  con- 
trol of  solid  tumors  and,  after  all,  the  success  of  an 
autologous  marrow  rescue  program  is  measured 
ultimately  by  its  ability  to  improve  patient  survival. 
The  preparative  regimen  must  be  able  to  eradicate 
residual  tumor  cells,  and  in  many  instances  the 
cryopreserved  marrow  must  be  purged  of  tumor 
cells  in  order  better  to  insure  success  in  disease 
control.  Much  work  is  yet  to  be  done  in  these  areas. 

Autologous  bone  marrow  transplantation  is  an- 
other procedure  with  potential  for  helping  in  man- 
agement of  cancer  patients.  It  is  not,  however,  a 
procedure  for  every  cancer  patient.  Dr.  Niskanen 
and  his  colleagues  are  to  be  congratulated  for  the 
progress  they  are  making  in  this  area. 

Edward  C.  Russell,  MD 

Department  of  Pediatrics 

Division  of  Hematology/Oncology 

Medical  College  of  Virginia,  Richmond  VA  23298 
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Point  of  View 


Crucial  Partnership: 
Biomedical  Scientists  and  Congress 

Harold  J.  Fallon,  MD,  Richmond,  Virginia 


As  physicians,  we  have  a special  responsibility 
l to  advise  both  the  public  and  the  government 
on  the  merits,  deficiencies  and  future  needs  of  the 
federal  biomedical  research  enterprise.  What  we 
have  all  come  to  expect,  namely,  rapid  improve- 
ments in  disease  prevention  and  treatment,  has 
been  neither  accidential  nor  providential.  It  is  the 
result  of  a long-term  partnership  between  medical 
scientists  and  the  Congress,  with  the  enlightened 
support  of  a succession  of  national  administrations 
of  both  political  parties.  The  current  administration 
in  Washington  is  thought  to  be  strongly  supportive 
of  medical  research,  although  research  will  certain- 
ly suffer  under  proposed  budget  reductions. 

Thomas  Bliley,  congressman  from  Richmond, 
recently  organized  a day-long  program  on  health 
care  issues.  One  of  the  discussion  groups  was 
concerned  with  biomedical  research,  and  its  report 
to  the  congressman  included  both  a rationale  for 
continuing  strong  federal  effort  in  this  area  and 
some  specific  proposals  for  his  consideration;  the 
positions  did  not  necessarily  represent  those  of  Mr. 
Bliley. 

Research  in  health  care  has  been  highly  cost 
effective.  Research  into  the  basic  mechanisms  of 
disease  may  lead  to  prevention  and  cure,  the  only 
effective  means  of  reducing  health  care  costs.  The 
so-called  “halfway  technologies,”  for  example, 
chronic  renal  dialysis,  coronary  bypass  surgery, 
organ  transplantation,  hyperalimentation,  etc.,  are 

Address  correspondence  to  the  author  at  Box  663, 
MCV  Station,  Richmond  VA  23298. 


extremely  expensive.  Although  they  prolong  life 
and  in  many  cases  dramatically  improve  the  quality 
of  life,  they  rarely  cure  disease  and  they  entail 
continuing  medical  costs.  Only  by  prevention  or 
outright  cure  can  we  reduce  these  expenditures. 

Biomedical  research  has  a good  record  of  accom- 
plishment in  reducing  health  costs.  Perhaps  the 
most  commonly  recognized  example  is  that  of  po- 
liomyelitis. In  recent  years  cures  have  occurred  in 
childhood  leukemia  and  occasionally  in  adult  leuke- 
mia; there  has  been  a decrease  in  mortality  from 
coronary  artery  disease  and  hypertension;  and 
shortly,  there  should  be  a means  to  prevent  one  of 
the  major  causes  of  hepatitis.  There  are  many  other 
dramatic  advances  of  recent  years  which  demon- 
strate the  effectiveness  of  research  in  reducing 
overall  expenditures  and  loss  of  productivity. 

It  is  clear  that  important  breakthroughs  will  not 
occur  in  the  absence  of  research.  If  we  fail  to 
advance  knowledge,  a continued  escalation  of 
health  care  costs  is  inevitable. 

The  federal  government  is  the  only  significant 
source  for  support  of  biomedical  research.  Medical 
research  is  a significant  industry  in  Virginia.  For 
example,  most  of  the  more  than  $30  million  in 
yearly  research  funds  at  Virginia  Commonwealth 
University  are  devoted  to  the  area  of  biomedical 
research.  There  is  a strong  biomedical  research 
effort  at  the  University  of  Virginia  and  an  enlarging 
program  at  Eastern  Virginia  Medical  School  as 
well.  The  federal  government,  largely  through  the 
National  Institutes  of  Health,  has  supported  about 
85%  of  the  research  conducted  in  this  country. 
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There  is  a remarkable  interdependence  of  scien- 
tific investigation.  Many  of  the  findings  of  biomedi- 
cal research  are  also  applicable  in  other  fields. 
Examples  include  environmental  control,  aero- 
space research,  energy  research,  agriculture  and 
defense.  In  return,  research  in  engineering,  chemis- 
try and  physics  has  real  application  to  medicine. 
For  this  reason,  federal  expenditures  for  biomedical 
research  can  have  important  impact  on  federal  and 
private  research  efforts  beyond  the  health  care  field 
itself.  A recent  example  is  the  application  of  genetic 
research  to  reduce  forms  of  pollution  and  to  lower 
the  cost  of  many  chemical  compounds. 

Biomedical  research  is  important  to  the  interna- 
tional prestige  of  the  United  States.  The  United 
States  has  been  a leader  in  biomedical  research 
since  the  1950s,  when  support  for  the  National 
Institutes  of  Health  markedly  increased  under  the 
Eisenhower  administration.  In  the  past  20  years  the 
United  States  has  been  preeminent  in  this  field,  but 
during  the  past  decade  Germany,  Japan  and  the 
USSR  have  increased  their  biomedical  research  and 
are  rapidly  overtaking  the  lead  established  by  the 
United  States.  Our  stature  as  an  international  pow- 
er demands  that  we  continue  in  the  forefront  of 
efforts  in  science  in  general  and  especially  in  bio- 
medical science. 

Biomedical  research  programs  in  the  United 
States  are  pluralistic  and  based  on  the  concept  of 
individual  enterprise.  Funds  are  generally  allocated 
on  the  basis  of  peer  review  of  individual  research 
grants.  This  system  has  been  extremely  efficient 
and  equitable.  Since  research  findings  are  often 
unpredictable  and  unsolicited,  it  is  critical  that  we 
continue  to  support  bright,  young  researchers  who 
are  following  their  own  ideas  and  leads.  Currently, 
investigators  compete  for  the  limited  research  funds 
available;  this  ensures  that  only  those  with  the  best 
ideas  and  training  are  supported  at  taxpaper  ex- 
pense. 

The  cost  of  administration  of  federal  research  is 
relatively  low.  Members  of  the  biomedical  research 
community  have  themselves  donated  much  time 
and  effort  in  the  management  of  the  program.  This 
non-federal  support  has  significantly  reduced  the 
overhead  cost  at  the  National  Institutes  of  Health 
and  in  the  research  programs  of  the  Veterans  Ad- 
ministration. This  kind  of  cost-sharing  is  important 
in  maintaining  maximum  efficiency  in  the  utilization 
of  research  funds. 

The  production  of  new  medical  research  man- 
power in  the  future  requires  continued  federal  sup- 
port for  research  training.  There  is  a long,  expen- 
sive training  period  necessary  to  develop  basic  and 


clinical  investigators.  The  federal  government  must 
provide  a measure  of  support  for  the  development 
of  biomedical  research  manpower  to  meet  the  con- 
tinuing needs  of  the  future. 

Based  on  these  observations,  the  following  rec- 
ommendations about  the  support  of  biomedical 
research  can  be  made. 

• Stable  support  for  biomedical  research  at  the 
National  Institutes  of  Health,  the  Veterans  Admin- 
istration and  other  federal  agencies  is  essential. 

Research  cannot  be  efficiently  “turned  on  and 
off’  abruptly.  It  takes  many  years  to  train  person- 
nel and  to  organize  an  excellent  research  program. 
If  the  idea  is  sound  and  the  investigators  are  well- 
trained,  support  should  be  continued  for  such  proj- 
ects until  a resolution  is  obtained. 

Current  budget  requests  will  substantially  reduce 
funds  below  the  1980  appropriations  when  consid- 
ered in  terms  of  constant  dollars.  A net  decline  of  8- 
10%  would  occur  after  consideration  of  inflation. 

Proposed  budgets  for  future  years  show  only  a 
small  rise  from  the  substantially  reduced  base  in 
1981 . Hence  the  proposed  future  budget  will  fall  still 
further  behind  because  of  inflation.  It  is  critical  that 
budgets  be  maintained  at  a constant  dollar  level. 
This  would  mean  an  increase  in  the  National  Insti- 
tutes of  Health  and  Veterans  Administration  re- 
search budgets  in  1982. 

• It  is  essential  to  improve  the  supply  of  medical 
research  manpower  in  certain  critical  shortage  ar- 
eas. 

The  supply  of  physician  investigators  has  been 
decreasing  rapidly  in  the  last  five  years  and  fewer 
graduates  are  choosing  research  careers.  It  is  esti- 
mated that  we  are  producing  only  50%  of  the 
required  number  of  new  investigators  each  year. 
Although  the  federal  government  alone  cannot  re- 
verse this,  it  should  play  a role,  in  concert  with  the 
universities  and  various  medical  societies. 

• Regulatory  constraints  in  biomedical  research 
should  be  reduced  to  a minimum. 

Currently,  the  regulations  in  DNA  research,  em- 
ployment, effort  accounting  and  other  areas  are 
extremely  complex  and  could  be  made  more  effi- 
cient. Full  accountability  is  necessary  for  all  re- 
search efforts,  but  “over-regulation”  is  an  unneces- 
sary expense. 

The  uniquely  American  system  of  biomedical 
research  support  is  strongly  endorsed  by  the  scien- 
tific community.  It  allows  fair  and  equitable  distri- 
bution of  funds  and  has  been  most  efficient  in 
encouraging  new  ideas.  The  major  effort  should 
continue  to  be  support  investigator-initiated,  peer- 
reviewed  research  projects. 
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These  are  abstracts  of  papers  to  be  presented  at  the  1982  regional  meeting  of  the  Virginia  Chapter, 
American  College  of  Physicians,  in  conjunction  with  the  Virginia  Society  of  Internal  Medicine,  on  February 
26—28  in  Arlington.  Dr.  Donald  M.  Poretz  is  chairman. 


The  Treatment  of  Advanced  Ovarian  Cancer  Patients 
with  Hexamethylmelamine,  Cytoxan  and  5-FU.  Juan 
G.  Posada,  Jr.,  MD,  Falls  Church;  Adolfo  Marantz, 
MD,  Buenos  Aires,  Argentine;  Frederic  P.  Smith, 
MD,  and  Phil  S.  Schein,  MD,  Washington  DC. 

Ovarian  cancer  (OC)  is  the  fourth  most  common 
cause  of  death  in  women  and  the  most  frequent 
cause  of  fatal  gynecological  malignancies.  OC  has 
proven  to  be  solid  tumor  responsive  to  chemothera- 
py. At  the  Lombardi  Cancer  Center  in  Washington, 
DC,  51  pts.  with  histologic  proof  of  OC  were  treated 
with  a combination  regimen.  The  regimen  and 
schedule  was  as  follows:  HMM  150  mg/m2  PO  D 1- 
14.  Cyclophosphamide  100mg/m2  PO  D 1-14  and  5- 
FU  600  mg/m2  D 1-8.  Fifty-one  pts.  with  stages  III, 
IV  (FIGO  classification)  were  treated.  Median  age 
pts.  was  56.  Of  29  pts.  with  measurable  disease 
(MD),  all  but  1 pt.  had  < 2 CM  residual  disease. 
Three  of  this  group  obtained  a clinical  complete 
response  (CR)  lasting  12,24,28  mos.,  12  had  a 
partial  response  (PR)  with  a median  duration  of 
response  of  5 mos.  (range  3-12)  for  an  overall 
response  rate  of  52%.  The  3 CR  had  a median 
survival  (MS)  of  30+ . For  the  PR,  the  MS  was  12.6 
mos.  (P  = 0.017).  There  were  22  pts.  without  MD, 
11  had  < 2 CM  residual  disease.  Median  time  of 
progression  in  this  group  is  an  excess  of  12  mos.  MS 
is  in  excess  of  18  mos.  and  12  pts.  remain  disease- 
free  for  a median  of  17  mos. 

We  conclude  that  hexamethylmelamine  is  an 
effective  combination  in  the  treatment  of  advanced 
OC  (52%  response  with  MD).  Toxicity  was  mild  and 
the  regimen  was  well  tolerated.  Patients  with  mini- 
mal residual  disease  represent  a better  prognostic 
group  with  MS  in  excess  of  18  mos. 

“Benign”  Endobronchial  Lesions.  E.  H.  Derring, 
Jr.,  MD,  Charles  J.  Donlan,  Jr.,  MD,  and  Steven  H. 
Kaufman,  MD,  Norfolk. 

Bronchogenic  carcinoma  is  certainly  the  most 
frequent  endobronchial  lesion  encountered  in  adults 
today.  However,  there  are  a number  of  “benign” 
endobronchial  abnormalities  which  frequently  can 


mimic  endobronchial  carcinoma  in  its  clinical  pre- 
sentation. Our  experience  with  these  lesions  is 
presented  and  the  appropriate  literature  is  re- 
viewed. Bronchial  carcinoid,  squamous  papilloma, 
and  broncholithiasis,  as  well  as  other  examples,  are 
included.  Fiberoptic  bronchoscopy  is  frequently  the 
most  useful  initial  diagnostic  maneuver. 

Leaving  a Medical  Service  Against  Medical  Advice. 
Kurt  Link,  MD,  Charles  E.  Brody,  MPH,  and  Jade 
Chan,  PA,  Richmond. 

During  the  second  half  of  1979,  69  patients  signed 
out  against  medical  advice  (AMA)  from  the  medical 
service  of  the  Medical  College  of  Virginia  Hospi- 
tals. This  represented  3%  of  medical  service  dis- 
charges. 57  (83%)  of  these  patients  were  successful- 
ly followed  up  between  8 mos.  and  2 yrs.  post- 
discharge. Of  this  group  8 (14.5%)  died,  all  deaths 
occurring  within  one  year  of  discharge.  23  (30%)  of 
the  total  group  were  admitted  with  chest  pain 
known  or  suspected  to  be  due  to  heart  disease,  or 
arrythmia.  16  (70%)  of  this  group  were  followed  up; 
there  were  3 deaths  (19%).  11  (16%)  of  the  total 
group  were  were  admitted  with  COPD,  asthma  or 
pneumonia.  All  were  followed  up;  there  were  4 
deaths  (36%).  20  (29%)  of  the  total  group  had  a 
major  diagnosis  of  alcoholism  or  alcohol  related 
disease.  18  (90%)  were  followed  up;  one  died  (5.5%). 

The  group  that  died  did  not  differ  significantly 
from  the  total  group  with  respect  to  length  of  stay 
(4.3  days  average)  or  age  (54.8  yrs  over  age)  or  sex 
(73%  male).  Of  the  total  AMA  group  66%  returned 
to  this  hospital  for  further  medical  care.  Seven  of 
the  eight  known  deaths  occurred  in  this  hospital. 

We  conclude  that  patients  who  sign  out  AMA 
from  a medical  service  are  often  seriously  ill,  with 
high  6 and  12  month  fatality  rates.  They  sign  out 
during  the  first  week  in  hospital.  Patients  with  heart 
disease,  pulmonary  disease  or  alcoholism  are  likely 
to  sign  out  AMA.  Most  of  these  patients  return  for 
followup  care.  If  AMA  discharge  cannot  be  antici- 
pated and  prevented,  efforts  should  be  made  to 
encourage  continuity  of  care  after  discharge. 
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Intracoronary  Thrombolysis  in  Acute  Transmural 
Myocardial  Infarction.  Michael  J.  Cowley,  MD, 
Andrea  Hastillo,  MD,  and  George  W.  Vetrovec, 
MD,  Richmond. 

Transmural  myocardial  infarction  (TMI)  is  asso- 
ciated with  acute  coronary  thrombosis  and  experi- 
mental studies  indicate  early  reperfusion  may  limit 
myocardial  injury.  We  have  thus  performed  intra- 
coronary thrombolysis  (IT)  with  streptokinase  (SK) 
or  urokinase  (UK)  in  16  patients  (pts)  with  TMI  (1 1 
inferinor,  5 anterior)  6 ± 1 hrs  after  symptom  onset. 
Coronary  angiography  showed  total  occlusion  (13 
pts)  or  subtotal  occlusion  (3  pts)  of  the  infarct- 
related  vessel  and  no  response  to  intracoronary  (IC) 
nitroglycerin.  Vessel  patency  was  restored  or  im- 
proved in  13/16  pts  (81%):  in  12/15  with  SK  and  1/1 
with  UK.  Mean  total  dose  of  IC  SK  was  150,000  ± 

15.000  IU  with  patency  of  total  occlusion  initially 
restored  at  69,000  ± 13,000  IU  SK.  Patency  with 
UK  was  restored  at  85,000  U with  total  dose  of 

300.000  U given.  LV  ejection  fraction  (EF)  at 
restudy  13  ± 1 days  after  IT  increased  from  42  ± 
3%  before  to  51  ± 4%  after  successful  IT  (p  < 0.01) 
and  akinetic  segment  length  decreased  from  17  ± 4 
cm  to  6 ± 3 cm,  p < 0.02.  In  pts  with  unsuccessful 
IT,  LVEF  decreased  from  45  ± 8%  to  30  ± 6%. 
Comparison  of  LVEF  changes  for  successful  and 
unsuccessful  IT  showed  highly  significant  differ- 
ences (p  < 0.001).  Systemic  fibrinolysis  occurred  in 
12/15  SK  pts  (80%)  at  a mean  SK  dose  of  1 13,000  ± 

15.000  IU.  Despite  anticoagulation,  reocclusion  oc- 
curred in  3/13  pts  (23%)  but  without  reinfarction. 
No  major  bleeding  complications  were  encoun- 
tered. 

Thus,  IT  can  be  successfully  achieved  in  a high 
percentage  of  pts  with  evolving  TMI,  successful  IT 
is  associated  with  significant  improvement  in  LV 
function,  systemic  fibrinolysis  occurs  in  most  pts 
despite  low  total  doses  of  SK,  and  reocclusion  may 
occur  in  more  than  20%  of  pts  despite  continued 
anticoagulation. 

Severe  Metabolic  Alkalosis:  Presentation,  Therapy 
and  Outcome  in  10  Patients.  Donna  M.  Craig,  MD, 
Joel  R.  Brunt,  MD,  and  Galen  L.  Barbour,  MD. 
Hampton. 

The  most  common  derangement  in  acid-base  me- 
tabolism observed  in  51%  of  3270  patients  with 
acid-base  disorders  in  a recently  reported  retro- 
spective analysis  was  metabolic  alkalosis.  Within 
the  past  6 months,  severe  metabolic  alkalosis  has 
been  the  specific  reason  for  intitiating  consultation 
at  the  Hampton  VA  Center  in  10  patients,  7 of 
whom  had  a plasma  pH  > 7.54  and/or  a serum  total 


carbon  dioxide  (tC02)  > 35  mM/L.  Consistent  with 
previous  literature,  the  most  common  etiologies  of 
alkalosis  were  gastrointestinal  hydrogen  ion  losses 
and  diuretic  administration.  In  the  3 patients  with 
less  severe  alkalosis  (plasma  pH  > 7.50  but  < 7.54 
and/or  serum  tC02  > 30  but  < 35  mM/L),  the 
disorder  was  seen  in  association  with  carbohydrate 
refeeding,  Bartter’s  syndrome,  and  the  hypercalce- 
mia of  a non-parathyroid  neoplasm.  All  patients 
exhibited  improvement  in  their  acid-base  derange- 
ment in  response  to  normalization  of  volume  status; 
although  one  patient  required  potassium  (K+)  re- 
placement in  excess  of  2000  mEq,  and  another 
required  0.1  N hydrochloric  acid  infusion  with 
concurrent  massive  K+  and  magnesium  replace- 
ment to  effect  correction.  The  mortality  reported  in 
association  with  severe  metabolic  alkalosis  is  45% 
for  a pH  between  7.54-7.59,  65%  between  7.60-7.64, 
and  85%  above  7.65.  Each  of  the  patients  in  the 
small  series  reported  here  were  diagnosed  early  and 
vigorously  treated,  and  achieved  full  recovery,  with 
the  exception  of  the  patient  with  hypercalcemia  due 
to  a lung  carcinoma  who  succumbed  at  a time  when 
the  alkalosis  had  been  corrected.  We  conclude  that 
early  recognition  of  the  clinical  settings  for  metabol- 
ic alkalosis,  its  prompt  diagnosis,  followed  by  an 
aggressive  approach  to  normalization  of  volume 
status  and  electrolyte  balance,  may  be  associated 
with  an  improved  outcome. 

Hypertensive  Patient  Compliance  in  a Private  Clinic. 

Michael  Moore,  MD,  Jack  Hall,  MD,  and  James 
Starling,  MD,  Danville. 

Non-compliance  is  a major  problem  in  the  treat- 
ment of  hypertension.  The  majority  of  hyperten- 
sives are  treated  in  private  clinics. 

A retrospective  chart  analysis  was  done  on  all 
patients  with  essential  hypertension  who  had  been 
treated  for  6 months.  An  efficient  clinic  model  was 
employed  that  utilized  step-care  treatment.  Compli- 
ant patients  (CP)  were  those  with  goal  blood  pres- 
sure (GBP)  who  had  not  missed  > 1 followup  visit. 
GBP  was  130/80  < for  30  yrs;  160/90  for  31-60  yrs; 
180/95  for  61  yrs.  224  patients,  predominantely 
white,  (68%)  males  (36%)  and  females  (32%),  were 
included  in  the  study.  Of  these,  182  (82%)  were  CP, 
29  (13%)  were  NC,  and  14  (6%)  were  DOs.  These  by 
age  are  as  follows. 


Age  Groups 

o 

C^l 

VI 

31-60 

>61 

Number  (#) 

19 

147 

58 

Pretreatment  BP 

164/107 

172/109 

109/109 

6-month  BP 

124/83 

138/87 

151/85 

# Compliant 

10(53%) 

117(80%) 

54(93%) 

# Non-compliant 

6(31%) 

20(13%) 

3(5%) 

# Drop-outs 

3(16%) 

10(7%) 

1(2%) 

VOLUME  109 


VIRGINIA  MEDICAL/FEBRUARY  1982 


113 


LEWIS-GALE 

1002  BRAEBURN  DRIVE. 

TELEPHONE 


CLINIC,  INC. 

SALEM,  VIRGINIA  24153 
(703)  774-9241 


Anesthesiology 

Leigh  0 Atkinson,  M D 
George  P Baron,  M D 
Daniel  C Summerlin,  Jr. , M D 

Dermatology 

Gary  P Gross.  M D 

Emergency  and 
Industrial  Department 

E Wilson  Watts.  M D 
Beniamin  N Jones,  M D 
John  S Jeremiah,  M D 
John  M Garvin,  M D 
Robert  O McGuffm,  M D 
Darrell  F Powledge,  M D 

Family  Practice 

Allen  M Clague,  M D 
Keith  C Edmunds,  M D 
William  C Crow,  Jr  , M D 
Preston  H Edwards,  M D 
Samuel  N Smith,  M D 
Howard  M Lebow,  M D 
Wilson  H Coulter,  M D 
John  F Daugherty,  M D 
Lewis  B Rock,  III,  MD 


General  Surgery 

W Langley  Sibley,  Sr. , MD 
Emeritus 

William  R Whitman,  Jr  , M D 
Emeritus 

William  L Sibley,  III,  M D 
George  R Shumate,  M D 
A Reif  Kessler,  M D 

Hematology  and  Oncology 

J Milton  Miller,  M D 
John  C Morrison,  Jr  , M D 

Internal  Medicine 

Robert  F Bondurant,  M D 
Frank  Alton  Wade,  M D 
George  H Wall,  M D 
J Milton  Miller,  M D 
David  S Miller,  II,  M D 
Michael  J Moore,  M D 
William  M Blaylock,  M D 
James  A Witten,  M D 
E Blackford  Noland,  Jr  , M D 
Myron  S Levey,  M D 
Jacob  P Neathawk,  Jr  , M D 
John  C Morrison,  Jr.,  M D 
Douglas  D Blevins,  M D 


Cardiology 

David  S Miller  II,  M D 
Jacob  P Neathawk,  Jr  , M D 

Obstetrics  and  Gynecology 

Garrett  G Gooch,  III,  MD 
Carl  B.  Harms,  MD 
James  A.  Kelly,  MD 

Orthopaedic  Surgery 

Richard  H Fisher,  M D 
Alonzo  H Myers,  Jr  , M D 
S Curtiss  Mull,  M D 
Bertram  Spetzler,  M D 

Arthritis  and  Rheumatology 

William  M Blaylock,  M D 

Gastroenterology 

George  H Wall.  M D 

Infectious  Diseases 

Douglas  D Blevins,  M D 

Otolaryngology 

J Bruce  Hagadorn,  M D 

Pulmonary  Disease 

James  A Witten,  M D 


Pediatrics 

Thomas  J Humphries,  M D 
John  T Walke,  M D 
F Joseph  Duck  wall.  M D 
William  J Kagey,  M D 
Luthur  A Beazley,  III.  M D 
Conrad  V Wynne,  Jr.,  M D 

Plastic  and  Reconstructive  Surgery 

Warren  L Moorman,  M D 
Robert  F Roth,  M D 

Radiology  and  Nuclear  Medicine 

Carl  M Russell,  M D 
Donald  W Spicer,  M D 
Clyde  F Lloyd,  M D 
William  A Cassada,  Jr  . M D 
J William  Barnard,  M D 
James  A Walsh,  M D 

Thoracic  and  Vascular  Surgery 

William  L Sibley.  Ill,  M D 
George  R Shumate,  M D 
A Reif  Kessler,  M D 

Urology 

Thomas  S R Ward,  M.D 
Jeffrey  S Jones.  M D 


Satellite  Clinics  in  Fincastle,  Poages  Mill,  West  Salem,  Peters  Creek  Road  and  New  Castle  For  information  Darrell  D Whitt,  Administrator 
Accredited  by  the  Accreditation  Council  for  Ambulatory  Health  Care 
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•Stress  and  ambulatory 

electrocardiography 
•Vectorcardiography 
•Echocardiography 
•Pulmonary  function  studies 
•Cardiac  rehabilitation 
•Cardiac  catheterization 
• Cardiac  nuclear  medicine 


Charles  L.  Baird,  Jr.,  M.D.,  Director,  205  North  Hamilton  Street,  Richmond,  Virginia  23221 , (804)  359-9265. 
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There  were  no  predominant  patterns  of  race  or 
sex  of  the  NC  and  DO  patients. 

We  conclude  from  these  data  that  the  overall 
compliance  of  hypertensive  patients  is  better  in  this 
private  clinic  than  in  most  previously  reported 
hospital-based  clinics,  and  there  is  an  increase  of 
compliance  with  advancing  age.  However,  these 
data  also  demonstrate  an  alarmingly  high  rate  of  NC 
and  DOs  among  younger  hypertensives,  regardless 
of  race,  similar  to  other  studies. 

The  Internist  in  the  Emergency  Room:  An  Analysis  of 
206  Malpractice  Episodes.  Joseph  J.  Trautlein,  MD, 
Hershey,  Pennsylvania,  and  Jackie  O.  Miller,  RN, 
and  Robert  Lambert,  MD,  Camp  Hill,  Pennsylva- 
nia. 

The  purpose  of  this  study  was  to  analyze  the 
medical,  procedural  and  judgmental  circumstances 
that  generated  206  malpractice  events  in  Pennsylva- 
nia emergency  rooms  from  1977  to  1980.  Out  of 
some  25,850,000  emergency  room  visits,  206  cases 
were  identified  to  a major  insurance  carrier  by  a 
variety  of  mechanisms.  The  206  events  represent, 
according  to  Egberg,  1/35  of  the  actual  prevalence 
of  untoward  events,  suggesting  that  the  true  preva- 
lence may  be  as  high  as  7,000  for  that  time  period. 
The  cases  were  reviewed  to  identify  by  inspection, 
and  when  necessary,  deposition  and  expert  opinion, 
the  elements  of  care  which  resulted  in  litigation. 
The  cases  in  general  demonstrated  that  the  judg- 
mental and  procedural  factors  that  resulted  in  a bad 
outcome  and  litigation  related  not  to  lack  of  knowl- 
edge on  the  part  of  the  performer  but,  for  the  most 
part,  in  failure  to  perform,  cursory  evaluation, 
inadequate  followup,  or  improper  patient  instruc- 
tion. Educational  and  prophylactic  measures  to 
minimize  this  sort  of  event  are  suggested. 

Resuscitation  and  the  Decision  Against.  Joanne 
Lynn,  MD,  Clifton. 

Resuscitation  can  return  a dying  patient  to  life; 
but  not  all  patients  benefit  from  that  achievement. 
Analysis  of  resuscitation  leads  to  a requirement  of  a 
general  policy  favoring  universal  resuscitation  un- 
less countermanded  for  a specific  patient. 

Considerations  justifying  not  resuscitating  a pa- 
tient are  of  only  two  kinds:  the  patient’s  informed 
preference  or  the  patient’s  well-being.  “Informed 
preference’’  includes  the  patient’s  being  given  spe- 
cific information  about  present  status,  future  status 
without  resuscitation,  the  procedure  of  resuscita- 
tion and  its  risks  and  benefits  and  the  dearth  of 
alternate  therapies.  Further,  it  entails  comprehen- 
sion of  the  information,  ability  to  use  and  clarify  it. 


ability  to  project  oneself  into  the  future,  and  ability 
to  communicate  the  preference.  Obviously,  deci- 
sions based  on  patient  preference  require  a suffi- 
ciently competent  patient. 

Decisions  not  to  resuscitate  based  on  the  pa- 
tient’s best  interests  require  some  acceptance  of 
this  contention:  a briefer  life  may  be  more  satisfac- 
tory than  some  forms  of  a longer  life.  They  require 
assessment  of  the  patient’s  values  and  life  goals  and 
the  prospect  of  serving  them  with  or  without  resus- 
citation. 

Policies  regarding  resuscitation  must  provide  for 
patient  autonomy,  institutional  integrity  and  profes- 
sional uncertainity.  Policies  requiring  explictness  of 
orders  and  an  advisory  appeal  mechanism  for  all 
involved  parties  have  worked  best.  Requiring  ex- 
plicit patient  consent  and  terminal  illness  status 
have  been  more  problematic. 

Effort-Independent  Measurement  of  Phrenic  Nerve 
Pacemaker  Output.  Melvin  L.  Oakley,  MD,  Reuben 
H.  McBrayer,  MD,  Roque  F.  Planas,  MD,  Peter  A. 
Koen,  PhD,  Norfolk. 

The  treatment  for  central  sleep  apnea  with  phren- 
ic nerve  stimulation  is  well  accepted.  Because  these 
patients  are  capable  of  spontaneous  ventilation 
when  awake,  it  is  difficult  to  adjust  the  pacemaker 
to  achieve  adequate  minute  ventilation.  Conscious 
reflexes  interfere  with  measurement  of  pacemaker 
stimulated  tidal  volume  (VT).  Multiple  sleep  studies 
with  measurement  of  PaCo2  are  necessary  to  assure 
that  the  pacemaker  is  achieving  adequate  stimula- 
tion. 

Pacemaker  output  was  evaluated  in  a 56  year  old 
man  who  had  a left  phrenic  nerve  pacemaker  insert- 
ed for  treatment  of  central  apnea.  Correct  pacemak- 
er setting  was  determined  by  measuring  VT  and  the 
pressure  generated  at  100  milliseconds  (Pioo)  after 
occlusion  of  his  airway  at  functional  residual  capac- 
ity. This  measurement  is  effort  independent  be- 
cause the  fastest  reflex  arch  takes  approximately 
150  milliseconds.  Multiple  P,0o  measurements  were 
obtained  over  a period  of  days. 

Linear  regression  analysis  of  the  P10o  measure- 
ments indicate  that  pacemaker  output  is  highly 
correlated  (r  = 0.82)  with  the  current  (In)  applied  to 
the  phrenic  nerve  P10o  = 4.8  x In  -8.6;  P^o  in  cm 
of  H20,  In  in  mamp.)  In  addition  there  was  no 
significant  differences  in  slope  within  or  between 
days.  There  was  little  correlation  (r  = 0.45)  between 
pacemaker  output  and  VT  measurements.  Our  re- 
sults show  that  VT  is  not  a reliable  method  of 
measuring  phrenic  pacemaker  output.  P|00  appears 
to  be  a better  way  of  ascessing  phrenic  pacemaker 
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LONG-TERM  CARE: 
FIVE  DECADES 
OF  EXCELLENCE 


The  Windsor 

Accredited  by  JCAH 
3600  Grove  Ave.,  Richmond  VA  23221 
804  353-3881 


Accredited  by  JCAH 

2420  Pemberton  Rd.,  Richmond  VA  23229 
804  747-9200 


Mrs.  Plyler’s 

Residential  Care 

1615  Grove  Ave.,  Richmond  VA  23220 
804  353-3981 


University  Park 


THE  PRATT  CLINIC,  LTD. 

1701  Fall  Hill  Avenue,  Fredericksburg,  Virginia  22401,  (703)  373-5501 
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CARDIOLOGY 

Robert  C.  Wheeler,  M.D. 

Michael  J.  Olichney,  M.D. 

Robert  B.  Vranian,  M.D. 

FAMILY  PRACTICE 

David  L.  Johnson,  M.D. 
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Richard  N.  Thompson,  M.D. 

GYNECOLOGY  & OBSTETRICS 

T.  Stacy  Lloyd,  Jr.,  M.D. 

Donald  R.  Stoker,  M.D. 

Frank  J.  Durcan,  M.D. 

HEMATOLOGY-ONCOLOGY 

LeRoy  J.  Essig,  M.D. 
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Lloyd  F.  Moss,  M.D. 

Michael  J.  Olichney,  M.D. 
Jerry  A.  Trice,  M.D. 

David  B.  Rice,  M.D. 
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John  C.  Spivey,  Jr.,  M.D. 
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NEUROLOGY 
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Raymond  E.  Matson,  M.D. 
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Jerry  A.  Trice,  M.D. 

RHEUMATOLOGY 

William  E.  Byrd,  M.D. 

CLINIC  ADMINISTRATOR 

Thomas  A.  Girton 


116 


VIRGINIA  MEDICAL/FEBRUARY  1982 


VOLUME  109 


function.  Therefore,  this  technique  may  facilitate 
outpatient  followup  of  patients  with  sleep  apnea 
treated  with  a phrenic  nerve  stimulator. 

PPD  Negative  Non-anergic  Tuberculous  Peritonitis. 

Thomas  A.  Alberico,  MD,  Charlottesville. 

A 43-year-old  black  female  housewife,  was  ad- 
mitted to  the  medical  service  for  evaluation  of  renal 
insufficiency.  Past  history  was  significant  for  6 
months  of  diffuse,  intermittant  abdominal  pain,  and 
mild  weight  loss,  exposure  to  tuberculosis  2-3  years 
prior  to  admission,  and  4-5  years  of  poorly  con- 
trolled hypertension.  Remarkable  labs  were  a creat- 
inine of  9.5  mg/dl,  blood  urea  nitrogen  of  96  mg/dl, 
and  a sedimentation  rate  of  146.  Chest  Xray  demon- 
strated neither  pleural  nor  parenchymal  pathology. 
Over  her  6-week  hospitalization,  intermittant  fevers 
(38.5)  were  documented.  She  was  not  anergic,  and 
had  negative  5 and  250  TU  PPD.  Numerous  blood, 
urine,  and  sputum  cultures  were  negative  for  bacte- 
ria, fungus,  or  acid  fast  bacilli  (AFB).  Renal  biopsy 
revealed  diffuse  glomerular  pathology,  consistent 
with  immune  complex  glomerulonephritis.  No  in- 
terstitial nephritis  or  amyloid  deposits  were  noted. 
After  treatment  with  3 grams  of  methyl  predniso- 
lone, she  developed  an  acute  abdomen.  Explor- 
atory laparotomy  revealed  numerous  peritoneal  im- 
plants and  ascites.  Pathology  revealed  caseating 
granulomas,  and  AFB  on  stain.  Ascitic  fluid  grew  M 
Tuberculosis. 

This  patient  shares  many  similarities  with  previ- 
ously documented  reports  of  tuberculous  peritonitis 
(TP).  No  one  diagnostic  sign  characterizes  this 
disease.  Even  in  the  PPD-negative,  non-anergic 
patient,  when  symtoms  of  weight  loss,  fever,  and 
abdominal  pain  are  present,  TP  must  not  be  over- 
looked. Although  the  prevalence  of  tuberculosis  has 
decreased  in  recent  years,  the  physician  should  be 
aware  that  tuberculous  peritonitis  is  an  insidious 
process  which  can  present  without  apparent  tuber- 
culosis elsewhere. 

Esophagitis  Caused  by  Herpes  Simplex  (HSV).  Chris- 
tine L.  Tully,  MD,  A.  Sidney  Barritt  III,  MD, 
Charles  J.  Schleupner,  MD,  Salem. 

HSV  infection  is  a relatively  uncommon  cause  of 
esophagitis.  It  occurs  in  a patient  whose  immune 
system  is  compromised  by  malignancy  or  treatment 
thereof.  We  report  the  case  of  a man  with  docu- 
mented HSV  esophagitis  and  altered  immunity 
without  an  apparent  underlying  cause.  He  present- 
ed with  pharyngitis  and  odynophagia  for  two 
weeks.  Ten  months  prior  to  admission  he  had  a 
cervical  herpes  zoster  infection.  Examination  dem- 


onstrated white  plaques  on  the  oral  mucosa.  Eso- 
phagoscopy  revealed  punctate  erythematous  le- 
sions scattered  throughout  the  esophagus;  culture 
of  esophageal  brushings  was  positive  for  HSV. 
Biopsy  found  no  other  cuase  for  his  symptoms. 
Immunologic  evaluation  revealed  cutaneous  an- 
ergy,  decreased  serum  IgG  and  depressed  in  vitro 
lymphocyte  responses  to  mitogens  and  antigens. 
The  patient’s  esophagitis  has  resolved  with  symp- 
tomatic treatment  alone  and  he  remains  well.  This 
case  emphasizes  the  need  to  consider  HSV  among 
the  differential  etiologies  of  esophagitis  and  high- 
lights the  subtle  immunologic  abnormalities  which 
may  accompany  this  disease  in  the  apparently  nor- 
mal host.  The  need  for  a careful  evaluation  for 
occult  malignancy  in  such  cases  is  also  stressed. 

Atrial  Septal  Defect:  An  unusual  case  with  two 
separate  defects.  Mikel  D.  Smith,  MD,  Pramod  K. 
Mohanty,  MD,  Kay  Craddock,  CT,  Zubair  ul  Has- 
san,  MD,  Richmond. 

The  purpose  of  this  report  is  to  present  the 
clinical,  echocardiographic  (echo),  hemodynamic, 
and  surgical  findings  of  a patient  with  two  separate 
defects  of  the  atrial  septum.  Separate  defects  at 
more  than  one  site  are  rare. 

A 51 -year-old  man  known  to  have  a heart  murmur 
since  age  19  presented  with  symptoms  of  increasing 
exertional  dyspnea  and  an  episode  of  syncope. 
Physical  examination  revealed  a blood  pressure  of 
150/80  mmHg,  a grade  2/6  systolic  ejection  murmur 
over  pulmonic  area  and  persistent  splitting  of  S2 
with  an  accentuated  pulmonic  component.  The 
electrocardiogram  showed  regular  sinus  rhythm, 
left  axis  deviation  and  right  bundle-branch  block. 
Chest  Xray  was  consistent  with  increased  pulmo- 
nary blood  flow  showing  large  hilar  vessels.  M- 
mode  echo  revealed  right  ventricular  dilatation 
(48mm)  and  paradoxical  septal  motion;  2-D  echo 
with  contrast  study  confirmed  ostium  primum  de- 
fect and  suggested  the  presence  of  an  additional 
secundum  defect.  At  cardiac  catheterization,  right 
heart  pressures  were  moderately  elevated.  The  pul- 
monary to  system  flow  ratio  (QP/QS)  was  3.4  : 1. 
Left  ventricular  cineangiogram  was  characteristic 
of  a primum  type  defect  without  mitral  regurgita- 
tion. At  surgery,  a large  primum  defect  with  incom- 
plete cleft  of  the  anterior  mitral  leaflet  and  a smaller 
defect  at  secundum  site  was  found.  Successful 
closure  of  the  defects  was  accomplished. 

This  case  illustrates  that  2-D  Echo  with  multiple 
views  not  ony  can  define  the  morphologic  type  of 
the  atrial  septal  defect  but  also  is  capable  of  identi- 
fying multiple  defects. 
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THE  HARD  PAR! 

COmES  AFTER  THE  DETOX 

Our  nationally  recognized  Alcoholism  Treatment  Program  at 
The  Arlington  Hospital  is  fully  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  We  are  successful  because  we  offer  a total 
treatment  program,  including: 

• 21-28  day  inpatient  treatment  including  detoxification 

• Separate  adolescent  program  for  patients  ages  13-18 

• Professional  counseling  staff 

• Primary  nursing  care 

• 1 5-week  aftercare  group  treatment 

• One-year  aftercare  follow-up 


For  an  informative  brochure  and  rate  information,  call  or  write: 


Alcoholism  Treatment  Program 
The  Arlington  Hospital 

1701  North  George  Mason  Drive 
Arlington,  Virginia  22205 
703/558-6536 


Charles  G.  Smith,  M.D. 
Medical  Director 
Morris  A.  Hill,  M.H.S. 
Program  Director 


The  Arlington  Hospital  is  a 350-bed  nonprofit  institution,  extending  a 
commitment  in  community  health  care. 


McGuire  Clinic, 

7702  Parham  Road,  Richmond,  Virginia  23229 
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Severe  Metabolic  Complications  in  a Cross  Country 
Runner  with  Sickle  Cell  Trait.  Kathy  J.  Helzlsouer, 
MD,  Kevin  Wilson,  MD,  Frederick  Hayden,  MD, 
Alan  Rogol,  MD.  Charlottesville. 

A 17-year-old  black  male  cross  country  runner 
with  sickle  cell  trait  collapsed  following  a 5000- 
meter  race.  During  the  race  the  ambient  tempera- 
ture was  16°C  with  a dew  point  of  40.  Loss  of 
consciousness,  bradycardia  with  absence  of  sponta- 
neous respirations  ensued  with  subsequent  rapid 
resuscitation.  On  admission  to  the  hospital  he  had  a 
clinical  picture  consistent  with  marked  rhabdomyo- 
lysis.  Laboratory  values  were  remarkable  for  an 
arterial  blood  pH  of7.1,  serum  calcium  of  6.4  mg/dl, 
potassium  of  5.4  mEq/L,  creatinine  of  2.3  mg/dl, 
blood  urea  nitrogen  of  18  mg/dl,  myoglobinuria,  and 
a prothrombin  time  prolonged  by  4 seconds.  Hemo- 
globin electrophoresis  demonstrated  55%  Hemoglo- 
bin A and  42%  Hemoglobin  S.  During  his  month 
long  hospitalization,  disseminated  intravascular  co- 
agulation, lower  intestinal  hemorrhage,  mental  con- 
fusion, renal  insufficiency,  deep  venous  thrombosis 
and  a peripheral  sensori-motor  neuropathy  oc- 
curred. With  the  exception  of  the  peripheral  neu- 
ropathy, all  of  these  complications  resolved. 

Hypoxia,  vascular  stasis,  acidosis  and  hyperto- 
nicity are  factors  that  may  precipitate  a sickling 
crisis  in  patients  with  sickle  cell  disease.  These 
factors  have  also  been  implicated  in  the  initiation  of 
sickle  cell  crisis  in  patients  with  sickle  cell  trait.  The 
present  patient  has  some  similarities  to  case  reports 
in  which  a sickling  crisis  was  thought  to  be  the 
underlying  pathology.  Although  sickle  cell  trait 
should  not  preclude  participation  in  sports  and 
activities  requiring  strenuous  exertion,  the  optimum 
care  of  these  patients  should  be  aimed  at  prevention 
of  conditions  which  may  predispose  them  to  a 
sickling  crisis. 

Ascites  Resulting  from  a Superior  Mesenteric  Arteri- 
venous  Fistula:  Report  of  the  First  Case.  M.  L. 
Schubert,  MD,  H.  J.  Fallon,  MD,  Richmond. 

Since  1960,  98  cases  of  extrahepatic  fistulae  be- 
tween the  portal  vein  and  hepatic,  splenic,  or  mes- 
enteric arteries  have  been  described.  72%  (49/68)  of 
the  hepatic  and  splenic  artery  fistulas  had  portal 
hypertension  usually  manifest  as  splenomegaly  and 
esophageal  varices;  24%  (16/68)  had  ascites  despite 
normal  liver  histology  and  normal  serum  albumin. 
In  the  same  period,  30  cases  of  superior  mesenteric 
artery-superior  mesenteric  vein  fistulae  were  re- 
ported, 14  following  a previous  operative  procedure 
and  16  occurring  after  trauma,  none  of  which  had 
ascites.  We  report  here  the  first  case  of  ascites  in  a 


patient  with  a superior  mesenteric  artery-superior 
mesenteric  vein  fistula  and  normal  liver  function 
and  biopsy.  The  diagnosis  was  suspected  from  the 
presence  of  an  abdominal  bruit  and  confirmed  by 
ultrasonography.  The  ascites  disappeared  after  sur- 
gical correction  of  the  fistula.  Portal  hypertension 
as  a result  of  a large  systemic-portal  arteriovenous 
fistula  most  likely  explains  the  ascites  in  our  case. 
We  conclude  that  the  presence  of  ascites  in  combi- 
nation with  a history  of  abdominal  trauma  and  an 
abdominal  bruit  should  lead  to  a search  for  an 
arteriovenous  fisula  which  can  be  diagnosed  by 
ultrasonography  and/or  arteriography.  The  ascites, 
as  shown  in  this  case,  is  easily  remedied  surgically. 

Tolmetin- Associated  Hemolytic  Anemia.  George  C. 
Harr,  MD,  Jerry  Squires,  MD,  Peter  Sims,  MD. 
Charlottesville. 

A 49-year-old  white  male  disabled  farmer  was 
admitted  to  the  hospital  for  evaluation  of  jaundice. 
For  one  year  prior  to  admission  he  had  been  taking 
tolmetin  as  needed  for  arthritis.  Laboratory  values 
were  remarkable  for  an  hematocrit  of  34%,  reticulo- 
cyte count  of  6.1%,  ESR  of  114mm/hr,  total  biliru- 
bin of  6.1mg/dl  with  the  conjugated  fraction  of  3.5 
mg/dl,  alkaline  phosphatase  of  188  IU/L,  SGOT  of 
271  IU/L,  LDH  of  234  IU/L,  and  GGT  of  71  IU/L. 
Serum  haptoglobin  was  1 1 .2  mg/dl  (N=  100-350)  and 
urine  hemosiderin  was  negative.  A slight  macrocy- 
tosis  was  seen  on  peripheral  blood  smear.  The  CH50 
was  25  (N  = 34-48),  but  RF  and  ANF  were  negative. 
No  evidence  of  biliary  obstruction  was  detected  on 
ultrasound.  A direct  Coomb’s  test  was  3+  using 
Anti-WHS  or  anti  IgG,  and  was  1+  using  anti-C. 
The  patient  was  felt  to  have  an  IgG  warm  hemolytic 
anemia  with  biliary  dysfunction.  All  medications 
were  stopped. 

This  is  the  first  case  report  of  tolmetin  associated 
hemolytic  anemia.  Off  tolmetin,  this  patient’s  he- 
molysis has  resolved. 

Case  Report:  Unusual  Demonstration  of  a Common 
Combination,  Coronary  Spasm  Plus  Sclerosis.  Cary 
C.  Murray,  MD,  L.  R.  Burwell,  MD,  L.  B. 
McGuire,  MD,  Charlottesville. 

Coronary  spasm  is  being  shown  increasingly  as 
the  initial  event  in  episodes  of  angina  at  rest  or 
myocardial  infarction,  usually  in  addition  to  coro- 
nary sclerotic  obstructions.  A 47-year-old  woman 
was  seen  in  1977  with  angina  at  both  rest  and 
exertion,  transient  T-wave  inversions  in  EKG,  wall 
motion  abnormality  in  the  anterior  wall,  and  a 90%, 
fixed  proximal  obstruction  in  left  anterior  descend- 
ing coronary  artery.  She  smoked  and  had  mild 
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HOLLY  HILL  HOSPITAL— A HOSPITAL  COMMUNITY 


A private,  psychiatric  hospital  serv- 
ing adults  and  adolescents 

An  open  medical  staff  of  22  psychi- 
atrists 

A consulting  medical  staff  repre- 
senting all  specialties 

Short,  intermediate,  and  long-term 
treatment  programs  tailored  to 
each  patient’s  needs 

Psychiatric  consultation  and  hospi- 
talization on  a 24-hour  basis 


Fully  accredited  by  Joint  Commission  on  Ac- 
creditation ot  Hospitals  for  adults,  children, 
adolescents,  and  drug-alcohol  abuse. 

Participants  in  Medicaid/Medicare  Program 
Licensed  by  the  State  of  North  Carolina 


For  further  information,  please  contact: 
Ms.  Mary  Donnelly,  Administrator 
Dr.  Robert  L.  Green,  Jr.,  Medical  Director 
3019  Falstaff  Road 
Raleigh,  North  Carolina  27610 
(919)  755-1840 


RICHMOND 

METROPOLITAN 


HOSPITAL 


A centrally  located  medical-surgical  hospital  designed  and  equipped  for  the  future. 


•180  Private  Rooms 

• Intensive  Care/Coronary 
Units 

• Chemical  Dependency 
Service 

• Psychiatric  Inpatient  Service 

• Complete  Diagnostic 
Radiology, 

Cardiology, 

Pulmonary, 

Clinical  Laboratory, 

Nuclear  Medicine  Service 

• Outpatient/Emergency 
Service,  Monday-Friday, 

9 AM  to  5 PM 

701  WEST  GRACE  STREET 
RICHMOND,  YA  23220 
(804)  643-3223 
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There’s  more  to 
ZYLOPRIM 
than  (aUopurind). 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 


Write  “D.A.  W.,  ” “No  Sub,  ” or  “Medically  Necessary, 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  oriyinal  allopurinol. 


* 

Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


compare  the  analgesic  effect 

A Motrin  400  mg  dose  relieved  postsurgical  dental  pain  as  effectively  as  a combination 
of 650  mg  aspirin  and  60  mg  codeine  (twoaspirin-with-codeine  No.  3 tablets)  in  a study  of  129  patients. 

In  this  double-blind,  placebo-controlled,  randomized  study,  no  statistically  significant  difference 
in  relief  of  pain  was  noted  at  1, 2,  and  4 hours  between  the  Motrin  and  aspirin-with-codeine  groups . . . 
with  Motrin  being  significantly  more  effective  (p  = 0.03)  at  the  three-hour  interval. 

Active  treatment  was  significantly  more  effective  (p<  0.0001)  than  placebo  at  all  time  intervals. 


Comparison  of  pain  relief 

Motrin  vs  aspirin-codeine  combination 

4 = Excellent  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0—  No  relief 

4 — 
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Motrin  400  mg 

Aspirin  650  mg  plus  codeine  60  mg 
Placebo 


1st  hour  2nd  hour 

T ime  after  drug  administration  (hours) 


3rd  hour  4th  hour 

Data  on  file  at  The  Upjohn  Company. 


One  tablet  q4-6h  prn 
For  relief  of  mild  to  moderate  pain: 


• Not  a narcotic  • Not  addictive  • Not  habit  forming  • Nonscheduled 
•Acts  peripherally  • Relieves  pain  rapidly  • Relieves  inflammation  • Indicated 
in  acute  and  chronic  pain  • Well  tolerated  (The  most  common  side  effect 
with  Motrin  is  mild  gastrointestinal  disturbance.) 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


Motrin  (ibuprolen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin"  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain 
Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been  estab- 
lished in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS) 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogemc 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields 
Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema 
To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added 
Drug  interactions.  Aspirin:  Used  concomitantly  may  decrease  Motrin  blood  levels 
Coumarm . Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  /% 

Gastrointestinal:  The  most  freguent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain;  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness;  headache,  nervousness  Dermatologic:  Rash:  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS) 

Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosaqe:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
is  acidic  ana  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial 
Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300,  400,  or  600  mg  f i d.  or  q i d 
Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain 
Do  not  exceed  2400  mg  per  day 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert 


Upjohn 


THE  UPJOHN  COMPANY 
Kalamazoo,  Michigan  49001  USA 


MED  B-4-S 


r 's  a myth  that  arthritis  is  just 
the  minor  aches  and  pains  of 
old  age.  It's  a major  crippler 
that  attacks.  Anybody.  Anytime. 

31  million  Americans  have  it.  There 
are  almost  a million  new  cases  a year. 
And  six  out  of  ten  are  under  60. 
Symptoms  can  come  and  go  for 
years.  So  if  you  don't  know  the 
warning  signals,  find  out.  If  you'd  like 
information  that  could  help  you  — or 
you'd  like  to  help  us 
write  to  the  Arthritis 
Foundation.  Box 
19000,  Atlanta, 

GA  30326. 


A 

ARTHRITIS 

FOUNDATION 


J-8260-4 


MARCH  1981 


Compared  to  amoxicillin 


Faster  peak.  Fewer  problems. 


. . . in  infants  and  children 


Cyclapen^W  is  just  as  effective  in 
otitis  media  and  streptococcal  ton- 
sillopharyngitis*.2 

Cyclapen&-W  produces  a significantly 
lower  incidence  of  the  most  common 
side  effect,  diarrhea.2 

CyClAPEN'-W 

(cycladllin)  Tablets/Suspension 

Rapid  onset  of  action  with  fewer 
side  effects. 


•Rapidly  excreted  unchanged  in  urine. 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 
fDue  to  susceptible  organisms. 

1 . Ginsburg  CM,  McCracken  GH  Jr, 
Zweighaft  TC,  Clahsen  JC:  Comparative 
pharmacokinetics  of  cyclacillin  and 
amoxicillin  in  infants  and  children. 
Anfimicrob  Ag  Chemother 


Cyclapen^-W  (cyclacillin)  produces 
twice  the  peak  serum  concentration* 
(15.6  meg /ml  versus  7.3  meg /ml)  in 
half  the  time  (30  minutes  versus 
60  minutes).1 


19:1086-1088  (June)  1981 


2.  Multicenter  trials.  Data  to  be 
published. 


See  important  information  on  page 
after  next. 
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Compared  to  ampicillin 

Faster  peak.  Fewer  problems. 

...  in  adults  and  children 


•Rapidly  excreted  unchanged  in  urine 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 
fDue  to  susceptible  organisms 
3 Data  on  file.  Wyeth  Laboratories 
Copyright  ©1981,  Wyeth  Laboratories. 
All  rights  reserved 

See  important  information  on 
adjoining  page 


Cyclapen^-W  (cyclacillin)  produces 
peak  serum  concentrations*  almost 
four  times  higher  and  over  one 
hour  earlier.3 

Cyclapen^-W  is  just  as  effective  in 
otitis  media,  bronchitis,  pneumonia, 
urinary  tract  infections  and  infections 
of  skin  and  skin  structures1.3 

Cyclapen^-W  produces  a significantly 
lower  incidence  of  diarrhea  and 
skin  rash.3 

CyCLAPEN-W 

(cyclacillin)  Tablets/Suspension 


Rapid  onset  of  action  with  fewer 
side  effects. 


Laboratories 

Philadelphia.  Pa  191O1 


Cydapen  -W  (cyclacillin) 


Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicil- 
Im  class  and  its  use  should  be  confined  to  these  indications  Treat- 
ment of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta- 
hemolytic  streptococci 

Bronchitis  and  pneumonia  caused  by  S.  pneumoniae  (for- 
merly D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D pneu- 
moniae) and  H influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H 
influenzae  * 

'Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respira- 
tory disease  due  to  H influenzae 
SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
pemcillinase  producers 

URINARY  TRACT  INFECTIONS  caused  by  E . coli  and  P mirabihs. 
(This  drug  should  not  be  used  in  any  E.  coli  and  P mirabihs 
infections  other  than  urinary  tract.) 

NOTE  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria  Therapy  may  be  instituted  prior  to  results  of 
sensitivity  testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  in- 
dications listed  herein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class  However,  clinical  trials  demonstrated  it  is 
efficacious  for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylac- 
toid) reactions  have  been  reported  in  patients  on  penicil- 
lin. Although  anaphylaxis  is  more  frequent  following 
parenteral  use,  it  has  occurred  in  patients  on  oral  penicil- 
lins. These  reactions  are  more  apt  to  occur  in  individuals 
with  history  of  sensitivity  to  multiple  allergens  There  are 
reports  of  patients  witn  history  of  penicillin  hypersen- 
sitivity reactions  who  experienced  severe  hypersensitivity 
reactions  when  treated  with  a cephalosporin  Before  peni- 
cillin therapy,  carefully  inquire  about  previous  hypersen- 
sitivity reactions  to  penicillins,  cephalosporins  and  other 
allergens  If  allergic  reaction  occurs,  discontinue  drug  and 
initiate  appropriate  therapy  Serious  anaphylactoid  reac- 
tions require  immediate  emergency  treatment  with  epine- 
phrine. Oxygen,  I.V.  steroids,  airway  management, 
including  intubation,  should  also  be  administered  as 
indicated 


Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  supermfection  occurs, 
take  appropriate  measures 

PREGNANCY  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin  There  are,  however,  no  adequate  and  well-con- 
trolled studies  in  pregnant  women.  Because  animal  reproduction 
studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed 
NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  ex- 
creted in  human  milk  Because  many  drugs  are,  exercise  caution 
when  cyclacillin  is  given  to  a nursing  woman 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated 
As  with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
nypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria  Adverse  reactions  reported  witn  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60)  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported  (See  WARNINGS) 
Oth  er  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and  eosino- 
philic These  reactions  are  usually  reversible  on  discontinuation  of 
therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have 
been  reported 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bac- 
terial eradication  is  evidenced  In  Group  A beta-hemolytic 
streptococcal  infections,  at  least  10  days'  treatment  is  recom- 
mended to  guard  against  risk  of  rheumatic  fever  or  glomerulone- 
phritis In  chronic  urinary  tract  infection,  frequent  bacteriologic 
and  clinical  appraisal  is  necessary  during  therapy  and  possibly 
for  several  months  after  Persistent  infection  may  require  treat- 
ment for  several  weeks. 


Cyclacillin  is  not  indicated  in  children  under  2 months  of  age 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINIS- 
TRATION in  package  insert). 

Dosage  (Give  in  equally  spaced  doses) 

INFECTION  ADULTS  CHILDREN* 


Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

Bronchitis  and 

Pneumonia 

Mild  or 

Moderate 

Infections 

Chronic 

Infections 


250  mg  q.  i d 

250  mg  q i d 
500  mg  q .i  .d 


body  weight  20  kg 
(44  lbs)  1 25  mg  q.i.d. 
body  weight  20  kg 
(44  lbs)  250  mg  q.i.d 


50  mg/kg/day  q i d 


100  mg/kg/day  q.i.d 


Otitis  Media 

Skm  & Skin 
Structures 


250  mg  to  500  mg  50  to  100  mg/kg/day  • 

q 1 d T 

250  mg  to  500  mg  50  to  100  mg/kg/dayT 

q id-  - 


Urinary  Tract  500  mg  q.i.d  100  mg/kg/day 

'Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
^depending  on  severity 

How  Supplied  Tablets  250  mg  and  500  mg  in  bottles  of  100 
Oral  Suspension  125  mg  and  250  mg  per  5 ml  in  bottles  to  make 
100  ml  and  200  ml  of  Suspension 


Wyeth 

L AA 


Laboratories 

Philadelphia  Pa  19101 


Advice  to  Authors 

Copyright  of  an  article  published  in  Virginia  Mkdi- 
cal  is  retained  by  the  author,  but  the  copyright  to  each 
entire  issue  as  a collective  work  is  the  property  of  The 
Medical  Society  of  Virginia,  and  permission  to  reprint 
all  or  any  part  of  a published  article  must  be  negotiated 
with  the  author  and  the  Editors  jointly.  The  reprinted 
material  must  carry  a credit  line  signifying  that  it  first 
appeared  in  Virginia  Medical. 

Manuscript  Preparation 

Medical  articles,  editorials,  essays.  Letters  to  the 
Editor  and  all  other  text  submitted  for  publication  must 
be  double-spaced  throughout,  including  references,  leg- 
ends and  all  other  elements.  The  material  should  be 
typed  on  one  side  of  the  paper,  with  generous  margins  of 
at  least  IV * inches  all  around.  Do  not  use  all-caps  or  a 
script  typeface.  Submit  one  original  of  the  communica- 
tion and  one  copy.  If  the  material  is  not  accepted,  the 
original  will  be  returned;  the  copy  will  be  retained. 

The  author  is  responsible  for  the  accuracy  of  all 
statements  and  references.  Acronyms  and  other  abbre- 
viations should  be  kept  to  a minimum;  unless  an  acro- 
nym is  widely  known  and  used  by  all  specialties,  it 
should  be  fully  explained  in  the  text.  Refer  to  pharma- 
ceutical products  by  their  generic  names;  brand  names 
may  follow  in  parentheses  and  should  carry  registered 
trademarks  where  applicable.  All  units  of  measure 
should  appear  in  the  metric  system.  References,  typed  in 
double-space,  should  be  listed  in  the  order  of  their 
citation  in  the  text,  not  alphabetically.  They  should 
follow  Virginia  Medical’s  typographic  style  for  refer- 
ences; the  typist  should  study  this  style  as  it  appears  in 
each  issue. 

Illustrations  should  be  black  and  white  glossy  prints, 
with  legends  typed  in  double-space  on  a separate  sheet  of 
paper.  Virginia  Medical  has  no  budget  for  printing  in 
color;  the  author  who  wishes  to  publish  a four-color 
figure  may  negotiate  to  pay  for  the  costs. 

Attach  to  the  contribution  a covering  letter  giving  the 
address  and  telephone  number  of  the  person  who  will 
correspond  about  it  and  address  the  completed  commu- 
nication to  the  Editors,  Virginia  Medical,  4205  Dover 
Road,  Richmond  VA  23221. 

All  manuscripts  are  subject  to  editorial  changes.  If 
extensive  revision  is  deemed  necessary,  the  author  will 
receive  for  approval  a draft  of  the  article  as  edited. 

There  are  many  excellent  handbooks  of  effective 
writing,  among  them  The  Elements  of  Style,  by  William 
Strunk,  Jr.,  and  E.  B.  White  (MacMillan);  The  Careful 
Writer:  A Modern  Guide  to  English  Usage,  by  Theodore 
M.  Bernstein  (Atheneum);  and  How  to  Write  and  Publish 
a Scientific  Paper,  by  Robert  A.  Day  (ISI  Press). 
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Telemetered  Monitoring 
in  Exercise  Therapy  Programs 

James  A.  Metcalf,  PhD,  Cyrus  Guynn,  MD,  Robert  G.  Matthews,  MD, 
and  Hilde  Watson,  RN,  Fairfax,  Virginia 


Exercise  as  a therapeutic  modality  is  gaining 
increasing  popularity  in  the  rehabilitation  of 
cardiac  patients  and  EKG  monitoring  is  imperative 
during  certain  stages  of  exercise  therapy.  Such 
monitoring  is  often  provided  by  hard-wire  leads 
while  the  patient  walks  on  a treadmill,  pedals  a 
bicycle  ergometer,  or  performs  some  other  type  of 
exercise  in  a clinical  or  laboratory  setting. 

It  is  felt  by  some  that  monitoring  under  these 
conditions  presents  two  disadvantages.  First,  the 
exercise  possible  with  hard-wire  monitoring  is,  gen- 
erally, artificial  and  unnatural.  Monitored  exercise 
under  such  conditions  may  have  little  similarity  to 
the  exercise  routines  done  at  home.  Secondly,  it 
may  foster  psychological  dependence  upon  the 
monitoring  “ritual”  and  the  clinical  setting;  as  a 
result,  the  patient  may  become  reluctant  to  exercise 
outside  of  the  clinic.  Much  effort  may  be  required  to 
wean  the  patient  from  the  clinic  and  into  the  gymna- 
sium, athletic  field,  or  park  to  exercise  on  his  own. 
Notwithstanding  these  drawbacks,  the  need  for 
cardiovascular  monitoring  in  exercise  rehabilitation 
of  cardiac  patients  remains.  In  conducting  the 
Fairfax  Hospital  Cardiac  Therapy  Program  at 
George  Mason  University,  we  have  found  that 
telemetric  monitoring  can  provide  acceptable  infor- 
mation regarding  both  heart  rate  and  heart  rhythm 

From  George  Mason  University,  4400  University 
Drive,  Fairfax  VA  22030.  Address  correspondence  to  Dr. 
Metcalf. 

Submitted  2-12-81. 


while  minimizing  the  above  drawbacks  associated 
with  hard-wire  monitoring. 

Materials  and  Methods 

We  use  a portable  battery-powered  telemetric 
monitoring  system  with  ten  available  transmitters, 
each  of  which  transmits  at  a different  specific 
frequency,  and  five  tunable  receivers,  each  coupled 
to  an  oscilloscope  (Fig.  1).  There  is  a single-channel 
paper  writer  that  can  be  switched  easily  and  quickly 
to  serve  any  of  the  five  receivers,  providing  perma- 
nent copy  as  needed.  If  a receiver  fails,  any  of  the 
transmitters  can  be  received  on  other  receivers 
simply  by  tuning. 

All  monitoring  equipment  is  equipped  with  re- 
chargable  batteries  and  housed  on  a rolling  cart  so 
that  the  entire  unit  can  be  transported  to  the  gymna- 
sium, athletic  field,  or  other  exercise  area. 

Telemetry  is  quite  susceptible  to  electrical  noise 
and  artifact,  so  skin  preparation  and  electrode 
placement  are  of  paramount  importance.  To  maxi- 
mize ventricular  vectors  and  provide  for  optimal 
presentation  of  anterior  ischemia,  an  approximate 
V5  position  was  used  in  most  cases.1  For  female 
patients,  appropriate  modification  in  electrode 
placement  was  made  to  acccomodate  bra  and  other 
undergarments.  In  large  or  heavy-breasted  sub- 
jects, movement  artifact  could  virtually  destroy  the 
EKG  configuration  in  the  V5  lead,  and  imagination 
is  of  value  in  selecting  lead  placement  less  prone  to 
such  artifact.  Individual  idiosyncrasies  must  be 
considered  and  imagination  and  experimentation  is 


130 


VIRGINIA  MEDICAL/FEBRUARY  1982 


VOLUME  109 


the  key  in  the  improvisation  of  suitable  lead  selec- 
tions. 

In  our  program,  the  number  of  participating  pa- 
tients is  many  times  our  monitoring  capability. 
Decisions  as  to  whom  to  monitor  are  based  on 
history,  stage  of  disease,  overall  risk,  et  cetera. 

We  did  not  wish  the  monitoring  ritual  to  be  seen 
by  the  patient  as  an  integral  or  manadatory  part  of 
the  exercise  bout,  so  each  patient  was  monitored 
during  one  or  more  of  his  initial  visits  to  the 
program.  This  provided  assurance  and  confidence 
to  the  patient,  who  frequently  was  apprehensive 
about  the  exercise  program.  Also,  these  early  rec- 
ords were  of  value  in  establishing  baseline  data  for 
later  comparison.  Those  with  apparent  exercise- 
induced  arrhythmias  or  other  abnormalities  might 
be  monitored  more  frequently,  those  with  little  such 
evidence,  less  frequently.  Records  of  the  exercise 
EKG  were  available  to  the  referring  physician. 

Figures  2 and  3 show  tracings  obtained  with  this 
telemetry.  These  demonstrate  both  the  quality  of 
the  records  obtained  and  some  of  the  abnormalities 
seen. 

Discussion 

It  is  our  observation  that  telemetric  monitoring  as 
described  here  provides  EKG  information  of  ac- 
ceptable quality  and  at  the  same  time  offers  the 
following  advantages  over  hard-wire  monitoring. 

1)  Telemetry  permits  the  patient  to  exercise  much 
as  he  would  at  home.  His  confidence  grows  as  he 
realizes  that  his  home  exercise  routine  will  be  no 
more  dangerous  than  that  done  during  monitoring. 
Further,  potential  problems  associated  with  his 
actual  home  exercise  routine  can  be  detected  and 
the  home  regimen  modified  appropriately. 

2)  The  patients  being  monitored  need  not  be 
isolated  from  the  rest  of  the  group,  and  there  is  no 
need  for  an  artificial,  sterile,  clinical  setting. 

It  is  our  recommendation  that  telemetry  be  given 
serious  consideration  as  the  monitoring  method  of 
choice  in  exercise  therapy  programs  for  cardiac 
patients. 

1.  Morehouse  LE:  Laboratory  Manual  for  Physiology 
of  Exercise.  St.  Louis,  C.V.  Mosby  Company,  1972, 
p 56 
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Fig.  1.  Portable  battery-powered  telemetric  monitoring 
system  with  five  receivers  and  five  transmitters. 


Fig.  2.  Premature  ventricular  contractions,  unifocal. 
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Candidates  for 

nutritional  therapy... 


10,000,000 

alcoholics*  Ethanol  may 
produce  many  effects  that 
together  bring  about  nutritional 
deficiencies,  so  that  alcoholism 
affects  nutrition  at  many  levels.1 


25,500,000  geriatric 

patients*  The  older  patient 
may  have  some  disorder  or  socio- 
economic problem  that  can 
undermine  good  nutrition.2 


23,500,000  surgical 

patients.  Nutritional  status 
can  be  compromised  by  the 
trauma  of  surgery;  and  some 
operations  interfere  with  the 
ingestion,  digestion  and  absorp- 
tion of  food.3 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Each  Berocca®  Plus  tablet  contains  5000  IU 
vitamin  A (as  vitamin  A acetate),  30  1U 
vitamin  E (as  d/-alpha  tocopheryl  acetate), 
500  mg  vitamin  C (ascorbic  acid),  20  mg 
vitamin  B]  (as  thiamine  mononitrate), 

20  mg  vitamin  B2  (riboflavin),  100  mg 
niacin  (as  niacinamide),  25  mg  vitamin  B6 
(as  pyridoxine  HC1),  0.15  mg  biotin,  25  mg 
pantothenic  acid  (as  calcium  pantothe- 
nate), 0.8  mg  folic  acid,  50  meg  vitamin  B,2 
(cyanocobalamin),  27  mg  iron  (as  ferrous 
fumarate),  0.1  mg  chromium  (as  chromium 
nitrate),  50  mg  magnesium  (as  magnesium 
oxide),  5 mg  manganese  (as  manganese 
dioxide),  3 mg  copper  (as  cupric  oxide), 
22.5  mg  zinc  (as  zinc  oxide). 


Indications:  Prophylactic  or  therapeutic 
nutritional  supplementation  in  physio- 
logically stressful  conditions,  including 
conditions  causing  depletion,  or  reduced 
absorption  or  bioavailability  of  essential 
vitamins  and  minerals;  certain  conditions 
resulting  from  severe  B-vitamin  or  ascor- 
bic acid  deficiency;  or  conditions  resulting 
in  increased  needs  for  essential  vitamins 
and  minerals. 

Contraindications:  Hypersensitivity  to 
any  component. 

Warnings:  Not  for  pernicious  anemia  or 
other  megaloblastic  anemias  where  vita- 
min B,2  is  deficient.  Neurologic  involve- 
ment may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients 
with  vitamin  B12  deficiency  who  receive 
supplemental  folic  acid  and  who  are  inade- 


quately treated  with  Bi2. 

Precautions:  General:  Certain  conditions 
may  require  additional  nutritional  supple- 
mentation. During  pregnancy,  supplemen- 
tation with  vitamin  D and  calcium  may  be 
required  Not  intended  for  treatment  of 
severe  specific  deficiencies.  Information 
for  the  Patient:  Toxic  reactions  have  been 
reported  with  injudicious  use  of  certain 
vitamins  and  minerals.  Urge  patients  to 
follow  specific  dosage  instructions.  Keep 
out  of  reach  of  children.  Drug  and  Treat- 
ment Interactions:  As  little  as  5 mg  pyri- 
doxine daily  can  decrease  the  efficacy  of 
levodopa  in  the  treatment  of  parkinson- 
ism. Not  recommended  for  patients 
undergoing  such  therapy. 

Adverse  Reactions:  Adverse  reactions  have 
been  reported  with  specific  vitamins  and 


5,000,000  hospital  The  incalculable 

patients  with  millions  on  calorie 


infections.4  Many are  an°- 

rectic  and  may  have  a markedly 
reduced  food  intake.  Supplements 
are  often  provided  as  a prudent 
measure  because  the  vitamin  sta- 
tus of  critically  ill  patients  cannot 
be  readily  determined.3 


reduced  diets.  Patients 

ingesting  1000  or  fewer  calories  per 
day  could  be  at  high  risk  because 
this  intake  may  not  supply  most 
nutrients  in  adequate  amounts 
without  supplementation.5 


Berocca  Plus 

A balanced  formula 
for  prophylactic  or 
therapeutic  nutritional 
supplementation. 

Berocca  Plus  Tablets  provide: 
therapeutic  levels  of  ascorbic  acid 
and  B-complex  vitamins;  supple- 
mental levels  of  biotin,  vitamins 
A and  E,  and  five  important  min- 
erals (iron,  chromium,  manganese, 
copper  and  zinc);  plus  magne- 
sium. Berocca  Plus  is  not  intended 
for  the  treatment  of  specific  vita- 
min and/or  mineral  deficiencies. 

Berocca  Plus, 

highly  acceptable  to 

patients,  has  virtually  no  odor 
or  aftertaste  and  is  economical. 
And  its  "Rx  only”  status  means 
more  physician  involvement,  bet- 
ter patient  compliance. 

References:  1.  Shaw  S.  Lieber  CS:  Nutrition 
and  alcoholism,  chap.  40,  in  Modern  Nutri- 
tion in  Health  and  Disease,  edited  by  Good- 
hart  RS.  Shils  ME  Philadelphia,  Lea  & 
Febiger,  1980,  pp.  1220,  1237.  2.  Watkin 
DM:  Nutrition  for  the  aging  and  the  aged, 
chap.  28,  in  Modern  Nutrition  in  Health  and 
Disease,  op.  cit.,  p.  781.  3.  Shils  ME,  Ran- 
dall HT:  Diet  and  nutrition  in  the  care  of 
the  surgical  patient,  chap.  36,  in  Modern 
Nutrition  in  Health  and  Disease,  op.  cit., 
pp.  1084,  1089,  1114.  4.  Dixon  RE:  Ann 
Intern  Med  89  (Part  2):  749-753,  Nov  1978. 

5.  Committee  on  Dietary  Allowances, 
National  Research  Council:  Recommended 
Dietary  Allowances,  ed  9.  Washington, 
National  Academy  of  Sciences,  1980,  p.  13. 


minerals,  but  generally  at  levels  substan- 
tially higher  than  those  in  Berocca  Plus. 
However,  allergic  and  idiosyncratic  reac- 
tions are  possible  at  lower  levels.  Iron, 
even  at  the  usual  recommended  levels, 
has  been  associated  with  gastrointestinal 
intolerance  in  some  patients. 

Dosage  and  Administration:  Usual  adult 
dosage:  one  tablet  daily.  Not  recom- 
mended for  children.  Available  on  pre- 
scription only. 

How  Supplied:  Golden  yellow,  capsule- 
shaped tablets — bottles  of  100. 

ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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THE  MULTIVITAMIN/MINERAL  FORMULATION 


Desensitization  of  the  Trauma 


ijZM 


Hand 


Maureen  A.  Hardy,  MS,  Christine  A.  Moran,  MS,  and  Wyndell  H.  Merritt,  MD, 

Richmond,  Virginia 


For  patients  whose  hands  are  functionally  disabled  by  hypersensitivity  following 
trauma,  the  authors  recommend  a sequential  method  of  desensitization  therapy  based  on 
progressive  stimuli  and  document  an  excellent  success  rate  in  a study  of  16  patients. 


It  was  by  walking  that  the  barefoot  boy  toughened 
his  feet.  — Sterling  Bunnell,  1948 

Exaggerated  painful  responses  after  hand  inju- 
ry constitute  a poorly  studied  problem,  yet  it 
may  significantly  impair  function  and  sensation. 
This  hypersensitivity  may  be  characterized  as  a state 
in  which  stimuli  that  do  not  cause  pain  in  normal 
tissues,  do  cause  pain  in  the  affected  region1. 

We  expect  hypersensitivity  following  injuries 
such  as  frostbite,  crush,  burns  and  nerve  trauma; 
however,  sometimes  patients  develop  persistence 
or  worsening  of  these  symptoms  instead  of  recov- 
ery. Furthermore,  even  minor  injuries  may  lead  to 
hypersensitivity  and  major  functional  problems  in 
certain  patients.  Brand2  well  described  this  as  an 
“inhibited  hand”,  which  the  patient  protectively 
withdraws  to  avoid  stimulation.  The  resultant  dis- 
use may  lead  to  decreased  grip  and  pinch  strength. 

From  the  Medical  College  of  Virginia  Hand  Manage- 
ment Center  and  the  Division  of  Plastic  and  Reconstruc- 
tive Surgery,  Medical  College  of  Virginia/Virginia  Com- 
monwealth University,  where  Maureen  Hardy  and 
Christine  Moran  are  physical  therapists.  Address  corre- 
spondence to  Dr.  Merritt  at  Box  154,  MCV  Station, 
Richmond  VA  23298. 

Presented  at  a meeting  of  the  American  Association  of 
Hand  Surgery,  26  September  1980,  New  Orleans. 
Submitted  12-17-80. 


abnormal  sensation,  trophic  skin  changes  and  loss 
of  normal  joint  range  of  motion. 

The  concept  of  sequential  desensitization  therapy 
for  hypersensitivity  holds  that  progressive  stimuli 
will  allow  progressive  tolerance  until  the  patient  is 
able  to  understand  simulated  work  activities.  We 
have  used  such  a program  of  therapy  in  16  function- 
ally disabled  patients  and  herein  report  our  tech- 
nique, findings,  and  results. 

Method 

Sixteen  patients  with  post-traumatic  hypersensi- 
tivity of  the  hand  were  studied  at  the  Medical 
College  of  Virginia’s  Hand  Management  Center 
following  treatment  from  1978  to  1980.  All  had  been 
referred  by  physicians  for  persistent  or  dispropor- 
tionate hypersensitivity  an  average  of  five  months 
after  hand  trauma.  All  were  functionally  disabled. 
Measurements  of  two-point  discrimination,  pinch 
and  grip  strength,  range  of  motion  and  patient 
symptomatology  were  compared  before  and  after 
sequential  desensitization  therapy.  The  shortest  fol- 
lowup was  six  months. 

Therapy 

We  used  an  organized  program  of  sequential 
desensitization  consisting  of  progressive  stimuli  as 
outlined  in  Table  1.  The  program  is  divided  into  five 
levels,  starting  with  tuning  fork,  vibration,  paraffin 
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and  massage  for  the  most  severely  disabled.  As  the 
patients  developed  tolerance  they  progressed 
through  the  levels  leading  to  work  activitis  as  the 
final  level.  Advancement  required  the  patient  to 
demonstrate  tolerance  to  a given  level  without  signs 
of  irritation.  Although  the  treatment  was  delivered 
in  the  Hand  Center,  the  patients  were  given  instruc- 
tions to  continue  therapy  in  the  home  or  work 
situation. 

Equipment 

The  equipment  we  use  is  common  to  most  thera- 
py departments  and  includes  three  types  of  vibra- 
tory tools:  tuning  fork,  battery-operated  vibrator 
and  electrical  vibrator.  Additional  materials  are 
paraffin,  splinting  materials,  small  objects  of  vari- 
ous sizes  and  shapes,  representative  samples  of 
textures,  and  specific  tools  to  simulate  common  job 
activities. 

Technique 

Vibration  treatment  (Levels  I through  IV)  should 
be  performed  by  firmly  maintaining  skin  contact 
from  one  to  ten  minutes  as  patient  tolerance  in- 
creases. The  vibrator  is  applied  initially  to  skin 
adjacent  to  the  hypersensitive  region  and  slowly 
moved  directly  onto  the  painful  site.  There  are  three 
progressive  forms  of  vibration  the  patient  must 
learn  to  tolerate. 


Constant  touch  or  pressure  (Level  II)  requires  the 
patient  to  use  the  painful  region  to  press  objects  into 
clay  or  to  intermittently  press  an  eraser  or  wooden 
dowel  onto  the  tender  site. 

Texture  identification  (Level  III)  uses  a wide 
range  of  samples  from  rough  to  fine  textures  until 
the  patient  can  discriminate  between  similar  but 
different  materials. 

Object  identification  (Level  IV)  uses  different 
sizes  and  shapes  of  familiar  objects  such  as  bolts, 
screws,  pins,  change,  etc.  Hypersensitivity  must  be 
greatly  decreased  for  the  patient  to  complete  this 
activity. 

Work  simulation  (Level  V)  is  an  extremely  im- 
portant part  of  desensitization  therapy,  being  neces- 
sary for  the  patient  to  regain  confidence  and  restore 
function.  It  is  made  difficult  by  the  need  for  individ- 
ualization, i.e.,  choosing  those  activities  best  suited 
for  the  particular  patient’s  interests  and  occupation- 
al needs.  These  activities  must  be  under  the  careful 
guidance  of  the  hand  therapist  to  assure  that  the 
patient  is  using  the  painful  site  rather  than  develop- 
ing an  avoidance  pattern  (“psychological  amputa- 
tion”). This  final  level  of  treatment  prepares  the 
patient  for  return  to  work  and  recreational  activi- 
ties. Although  the  patient  may  still  experience  some 
discomfort,  he  should  demonstrate  tolerance  to 
these  activities  with  purposeful  use  of  the  affected 
region  prior  to  discharge. 


Table  1.  Desensitization  Treatment  Program 


TIME 


LEVEL  1 


LEVEL  2 


LEVEL  3 


Week  1 


Tuning  fork. 
Paraffin,  Massage. 


Vibration, 

battery-operated; 


LEVEL  4 


LEVEL  5 


Friction  massage; 


Constant 

touch/pressure. 

Vibration, 

electric; 


Discharge 


Textures; 

Splints; 

Activities. 


Vibration, 

electric; 

Object 

identification. 


Work  and 

activities 

simulation. 
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A. 

Patient  Injuries 

Table  2. 

B. 

Patient  Occupations 

Digital  crush 
Partial  digital  amputa- 

5 

Manual  laborer 

10 

tion 

2 

Homemaker 

2 

Peripheral  nerve  injury 

4 

Student 

2 

Digital  nerve  injury 

3 

Scientist 

1 

Digital  infection 
Mallet  Finger  repair 

Total 

1 

1 

16 

Teacher 

1 

Total  16 

Results 

The  most  common  traumas  in  our  review  were 
nerve  and  crush  injuries  (Table  2A).  Most  patients, 
as  shown  in  Table  2B  were  employed  in  manual 
labor  and  their  average  age  was  thirty-eight  years. 

In  Table  3,  two-point  discrimination  improved  from 
an  average  of  25.5  mm  to  6.2  mm  in  nine  patients. 

When  grip  strength  was  analyzed,  it  increased  63.7% 
in  five  patients,  and  pinch  strength  improved  48.6% 
(Table  4).  Range  of  motion  normalized  in  the  three 
patients  with  decreased  motion. 

Thirteen  patients  were  discharged  to  previous 
occupations  with  all  but  one  returning  in  two 
months.  In  our  followup  study  of  all  patients,  only 
four  reported  occasional  hypersensitivity,  which 
has  not  interfered  with  their  work.  Out  of  the  three 
remaining  patients,  two  failed  to  maintain  improve- 
ment, were  surgically  corrected  for  digital  neuro- 
mas, and  later  successfully  discharged.  Therefore,  a 
total  of  15  patients  completed  the  program  success- 
fully (Table  5). 

Discussion 

The  concept  of  desensitization  therapy  is  by  no 
means  new,  although  its  precise  origin  remains 
obscure.  Civil  War  sailors  were  known  to  have  used 
silver  spoons  for  tapping  amputation  stumps  until 
they  could  tolerate  the  pressure  of  carved  wooden 
artificial  limbs.  Not  until  the  20th  century,  though, 
were  desensitization  techniques  reviewed  and  report-  o 

ed3-8.  h 

Specific  programs  for  desensitization  after  hand  cl 

injury  have  only  recently  been  described.  Maynard9  S2 
and  Barber10  have  reported  methods  which  rely  on 
the  bombardment  of  sensitive  areas  with  graded 
stimuli.  Neither  of  these  reports  offers  well-defined 
levels  of  progression,  nor  objective  measurements 
to  assess  results.  We  incorporated  features  of  May- 
nard and  Barber’s  desensitization  programs  in  our 
outline  of  the  five  levels  of  desensitization  therapy. 

We  believe  special  attention  should  be  given  to 
the  final  level  of  desensitization  in  which  work 
simulation  activity  must  be  accomplished.  This  is 


necessary  for  the  patient  to  regain  confidence  in  the 
use  of  the  injured  part.  It  should  be  noted  that  most 
of  our  patients  were  able  to  return  to  work  within 
eight  weeks  of  therapy. 

Since  we  had  no  controls,  it  can  be  argued  that 
the  changes  we  noticed  in  our  measurement  param- 


Table  3.  Results  of  Desensitization:  Two-Point 
Discrimation. 


Table  4.  Results  of  Desensitization:  Strength. 


Table  5.  Length  of  Treatment  Program  by  Months,  with 
Patient  Participation. 
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eters  would  have  occurred  as  a natural  course  of 
healing.  But  all  patients  were  referred  for  function- 
ally disabling  hypersensitivity  an  average  of  five 
months  after  trauma.  Twelve  of  these  patients  re- 
turned to  previous  occupations  after  only  two 
months  of  therapy,  which  is  sooner  than  we  would 
have  anticipated  had  these  patients  not  received 
that  therapy. 

Summary 

Sixteen  patients  with  post-traumatic  hypersensi- 
tivity of  the  hand  were  given  sequential  desensitiza- 
tion therapy.  Objective  measurements  of  grip  and 
pinch  strength,  two-point  discrimination,  and  range 
of  motion  were  used  to  document  improvement 
following  therapy.  Fifteen  of  the  sixteen  patients 
completed  the  program.  Thirteen  patients  complet- 
ed therapy  within  two  months  and  have  remained  at 
work  for  six  months  of  followup.  Two  patients  were 
unable  to  complete  the  program  and  required  re- 
storative surgery. 

The  authors  conclude  that  an  organized  method 
of  desensitization  therapy  is  to  be  recommended  for 
those  patients  who  are  functionally  disabled  due  to 
hypersensitivity.  This  therapy  is  based  on  a sequen- 


tial progression  through  five  levels  of  desensitiza- 
tion techniques  leading  to  guidance  into  work  simu- 
lation therapy  as  the  final  level  before  discharge. 
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For  Medical  Schools,  a Decade  of  Dilemmas 


During  the  1980s  the  nation’s  126  medical 
schools  will  face  major  dilemmas  that  threat- 
en their  very  existence.  The  most  serious  problems 
are  the  financing  of  faculty  salaries  and  research 
programs  and  the  declining  pool  of  students  apply- 
ing for  admission.  These  interconnected  issues  and 
their  impact  on  medical  schools  will  be  formidable. 

Future  budget  projections  for  the  National  Insti- 
tutes of  Health,  the  major  sponsor  of  medical 
research,  will  not  be  commensurate  with  projected 
increases  in  inflation,  and  it  appears  that  as  much  as 
a 25%  real-dollar  decrease  will  occur  in  federal 
research  support  by  1986.  Medical  schools,  which 
emphasize  research  and  need  to  maintain  highly 
developed  and  specialized  research  facilities,  will 
suffer  the  consequences  of  these  reductions,  be- 
cause fewer  new  research  grants  will  be  awarded 
and  grant  funding  will  be  at  lower  levels.  Support 
for  research  programs  in  progress  will  also  be 
decreased.  The  research  dollar  dilemma  will  be 
compounded  further  when  institutional  costs  for 
research  training  grants,  including  faculty  salaries 
and  overhead,  are  eliminated  in  the  next  several 
years  and  monies  will  be  provided  for  graduate 
student  stipends  only. 

At  the  University  of  Virginia  School  of  Medicine 


approximately  40%  of  the  total  operating  budget  is 
supported  by  extramural  research  funds,  training 
grants  and  service  contracts,  with  the  federal  gov- 
ernment providing  most  of  these  funds.  An  addi- 
tional 40%  of  the  school’s  operating  budget  is 
supplied  by  the  clinical  earnings  of  the  school’s 
faculty.  These  earnings  must  increase  in  the  future 
to  balance  declining  research  funds.  But  will  they? 

The  Reagan  administration  is  reducing  Medicaid 
payments,  which  will  decrease  monies  available  for 
allocation  to  the  physicians  on  medical  school  facul- 
ties who  traditionally  have  devoted  much  of  their 
time  to  treating  financially  disadvantaged  patients. 
If  reimbursements  for  Medicaid  patients  are  further 
reduced,  would  Medicaid  patients  then  become  less 
attractive  to  private  physicians?  Would  this  lead  to 
medical  school  faculty  members  treating  larger 
numbers  of  Medicaid  patients  at  lower  dollar  reim- 
bursement? And  would  this  then  reduce  the  amount 
of  time  faculty  members  have  for  patients  paying 
full  fees?  If  the  answers  to  these  questions  are 
“yes,”  then  the  loss  of  funds  will  have  a severe  and 
deleterious  impact  on  the  financial  operation  of  the 
medical  school.  Can  we  assume  that  the  State 
Department  of  Health  or  the  General  Assembly  will 
provide  sufficient  funds  to  make  up  for  the  reduc- 
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tion  in  federal  support?  If  not,  what  then? 

Further  financial  distress  is  created  by  the  nation- 
al shortage  of  nurses.  In  the  short  run,  income- 
producing  beds  in  university  hospitals  have  been 
closed  and  long-term  solutions  do  not  seem  immi- 
nent. Salary  structure  is  the  oft-quoted  cause,  but 
other,  less  discussed,  factors  may  be  responsible, 
among  them  the  discordant  goals  between  hospitals 
and  some  nursing  schools,  professional  conflicts 
between  physicians  and  nurses,  and  the  stressful 
work  environment  of  the  tertiary  care  center. 

As  medical  center  officials  around  the  country 
search  for  ways  to  alleviate  the  nursing  shortage, 
medical  faculties  are  discussing  competition  with 
private  practitioners  in  providing  patient  care.  This 
latter  movement  is  not,  1 believe,  a self-centered 
approach  to  acquire  increased  income  but  rather  a 
responsible  effort  to  find  solutions  to  anticipated 
budget  problems  and  to  ensure  an  adequate  roster 
of  patients  for  educational  programs.  However,  the 
question  arises:  Should  medical  school  faculties 
develop  prepaid  health  plans  (health  maintenance 
organizations),  which  compete  with  local  health 
care  providers  for  patients  and  health-care  dollars, 
and  then  suffer  the  inevitable  “town-gown"  ten- 
sions created  by  such  programs? 

During  the  past  five  years,  the  number  of  appli- 
cants to  the  nation’s  medical  schools  has  decreased 
by  approximately  17%.  This  decrease  is  related,  of 
course,  to  the  smaller  number  of  college  graduates 
now  in  a position  to  apply  to  medical  schools,  but  it 
poses  some  qualitative  dilemmas.  Will  students 
who  are  unprepared  academically,  and  would  here- 
tofore have  been  rejected,  now  become  prime  can- 
didates for  admission  to  medical  school?  Or  will 
medical  schools  reduce  enrollments  in  order  to 
accept  only  the  highest  qualified  students? 

Furthermore,  a recent  report  by  the  Graduate 
Medical  Education  National  Advisory  Committee 
predicts  a surplus  of  physicians  by  1990.  Since  an 
overcrowded  field  is  always  less  attractive  for 
young  men  and  women  making  career  choices,  will 
the  reality  of  a physician  surplus  further  decrease 
the  number  of  qualified  applicants  to  medical 
schools?  The  answer  is,  undoubtedly,  yes.  And 
while  reduced  enrollments  may  help  solve  the  phy- 
sician oversupply  problem,  they  may  exaggerate 
the  financial  problems  the  schools  are  facing.  Since 
the  medical  school  appropriation  from  the  state  is 
dependent  upon  enrollment,  what  effect  will  re- 
duced enrollment  have  on  our  ability  to  continue 
supporting  faculty  and  research?  Will  a reduction  in 
enrollment  lead  to  a dismantling  of  the  major  re- 
search institutions  in  the  nation?  Morever,  since  a 


significant  portion  of  this  state  appropriation  is 
made  up  from  student  tuition,  reduced  enrollment 
can  be  translated  into  even  higher  tuition  rates  than 
now  exist  for  our  students,  if  we  are  to  maintain  a 
thorough  and  well-balanced  educational  program. 
Since  federal  scholarships  and  loan  funds  are  de- 
creasing, even  as  tuition  increases,  will  medical 
education  soon  be  availale  only  for  the  well-to-do? 

Besides  declining  enrollment  and  a predicted 
surplus  of  physicians,  the  phenomenon  of  Ameri- 
cans entering  foreign  medical  schools  also  presents 
problems,  by  contributing  to  the  future  excessive 
number  of  physicians.  What  is  worse,  these  stu- 
dents often  are  inadequately  trained. 

I raise  more  questions  than  I provide  solutions, 
and  I suggest  the  following  considerations. 

Greater  financial  support  from  state  governments 
is  an  obvious  solution  to  many  of  the  problems 
facing  medical  schools.  Since  medical  schools 
across  the  country  have  made  most  of  the  important 
biomedical  advances  in  patient  treatment  in  the  past 
50  years,  state  governments  should  seriously  con- 
sider the  consequences  to  their  citizens  if  future 
research  efforts  are  reduced  and  the  development  of 
new  knowledge  to  advance  medicine  and  health 
care  is  limited.  Oftentimes  we  forget  that,  for  in- 
stance, the  money  saved  on  health  care  each  year 
by  the  discovery  of  the  polio  vaccine  exceeds  the 
nation's  annual  expenditure  for  medical  research. 

Another  solution  to  our  problem  would  be  to 
encourage  some  medical  schools  to  close  their 
doors.  This  would  lead  to  a reduction  in  physicians 
by  1990  and  would  allow  the  scarce  resources  to  be 
allocated  to  those  fewer  schools  with  well-devel- 
oped faculty  and  research  and  education  programs. 
Is  such  a solution  possible? 

All  of  us  in  the  medical  communities  in  the  State 
of  Virginia  need  to  consider  these  problems.  While 
seeking  solutions  to  them,  we  must  maintain  the 
high  quality  of  medical  education  and  the  strong 
medical  research  programs  in  our  medical  schools, 
which  have  taken  years  to  build  but  could  deterio- 
rate rapidly  without  appropriate  state  and  federal 
support.  At  the  same  time,  we  must  be  ever-vigilant 
in  protecting  the  citizens  of  Virginia  from  ill-pre- 
pared physicians  who  attend  some  of  the  inade- 
quate foreign  medical  schools.  Finally,  we  must 
continue  to  plan  for  an  adequate  number  and  distri- 
bution of  physicians  in  the  state  to  ensure  that 
health  care  will  be  delivered  to  all  Virginians. 

Norman  J.  Knorr,  MD 

Dean,  School  of  Medicine,  University  of  Virginia 
Charlottesville  VA  22908 
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Hertha  Riese,  MD 

Dr.  Hertha  Rosa  Irma  Pataky  Riese,  Glen  Allen, 
died  November  25,  1981,  in  a Richmond  hospital  at 
the  age  of  89.  She  was  a child  psychiatrist  and  the 
widow  of  the  nationally  known  neuropathologist, 
Walter  Riese. 

A native  of  Berlin,  Germany,  Hertha  Riese  was 
educated  at  the  Universities  of  Berlin,  Lyon  and 
Frankfurt.  She,  her  husband  and  a daughter  fled 
their  home  in  Paris  during  World  War  II  to  escape 
German  occupation  forces,  going  first  to  Norfolk 
and  then  to  Richmond.  In  1943  she  established  the 
Education  Therapy  Center,  a mental  hygiene  clinic 
for  disadvantaged  children,  continuing  as  its  direc- 
tor until  her  retirement  in  1963. 

Dr.  Riese  had  belonged  to  The  Medical  Society  of 
Virginia  for  38  years  and  belonged  also  to  the 
American  Psychiatric  Association  and  the  Ameri- 
can Physicians  Fellowship. 

E.  R.  Altizer,  MD 

Dr.  Everett  Ray  Altizer,  who  practiced  medicine 
in  Norfolk  for  62  years,  died  October  29,  1981,  at 
his  home  in  Chesapeake.  He  was  87  years  old. 

A native  of  Montgomery  County,  Virginia,  Dr. 
Altizer  lived  in  the  Norfolk  area  for  most  of  his  life, 
establishing  his  Norfolk  practice  in  1919  and  serving 
on  the  staffs  of  De  Paul  and  Norfolk  General 
Hospitals  until  his  retirement  in  1981.  He  was  a 
graduate  of  the  Medical  College  of  Virginia  and 
served  as  an  Army  medical  officer  during  World 
War  I.  He  came  to  membership  in  The  Medical 
Society  of  Virginia  through  the  Norfolk  Academy  of 
Medicine  61  years  ago  and  belonged  also  to  the 
Southeastern  Surgical  Congress. 

J.  Edward  George,  MD 

Dr.  J.  Edward  George,  Roanoke  surgeon,  died 
November  11,  1981,  at  the  age  of  61  years.  A 
graduate  of  the  University  of  Virginia  School  of 
Medicine,  Dr.  George  trained  at  the  University  of 
Alabama  Hospitals  and  the  Baltimore  City,  Mary- 
land, Hospitals  and  served  in  the  US  Navy  during 
World  War  II.  Long  associated  with  Roanoke  Me- 


morial Hospitals,  he  served  as  that  facility’s  chief 
surgeon,  chief  of  staff  and  chief  of  surgical  special- 
ties. He  was  a fellow  of  the  American  College  of 
Surgeons  and  belonged  also  to  the  American  Socie- 
ty of  Abdominal  Surgeons. 

A.  B.  Gathright,  Jr.,  MD 

Dr.  Arthur  B.  Gathright,  Jr.,  Richmond,  died 
December  9,  1981 , in  a Richmond  hospital.  He  was 
71  years  old. 

A native  of  Henrico  County,  Dr.  Gathright  was  a 
1931  graduate  of  Randolph-Macon  College  and  a 
1939  graduate  of  the  Medical  College  of  Virginia, 
where  he  also  trained.  In  addition  to  his  private 
practice  of  internal  medicine,  he  taught  at  the 
Medical  College  of  Virginia  from  1954  until  his 
retirement  in  1974.  He  had  been  a Medical  Society 
of  Virginia  member  for  38  years  and  belonged  also 
to  the  American  Society  of  Internal  Medicine. 

Memoir  of  Milton  R.  Stein 
1908-1981 

By  Alvin  C.  Wyman,  MD 

Dr.  Milton  R.  Stein  died  on  October  24,  1981. 
Although  he  had  been  ill  and  had  been  retired  from 
active  practice  for  a number  of  years,  his  death 
came  with  unexpected  suddenness  and  with  result- 
ant shock  and  sadness  among  his  many  friends, 
colleagues  and  former  patients. 

Dr.  Stein  was  born  in  Baltimore,  Maryland,  on 
July  25,  1908,  and  was  raised  and  educated  in  that 
city.  He  attended  the  University  of  Maryland  Phar- 
macy School,  receiving  his  degree  from  that  institu- 
tion in  1932.  He  then  attended  the  University  of 
Maryland  Medical  School,  receiving  his  MD  degree 
in  1934.  He  served  as  an  intern  in  the  South 
Baltimore  General  Hospital.  During  the  Depression 
years,  Dr.  Stein  served  as  physician  to  the  Civilian 
Conservation  Corps  and  then  had  a private  practice 
in  general  medicine  in  Baltimore  prior  to  World  War 
II.  He  served  in  the  US  Army  from  March  1941  to 
April  1946  and  was  honorably  discharged  after  the 
conclusion  of  hostilities  with  the  rank  of  captain. 
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His  last  military  post  was  at  Fort  Belvoir,  Virginia, 
and  after  discharge  he  entered  the  private  practice 
of  medicine  in  neighboring  Alexandria,  Virginia. 

Dr.  Stein  was  a physician  singularly  devoted  to 
his  patients  and  profession.  In  the  days  when  con- 
tinuing medical  education  was  not  a standard  pro- 
fessional way  of  life  for  physicians,  Milton  Stein 
initiated  an  annual  seminar  for  members  of  the 
Alexandria  Medical  Society  on  current  problems  in 
medical  management  and  on  the  latest  advances  in 
medical  science.  In  addition,  he  single-handedly 
during  his  many  years  of  practice,  organized  and 
directed  a monthly  luncheon  meeting  for  physician 
members  of  the  Community  Health  Center  in  Alex- 
andria; at  these  sessions  men  and  women  of  the 
faculties  of  nearby  academic  institutions  and  the 
National  Institutes  of  Health  reported  and  dis- 
cussed for  the  members  many  wide-ranging  aspects 
of  the  art  and  science  of  medical  practice,  medical 
economics  and  bioethics. 

For  his  leadership  and  devotion  to  the  assurance 
of  continuing  excellence  in  medicine.  Dr.  Milton 
Stein  was  elected  president  of  the  Alexandria  Medi- 
cal Society,  a position  he  filled  with  great  vigor  and 
firm  direction.  Dr.  Stein  will  be  remembered  for  his 
care  and  concern  for  his  patients  and  for  his  leader- 
ship in  promoting  excellence  in  medical  practice. 

Dr.  Stein  is  survived  by  his  wife,  Martha,  two 
daughters,  Deborah  Leggat  and  Anita  Balogh,  three 
grandchildren,  Matthew  Leggat,  Jeremy  Leggat, 
and  Annie  Balogh,  and  a sister,  Ray  Stein. 

Memoir  of  J.  R.  Eggleston 
1905-1981 

By  Jefferson  D.  Beale,  MD, 

William  L.  Sager,  MD 
and  Max  E.  Lassiter,  MD 

We  wish  to  pay  tribute  to  our  friend  and  col- 
league, John  Randolph  Eggleston,  who  died  on 
October  22,  1981,  after  giving  over  33  years  of 
faithful  and  devoted  pediatric  care  to  the  children 
and  parents  of  the  Danville  Community. 

Jack  was  born  in  England,  Arkansas,  on  January 
5,  1905.  After  graduation  from  the  Sewanee  Military 
Academy  he  entered  the  University  of  the  South  at 
Sewanee,  Tennessee,  from  which  he  graduated  in 
1925.  The  University  of  Virginia  conferred  the  MD 
degree  on  him  in  1930.  Internship  and  residencies 
took  him  to  Union  Memorial  Hospital  in  Baltimore, 
to  Barnes  Pediatric  Hospital  of  Washington  Univer- 


sity School  of  Medicine  in  St.  Louis,  then  to  East 
London  Children’s  Hospital  of  London,  England, 
and  then  back  to  Union  Memorial  Hospital,  where 
he  met  his  wife,  Betty  Brewer.  They  were  married 
in  1933.  Jack  and  his  bride  established  the  first 
pediatric  practice  in  Decater,  Alabama,  where  he 
practiced  until  the  United  States  entered  World 
War  II.  He  served  for  four  and  one-half  years  with 
the  24th  Field  Hospital  in  the  South  Pacific,  from 
the  Solomon  Islands  to  Japan.  After  his  discharge 
from  military  service  in  1945,  he  practiced  in  Oak 
Ridge,  Tennessee,  for  one  yeiff  before  coming  to 
Danville  in  1946. 

Jack  and  Betty  have  two  sons,  both  of  whom  are 
physicians.  Robert  Bolling  is  an  ophthalmologist  in 
Harrisonburg  and  Peyton  Archer  is  an  associate  in 
pediatrics  at  the  Johns  Hopkins  School  of  Medi- 
cine. There  are  four  grandchildren. 

Jack  Eggleston  was  held  in  high  esteem  both  as  a 
physician  and  as  a citizen.  He  took  life  seriously  but 
would  see  the  humor  and  the  human  interest  side  of 
almost  any  situation.  He  felt  that  his  patients  were 
his  friends  and  would  do  everything  in  his  power  to 
make  the  right  diagnosis  and  give  the  appropriate 
treatment.  He  could  recite  poetry,  the  scriptures 
and  Shakespeare  and  could  tell  the  difference  be- 
tween an  Ilex  aquifolium  and  an  Ilex  opaca.  He  was 
at  home  with  Beethoven  and  Bach  but  also  enjoyed 
a Tommy  Dorsey  or  a Benny  Goodman  piece.  He 
could  carry  you  through  the  Civil  War,  battle  by 
battle.  His  personal  interest  in  the  Civil  War  was 
attested  by  a sword,  hanging  in  his  den,  from  the 
Merrimac  and  worn  by  his  great  uncle,  for  whom  he 
was  named.  Jack  was  a member  of  the  prestigious 
Society  of  the  Cincinnati  as  the  great-,  great-grand- 
son of  Major  Joseph  Eggleston  of  Lee's  Partisan 
Corps.  Although  Jack  traveled  with  Uncle  Sam  to 
the  South  Pacific  and  studied  in  London,  England, 
he  found  stimulation  for  his  medical  resources  and 
for  his  cultural  background  in  his  practice  in  South- 
side  Virginia.  He  had  excellent  pediatric  training  in 
Charlottesville,  Baltimore,  St.  Louis  and  London 
and  could  have  held  a professorship  in  any  pediatric 
department  in  the  country,  but  instead  he  elected  to 
give  his  expertise  and  life  to  the  children  of  Danville 
and  the  surrounding  communities,  where  he  was 
their  primary  physician  and  on  the  firing  line  until 
his  retirement.  He  set  a standard  of  medical  prac- 
tice that  his  peers  and  younger  physicians  aimed  to 
emulate  and  even  in  his  retirement  was  sought  after 
for  his  expertise  and  wise  counsel. 

Prepared  and  published  at  the  request  of  the  Danville- 
Pittsylvania  Academy  of  Medicine. 
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WHO’S  WHO 


Dr.  Paul  A.  Woods,  family  physi- 
cian in  Waynesboro,  was  elected 
president  of  the  Flying  Physicians 
Association  at  its  recent  annual 
meeting  in  Orlando,  Florida.  A li- 
censed pilot  since  1946,  Dr.  Woods 
has  served  on  active  duty  with  the 
US  Air  Force  Reserve;  holds  in- 
strument, seaplane  and  commercial 
ratings;  and  has  accumulated 
3000+  hours  in  the  air. 

New  president  of  the  National 
Medical  Association  is  Dr.  Frank 
S.  Royal,  Richmond,  who  was  in- 
stalled during  the  association's  re- 
cent annual  convention  in  Atlanta. 
Chief  of  staff  of  Richmond  Commu- 
nity Hospital,  Dr.  Royal  is  a gradu- 
ate of  Meharry  Medical  College  in 
Nashville. 

A family  physician  in  Trout 
Dale,  Dr.  Elmer  M.  Cranton,  is  the 
new  president  of  the  American  Ho- 
listic Medical  Association  and  will 
serve  for  a two-year  term.  The  as- 
sociation and  its  educational  and 
research  foundation,  the  American 
Holistic  Institute,  are  headquar- 
tered in  Annandale,  Virginia. 

Three  Virginia  physicians  were 
named  laureates  in  science  by  the 
Virginia  Cultural  Laureate  at  its 
recent  presentation  ceremonies  in 
Richmond.  They  are  Dr.  Thomas 
H.  Hunter,  Charlottesville,  dean  of 
the  University  of  Virginia  School 
of  Medicine  from  1953  to  1965;  Dr. 
Josefina  B.  Magno,  Arlington,  ex- 
ecutive director  of  the  National 
Hospice  Organization  of  the  Unit- 
ed States;  and  Dr.  Carolyn  Moore 
McCue  Richmond,  professor  in 
the  Division  of  Pediatric  Cardiolo- 
gy at  the  Medical  College  of  Virgin- 


ia. There  were  22  other  new  laure- 
ates representing  such  fields  as 
American  literature,  history,  edu- 
cation, religion,  and  political  sci- 
ence. Former  Governor  Mills  E. 
Godwin,  Jr.,  presided. 

Dr.  McCue  was  also  in  the  news 
recently  when  she  and  her  husband 
were  announced  as  co-chairmen  of 
the  personal  gifts  divison  of  Rich- 
mond’s United  Way  fund  drive. 
Dr.  Howard  McCue  is  executive 
vice  president  of  the  insurance 
services  division  of  the  Life  Insur- 
ance Company  of  Virginia. 

After  45  years  as  a general  sur- 
geon, Dr.  Gershon  J.  Levin  closed 
his  Norfolk  office  this  fall  and  be- 
gan a life  of  retirement  dictated  by 
ill  health.  Since  he  slipped  on  ice 
during  the  winter  of  1980  and  suf- 
fered a fractured  hip.  Dr.  Levin  has 
been  forced  to  limit  himself  to  of- 
fice practice.  “1  can’t  do  surgery 
anymore,”  he  told  a Norfolk  Led- 
ger-Star staff  writer  who  inter- 
viewed him  for  a biographical  fea- 
ture story.  “But  if  something  pops 
up  with  one  of  my  old  patients,  I’ll 
take  care  of  it,”  he  added.  A 1933 
graduate  of  the  University  of  Vir- 
ginia School  of  Medicine,  Dr.  Lev- 
in trained  with  the  late  Dr.  Lomax 
Gwathmey  and  continued  to  assist 
him  for  15  years,  meantime  estab- 
lishing his  own  solo  practice.  When 
he  retired  in  early  October,  there 
were  12,000  patient  files  to  close. 

Honorary  co-chairmen  of  the 
Large  Print  Book  Fair  held  re- 
cently at  Westminster-Canterbury 
House  in  Richmond  were  Dr.  Du- 
pont Guerry,  III,  and  Mrs.  Guerry. 
Exhibited  at  the  fair,  said  to  be  the 
first  such  display  of  large  print  pub- 


lications, were  books,  magazines 
and  newspaper  available  in  14-  or 
16-point  type,  much  larger  than  the 
usual  type  size;  the  print  you  are 
reading  here,  for  example,  is  10 
point. 

Dr.  Arthur  B.  Frazier,  Roanoke, 
is  the  new  president  of  the  Ameri- 
can Cancer  Society’s  Virginia  Divi- 
sion, succeeding  Dr.  Robert  E. 
Berry,  also  of  Roanoke.  Dr.  Fra- 
zier is  a radiation  oncologist  with 
the  Cancer  Center  of  Roanoke  Me- 
morial Hospital. 

At  the  annual  meeting  in  New 
Orleans  of  the  American  Academy 
of  Facial  Plastic  and  Reconstruc- 
tion Surgery,  Dr.  Robert  W.  Can- 
trell, Charlottesville,  was  reelected 
vice  president  of  the  southern  re- 
gion. Dr.  Cantrell  is  chairman  of 
the  Department  of  Otolaryngology 
and  Maxillofacial  Surgery  at  the 
University  of  Virginia. 

Dr.  Martin  Goldberg,  Norfolk, 
has  been  selected  for  fellowship  by 
the  American  College  of  Physi- 
cians. Dr.  Goldberg  specializes  in 
nephrology. 

Chosen  to  reign  as  King  over  the 
Eighth  Annual  Virginia  Beach 
Neptune  Festival  was  Dr.  Clarence 
A.  Holland,  Virginia  Beach.  A gen- 
eral practitioner,  Dr.  Holland  is  a 
brother  of  State  Senator  Richard 
Holland. 

Dr.  Jack  M.  Gwaltney,  Char- 
lottesville, is  one  of  nine  infectious 
disease  experts  from  over  the  na- 
tion chosen  to  work  with  the  Unit- 
ed States  Pharmacopeial  Conven- 
tion in  its  drug-use  information  de- 
velopment programs. 

Almost  300  residents  of  Madison 
turned  out  recently  for  a reception 
honoring  two  men  who  were 
friends  when  both  were  students  at 
the  Medical  College  of  Virginia  in 


142 


VIRGINIA  MEDICAL/FEBRUARY  1982 


VOLUME  109 


the  late  '30s  and  since  then  have 
practiced  in  Madison.  They  are  Dr. 
Alfred  E.  Powell,  general  practitio- 
ner and  longtime  medical  examiner 
for  Madison  and  Greene  Counties, 
and  Dr.  James  Early,  Jr.,  dentist. 
For  their  long  and  faithful  service 
to  the  Madison  community,  they 
received  silver  trays,  suitably  in- 
scribed, and  the  praise  of  col- 
leagues and  appreciation  of  pa- 
tients. To  the  delight  of  the  assem- 
bled well-wishers,  both  men 
indicated  they  intend  to  keep  right 
on  practicing. 

Dr.  Donald  C.  Pryor  was  chosen 
president  elect  of  the  Norfolk 
Academy  of  Medicine  at  a recent 
meeting  and  Dr.  Richard  L.  Cullen, 
Jr.,  was  elected  secretary.  At  the 
same  meeting,  Dr.  Harry  B.  Tay- 
lor, Jr.,  was  installed  as  the  new 
president. 

Dr.  George  R.  Waterman  has  re- 
tired from  his  general  practice  in 
Woodstock  after  35  years  of  attend- 
ing the  medical  needs  of  that  Shen- 
andoah Valley  community.  A 
stroke  that  temporarily  paralyzed 
his  left  side  and  necessitated  sur- 
gery last  year  started  him  thinking 
about  retirement,  but  the  decision 
was  a hard  one;  he  had  patients  80 
and  90  years  old.  Finally  he  made 
the  break,  says  a feature  story  in 
the  Shenandoah  Valley  Herald,  af- 
ter working  “hard  right  up  to  the 
last  day.” 

Born  in  Dorest,  England,  Dr. 
Waterman  was  introduced  to  Vir- 
ginia during  World  War  II,  when 
the  British  aircraft  carrier  Illustri- 
ous, after  a devastating  attack  that 
killed  120  crew  members,  limped 
into  the  port  of  Norfolk.  Dr.  Water- 
man was  one  of  three  doctors 
aboard  the  Illustrious.  While  in 
Norfolk  he  fell  in  love  with  a young 
American  woman  and  married  her 
within  the  year.  First,  he  practiced 
in  England;  then,  when  they  were 
visiting  friends  in  Shenandoah 


County  in  the  late  '40s,  he  fell  in 
love  with  a house  in  Woodstock, 
bought  it,  and  set  up  practice  there. 
Now,  he  says,  he  intends  to  catch 
up  on  35  years  of  outside  work  that 
has  been  neglected  on  the  house 
and  grounds  that  lured  him  to  the 
United  States. 

An  article  by  Dr.  Walter  Law- 
rence, Jr.,  Richmond,  appears  in  a 
recent  issue  of  the  Bulletin  of  the 
American  College  of  Surgeons.  Ti- 
tled, “The  College’s  Commission 
on  Cancer:  Evolving  to  meet  the 
needs  of  the  time,”  the  article  is 
written  out  of  Dr.  Lawrence’s 
experience  as  chairman  of  the 
Commission  and  as  director  of  the 
Cancer  Center  at  the  Medical  Col- 
lege of  Virginia.  Dr.  Lawrence  also 
is  a member  of  Virginia 
Medical’s  Editorial  Board. 

New  president  elect  of  the  Roa- 
noke Academy  of  Medicine  is  Dr. 
Michael  J.  Moore.  The  new  secre- 
tary is  Dr.  John  T.  Allen,  and  Dr. 
James  E.  Comer,  Jr.,  has  been  in- 
stalled as  president. 


After  42  years  of  practicing  ob- 
gyn.  Dr.  Charles  L.  Riley,  Winches- 
ter, is  retiring  from  practice  and 
looks  forward  to  more  time  for 
horticulture  and  golf  and  to  travel- 
ing to  warmer  climates  for  the  win- 
ter months.  Winchester  Memorial 
Hospital,  where  Dr.  Riley  has  been 
on  the  stalf  throughout  his  practice, 
was  unwilling  to  delete  his  name 
from  its  roster  and  so  elected  him 
to  the  honorary  medical  staff.  A 
native  of  Winchester,  Dr.  Riley 
was  educated  in  both  pharmacy 
and  medicine  at  the  Medical  Col- 
lege of  Virginia  and  served  both 
internship  and  residency  there  be- 
fore establishing  his  Winchester 
practice. 

Dr.  John  S.  Thiemeyer,  Jr.,  Nor- 
folk, has  been  elected  president  of 
the  Hampton  Roads  Orthopedic 
Society.  The  post  is  a return  en- 
gagement for  Dr.  Thiemeyer;  he 
held  the  presidency  previously,  in 
1965-1966.  The  orthopedic  surgeon 
also  was  recently  elected  to  his 
third  term  on  the  board  of  the  East- 
ern Virginia  HSA. 


Hangs  up  his  stethescope:  Dr.  Waterman. 

Photograph  by  Walt  Morgan  for  the  Shenandoah  Valley-Herald 
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VI RGINI A M EDICAL  CLASSI  FI  ED 


Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates : $10  per  insertion  for  50  words  or 
less,  I0(  per  word  in  excess  of  50.  Classified  display  available 


at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor,  4205 
Dover  Road,  Richmond  VA  23221 . 


PHYSICIANS — Full-time,  part-time,  or  hourly  for  general 
office  in  Chesterfield,  15  minutes  from  Medical  College  of 
Virginia.  Send  resume  or  inquiries  to  Virginia  Medical 
Box  52,  4205  Dover  Road,  Richmond  VA  23221. 

PSYCHIATRIC  TREATMENT  facility  for  sale.  Modern 
35-bed  Center  for  Care  and  Treatment  of  Mentally  III  and 
Mentally  Retarded,  on  7 Vi  acres  in  the  Shenadoah  Valley 
near  Waynesboro,  Virginia.  Excellent  scenic  location,  97% 
occupancy,  licensed.  Owner  retiring,  possible  financing. 
Call  for  brochure,  (703)  942-5101. 

HEMATOLOGIST-ONCOLOGIST,  aged  30,  university 
trained,  ABIM  certified,  seeks  partnership,  group  or  solo 
practice  in  Virginia.  Available  July  1982.  Community  of 
40,000  or  greater  preferred.  Reply  to  Virginia  Medical 
Box  53,  4205  Dover  Road,  Richmond,  VA  23221. 

OFFICE  SPACE — Bermuda  Square,  Chester,  new  office 
building.  Will  alter  to  suit.  Call  (804)  861-2300  or  (804) 
748-8411. 

WANTED — Family  physician  to  join  2-man  family  practice 
next  door  to  300-bed  hospital.  Excellent  privileges.  Salary 
guaranteed  with  fringes  and  incentives.  Partnership  at  end 
of  second  year.  Contact  E.  P.  Dickerson,  MD,  Westside 
Family  Physicians,  Suite  5500,  2010  59th  Street  West, 
Bradentown  FL  33529,  (813)  792-2211. 

FOR  RENT — Large  furnished  chalet  with  IVz  baths,  3 
bedrooms.  Sleeps  7.  Deck  and  fireplace.  Located  in  wood- 
lands of  Pennsylvania’s  Pocono  Mountains,  close  to  trout- 
stocked  Lehigh  River  and  private  lake  for  swimming. 
White-water  rafting,  golf,  horseback  riding  and  tennis 
courts  nearby.  $400  weekly.  (703)  433-1248. 

WINTERGREEN — Reduced  rates  on  one-bedroom  condo- 
minium in  New  Mountain  Inn  Convention  Center.  Conve- 
nient to  everything.  Beautifully  furnished.  Direct  from 
Richmond  owner.  Call  (804)  741-1988  or  (804)  358-9828. 

FOR  RENT,  Hilton  Head-Beautiful  brand  new  condo  in 
Shipyard  Plantation,  Hilton  Head.  3 bedrooms,  3Yz  baths 
with  fireplace  and  wet  bar.  On  golf  course,  one  mile  to 
ocean.  Private  and  free  tennis  and  pool.  Now  taking 
applications  for  1982  rentals.  $750  in  season.  (804)  874- 
4428. 


UNLIMITED  FUNDS  AVAILABLE 
As  specialists  serving  the  financing  needs  of  physi- 
cians throughout  America,  we  can  provide  money 
with  a net  cost  below  bank  rates. 

For  free  computerized  tax  analysis  of  your  borrow- 
ing cost,  write  or  call 

THOMAS  FINANCIAL  SERVICE 
P.O.  Box  1056,  Callao  VA  22435 
(804)  529-6375  or  (804)  529-7225 


SKI  WINTERGREEN— Treeloft  home.  Rent  as  “Guest  of 
Owner”  and  save.  Spectacular  views  in  Blue  Ridge  Moun- 
tain resort.  3 bedrooms,  2 baths,  sleeps  8.  Treeloft  Village 
located  atop  major  slopes.  Near  Mountain  Inn  with  shops, 
dining,  entertainment,  etc.  Call  (804)  293-9121. 

PRACTICE  WANTED — Interested  in  buying  internal 
medicine  or  general  practice  in  Richmond,  Suffolk,  or 
Petersburg  area.  Will  consider  other  areas.  Write  to  Vir- 
ginia Medical  Box  54,  4205  Dover  Road,  Richmond  VA 
23221. 

WINTERGREEN — Beautiful  3-bedroom,  2-bath  ski  chalet 
on  slope  with  fantastic  view  available  for  rent  below  resort 
rates.  Year  round  recreation,  ski,  golf,  tennis,  swimming, 
horseback  riding,  hiking.  Call  evenings  (703)  938-4423. 

WINTERGREEN,  VIRGINIA— For  rent  at  reduced  rates, 
beautiful  2-bedroom,  2-bath  condominium  with  loft  and 
fireplace.  Sleeps  six.  Five-minute  walk  to  slopes  and  Con- 
ference Center.  Call  (804)  229-4099  after  6 pm. 

GROUP  PRACTICE  administrator  available  in  Richmond 
area  to  work  with  several  groups  on  part-time  basis, 
assisting  in  management  of  non-medical  aspects  of  the 
group’s  business,  including  accounts  receivable,  billing, 
collections,  recruitment  and  staffing.  Resume  and  refer- 
ences on  request.  Write  to  Virginia  Medical  Box  55,  4205 
Dover  Road,  Richmond,  VA  23221. 

MOVING?  We  want  to  know!  Send  your  new  address,  to- 
gether with  a mailing  label  showing  old  address,  to  VIR- 
GINIA Medical,  4205  Dover  Road,  Richmond  VA  23221. 


Answers  to  Vanguard  quiz  on  page  69:  1.  False. 
2.  False.  3.  Not  being  concerned  about  costs. 
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Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


Expanding 


Bactrim  is  useful  for 
the  following  infec- 

tosuscSbie6 it s usefulness  in 

cafeTorganlsms  til  it  i I UKTol  i\l\  1 

(see  indications  section 
in  summary  of  product 
information): 


the 


Tt 
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in  recurrent 
UTI. . . 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume. . .on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coli,  KlebsiellaEntero- 
bacter,  Proteus  mirabltis,  Proteus  vulgaris,  Proteus  morganli.  It  is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
Is  due  to  ampicillin-reslstant  Haemophilus  influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  is  not  indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician's 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency:  pregnancy  at  term: 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A p -hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopema  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides  Sore  throat,  fever,  pallor,  purpura  or  |aundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC  s are  recommended;  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General.  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin,  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim  Blood  dyscrasias  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopema,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions . Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E phenomenon  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients,  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage  Not  recommended  for  infants  less  than  two  months  ol  age 
URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b.i.d.  for  10-14  days. -Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/mm.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b i d.  for  14  days 
PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


in  shigellosis 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


from  site  to  source  BactrilTI  DS 


Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations’... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae1-2  with  little  resulting  emergence 
of  resistant  organisms. 


160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRENGTH  TABLETS 


1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  303  426-432,  Aug  21,  1980  2.  Data  on  file. 
Medical  Department.  Hoffmann-La  Roche  Inc. 


maximizes  results  with  B.I.D.  convenience 


* due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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■■INSURANCE  PLANS" 

for  Members  and  their  Families 


1.  LIFE  INSURANCE 

2.  DISABILITY  INCOME 

Pays  you  an  income  when  illness  or  injury 
prevents  you  from  practicing 

3.  MAJOR  MEDICAL  INSURANCE 

■ Available  with  either  $500  or  $1,000 
deductible 

4.  PROFESSIONAL  OVERHEAD 
EXPENSE 

Helps  pay  office  expenses  while  you  ore 
disabled 

5.  ACCIDENTAL  DEATH  & 
DISMEMBERMENT  INSURANCE 

■ Up  to  $500,000  now  available. 

6.  EXCESS  MAJOR  MEDICAL  PLAN 
(SI, 000,000) 

■ $15,000,  $25,000  or  $50,000  deductible 

7.  IN-HOSPITAL  EXPENSE  PLAN 

Benefits  paid  to  you 

■ Up  to  $ 1 00  each  day. 

8.  CANCER  EXPENSE  INSURANCE 


A.  A New  Comprehensive  Medical 
Plan  for  Members  and  Their 
Families  as  Well  as  Employees. 

B.  A New  Property  and  Casualty 
Office  Package  Policy  Especially 
Designed  for  Physicians  and 
Surgeons. 


Write  or  Phone  your  Administrator. 

TOLL  FREE  IN  VIRGINIA 
1-800-542-9645 


9.  EMPLOYEE  DISABILITY 

Pays  your  employee  on  income  when 
disabled 


IN  ROANOKE 
PHONE  344-5000 
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Council  endorses  new  deductible  medical  insurance 


Dr.  Conner  speaks  to  Council.  At  the 
right,  President  H.  C.  Alexander,  III; 
at  left,  Councilors  Frederick  K. 
McCune  and  William  Stewart  Burton 
and  Past  President  Percy  Wootton. 


To  the  discomfort  of  its  18,000  subscribers,  the  medical  insurance  plan 
sponsored  by  The  Medical  Society  of  Virginia  rose  sharply  in  price  when 
contracts  were  renewed  last  year,  and  the  pain  became  acute  when  word 
got  around  that  Blue  Cross/Blue  Shield  had  projected  a second,  even 
steeper  premium  increase  for  April  1982.  Table  1 on  the  opposite  page 
shows  the  rates'  ascension. 

To  no  one  was  that  ascension  more  alarming  than  to  members  of  the 
Society’s  Insurance  Committee,  who  are  charged  with  keeping  tabs  on  all 
Society-sponsored  insurance.  To  bring  a ray  of  light  to  the  gloomy  liability 
insurance  situation,  the  Committee  had  just  finished  developing  a divi- 
dend plan  for  the  malpractice  in- 
surance program  when  boom,  the 
medical  insurance  bomb  dropped. 
No  rest  for  the  weary.  The  Commit- 
tee regrouped  and  set  about  see- 
ing what  in  the  world  could  be 
done. 

Five  long  meetings  later  they  had 
hammered  out  some  ideas,  and 
their  chairman,  Dr.  Alvin  E.  Conner 
of  Manassas,  came  to  Council 
meeting  with  some  recommenda- 
tions. 

Dr.  Conner  began  by  reminding 
the  assembled  Council  members 
that  although  many  doctors  do  not 
think  of  Blue  Cross/Blue  Shield  as  a 
commercial  carrier,  it  is  in  fact  just 
that,  and  it  has  the  standard  commercial  need  to  make  a profit. 

And  there  was  the  standard  commercial  reaction  at  BC/BS  headquar- 
ters when  it  was  discovered  recently  that  the  carrier  was  losing  lots  of 
money  on  the  medical  insurance  offered  to  Medical  Society  of  Virginia 
members,  their  families  and  employees.  Specifically,  the  figures  showed, 
the  Major  Medical  coverage,  which,  although  optional,  had  been  picked 
up  by  most  MSV  subscribers,  was  in  the  red;  the  basic  BC/BS  was  doing 
nicely.  Of  course,  that  basic  BC/BS  coverage  had  always  been  group- 
rated, i.e.,  the  experience  of  the  18,000  subscribers  to  the  MSV  program 
was  analyzed  each  year  and  the  rates  tailored  to  that  experience. 

The  Major  Medical  portion  of  the  program,  however,  had  always  been 
community-rated,  i.e.,  its  rates  were  figured  by  analyzing  the  experience 
of  a big,  general  population  of  subscribers.  But  in  1 981 , as  part  of  a cost- 
analysis  effort,  BC/BS  had  the  bright  idea  of  group-rating  the  Major 
Medical  side  of  the  MSV  plan.  That’s  when  the  deficit  showed  up.  The 
Major  Medical  premiums  received  in  the  previous  year  added  up  to 
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Table  1.  Historical  comparison  of  rates  for  medical  insurance  plan,  including  Major  Medical,  as  currently  written  for 
Medical  Society  of  Virginia  members  by  Blue  Cross/Blue  Shield.  First-dollar  coverage  for  eligible  expenses;  $100 
deductible  on  Major  Medical,  then  80/20  co-payment  until  $1250  out  of  patient’s  pocket,  thereafter  carrier  pays  100%. 


PAST 

CURRENT 

PROJECTED 

Fiscal  Year  1979-1980 

Fiscal  Year  1980-1981 

Fiscal  Year  1982-1983 

Monthly 

Yearly 

Monthly 

Yearly 

Monthly 

Yearly 

Rate 

Rate 

Rate 

Rate 

Rate 

Rate 

Subscriber 

$ 40.36 

$ 484.32 

$ 52.78 

$ 633.36 

$ 80.48 

$ 965.76 

Subscriber/minor 

61.38 

736.56 

79.76 

957.12 

121.84 

1462.08 

Subscriber/family 

104.68 

1256.16 

136.64 

1639.68 

200.48 

2405.76 

Subscriber  over  65 

17.32 

207.84 

22.48 

269.76 

51.98 

623.76 

$336,000,  and  the  claims  paid  to- 
talled $1 .65  million. 

Moreover,  65%  of  the  claims  had 
been  paid  for  outpatient  psychiat- 
ric treatment,  and  that  was  decid- 
edly at  variance  from  the  larger, 
community  experience.  How  to  ac- 
count for  it?  Medicine  is  a high-risk 
profession  generating  a lot  of 
i stress,  say  BC/BS  spokesmen. 
Also,  physicians  are  educated  to 
psychiatric  treatment,  and  so  are 
i their  families  and  employees. 

In  any  event,  there  the  loss  was, 
and  for  starters  the  carrier  made 
haste  to  apply  the  1981  rate 
jump — a finger  in  the  dike,  so  to 
speak,  then  went  back  to  its  books 
to  find  out  how  far  upward  the  rates 
would  have  to  go  to  insure  full 
correction.  The  rates  thus  project- 
ed for  1982-1983  did  indeed  soar, 
as  shown  in  Table  1,  to  a 47% 
increase  over  current  rates. 

Shockingly  high,  was  the  Insur- 
ance Committee's  response  to 
these  projected  rates,  and  it  asked 
the  carrier  to  get  them  down.  How 
about  a deductible,  it  was  suggest- 
ed, or  a co-payment  clause?  May- 
be a reduction  of  services,  or  an 
; indemnity  setup  rather  than  the 
usual-and-customary? 

The  carrier  returned  with  two 


Table  2A.  This  Blue  Cross/Blue 
Shield  plan  includes  Major  Medical 
and  modifies  present  benefits  as  fol- 
lows: $50  deductible  per  confine- 
ment for  inpatient  Blue  Cross 
claims,  $500  deductible  per  calendar 
year  on  Major  Medical.  Group-rated. 
Endorsed  by  Council  for  Medical  So- 
ciety of  Virginia  sponsorship. 


Monthly 

Yearly 

Subscriber 

Subscriber/ 

$ 76.36 

$ 916.32 

minor 

Subscriber/ 

115.56 

1386.72 

family 

Subscriber 

191.46 

2297.52 

over  65 

48.28 

579.36 

plans.  One  was  the  plan-as-it-is  but 
with  a cap  applied  to  outpatient 
psychiatric  services.  The  other  was 
a new  deductible  contract  with  the 
same  outpatient  psychiatric  cap. 
Not  surprisingly,  when  details  of 
these  plans  were  bruited  about, 
there  was  vehement  protest  from 
psychiatrists.  The  protest  was  val- 
id, Dr.  Conner  pointed  out  to  the 
councilors.  To  put  a cap  on  outpa- 
tient psychiatric  reimbursement 
would  be  discriminatory,  he  assert- 
ed, asking  rhetorically,  “Do  we 
have  caps  on  coronary  bypasses 
or  appendectomies?" 

After  that,  so  many  different 


Table  2B.  This  BC/BS  plan  includes 
Major  Medical  and  carries  a $500 
deductible  per  calendar  year  appli- 
cable to  all  covered  charges,  fol- 
lowed by  80/20  co-payment.  Stop- 
loss  clause  of  $1,000  for  individual, 
$1,500  for  family  contract.  Group- 
rated. Endorsed  by  Council  for  MSV 
sponsorship. 


Monthly 

Yearly 

Subscriber 

Subscriber/ 

$ 57.18 

$ 686.16 

minor 

Subscriber/ 

86.56 

1038.72 

family 

Subscriber 

143.32 

1719.84 

over  65 

43.20 

518.40 

Table  3.  Community-rated  plan  of- 
fered independently  by  BC/BS  in- 
cludes Major  Medical.  Coverage 
same  as  current  but  30-day  limit  on 
inpatient  care  of  mental/nervous  dis- 
orders; $300  yearly  limit  on  OP  labo- 
ratory/X-ray;  $2,000  cap  on  OP  psy- 
chiatric care  at  80/20  co-payment. 
Strict  enrollment  requirements  for 
groups. 


Monthly 

Yearly 

Subscriber 

Subscriber/ 

$ 50.76 

$ 609.12 

minor 

Subscriber/ 

78.32 

939.84 

family 

Subscriber 

137.56 

1650.72 

over  65 

39.00 

468.00 
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A Symbol  of  QualftyCate 


Since  1938, 
people  have 
relied  on  the 
Clinch  Valley  Clin- 
ic for  medical  and  sur- 
gical care.  We're  now  a 
group  of  22  physicians 
who  practice  a spectrum 
of  medical  specialties 
and  serve  more  than 
100,000  patients  in  Vir- 
ginia, West  Virginia,  Ken- 
tucky, and  Tennessee. 

Today,  we  introduce  our 
symbol  — the  dove  — re- 
flecting our  commitment 
to  provide  patients  with  the 
dove's  traditional  sense 
of  well-being  and  security 
We  also  adopt  The  Clin- 
ic as  our  official  name  — 
a name  that  has  become 


synonymous 
with  quality 
medical  care  in 
Southwest  Virginia. 

And  in  an  effort  to  pro- 
vide the  best  possible 
care,  we  are  constructing 
a 43,000  square  feet 
medical  facility  which  will 
offer  the  most  modern 
and  complete  clinic  in  the 
Eastern  United  States. 

Southwest  Virginia  and 
The  Clinic  are  growing. 
And  we're  looking  for  out- 
standing young  physi- 
cians to  grow  with  us. 
Contact  Joseph  S.  Ser- 
reno.  Administrator, 
Clinch  Valley  Physicians, 
Inc.  for  more  information 
on  opportunities  with  us. 
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Working  for  a Healthier  Tomorrow 
P.O.  Box  CVPI  Richlands,  Virginia  24641  703  964-6771 
Operated  by  Clinch  Valley  Physicians,  Inc. 


plans  were  devised  and  submitted 
to  the  Committee  that  it  was  like 
being  on  a shuttle  diplomacy  cir- 
cuit, Dr.  Conner  recalled.  Finally 
the  Committee  settled  on  two  plans 
from  which  MSV  subscribers  could 
choose.  On  behalf  of  the  Commit- 
tee, Dr.  Conner  recommended  that 
Council  approve  them. 

The  first  plan,  shown  in  Table  2A, 
offers  a high-option,  group-rated 
modification  of  present  benefits 
and  includes  Major  Medical.  It 
makes  no  changes  in  reimburse- 
ment for  outpatient  psychiatric 
care,  through  either  Blue  Shield  or 
Major  Medical,  but  it  carries  a $50 
deductible  per  confinement  on 
Blue  Cross  inpatient  claims  and 
$500  deductible  per  calendar  year 
for  Major  Medical  claims.  Despite 
these  restrictions,  this  plan's  rates 
show  a 40%  increase  over  1981- 
1982  rates. 

The  low-option  second  plan, 
shown  in  Table  2B,  is  in  marked 
contrast.  Also  group-rated  and 
also  including  Major  Medical,  it 
carries  a $500  deductible  per  cal- 
endar year  on  all  covered  charges, 
whether  Blue  Cross,  Blue  Shield  or 
Major  Medical.  After  that  deduct- 
ible is  met,  a co-payment  system 
goes  into  effect  @ 80%  by  the 
carrier,  20%  by  the  subscriber. 
Stop-loss  ceilings  apply  to  all  sub- 
scriber expenses,  whether  by  de- 
ductible or  co-payment,  with  a 
$1,000  ceiling  per  calendar  year 
on  the  individual  subscriber’s  out- 
of-pocket  tab  and  a $1,500  ceiling 
per  calendar  year  for  the  family 
contract. 

Of  all  the  plans  reviewed,  those 
were  the  two  plans  that  Committee 
members  voted  to  recommend  to 
Council,  Dr.  Conner  related.  But, 
he  added,  Blue  Cross/Blue  Shield 
representatives  had  informed  the 
Committee  that  the  carrier  would 
offer  independently  a third  option 
for  Medical  Society  of  Virginia 
members. 


This  third  plan  is  shown  in  Table 
3.  It  includes  Major  Medical,  is 
community-rated  and  is  restricted 
by  caps  and  co-payments.  For  the 
Blue  Cross  portion  of  the  contract, 
there  is  a 30-day  maximum  on  in- 
patient treatment  of  mental  and 
nervous  disorders.  In  the  Blue 
Shield  portion,  there  is  a $300  limit 
per  calendar  year  on  outpatient  X- 
ray  and  laboratory  claims.  Under 
Major  Medical,  outpatient  psychiat- 
ric services  are  limited  to  $2,000 
per  calendar  year  based  on  co- 
payment of  80%/carrier  and  20%/ 
subscriber.  To  enter  this  plan,  sub- 
scriber groups  must  meet  stringent 
participation  and  contribution  re- 
quirements. Thanks  to  all  these  re- 
strictions, the  rates  for  this  plan  are 
comparable  to  those  currently  be- 
ing paid  by  MSV  subscribers. 

The  Insurance  Committee’s 
members  did  not  vote  to  recom- 
mend that  plan,  Dr.  Conner  report- 
ed. They  did,  however,  suggest 
that  Council  endorse  a new  medi- 
cal insurance  plan  to  be  underwrit- 
ten by  the  Insurance  Company  of 
North  America  and  offered  by  Da- 
vid A.  Dyer  & Associates,  a firm 
well-known  to  the  membership 
through  its  Society-sponsored  life 
and  disability  insurance  programs. 
As  this  is  written,  this  new  plan  is 
under  review  by  the  State  Insur- 
ance Commission,  with  approval 
expected.  It  is  to  be  offered  only  to 
persons  under  64  years  of  age,  it  is 
competitively  rated  by  both  terri- 
tory and  age,  and  it  carries  deduct- 
ible and  co-payment  clauses. 

To  put  a cap  on  this  story,  the 
councilors  proceeded  to  affirm  the 
Insurance  Committee’s  recommen- 
dations by  endorsing  the  two  plans 
selected  by  the  Committee  (Tables 
2A  and  2B)  and  the  plan  to  be 
offered  by  the  Dyer  firm. 

And  Dr.  Conner  said  he'd  be 
back  with  a report  on  which  of  the 
plans  Medical  Society  of  Virginia 
members  decided  to  buy.  A.G. 
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easy  to  take 


Keflex' 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


000823 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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IT’S  TIME  SOMEONE 
DID  SURGERY  ON  YOUR 
OPERATING  COSTS. 


operation  that  enables  you  to  cut 
malpractice  coverage  costs  without 
cutting  into  any  of  the  protection  you 
need.  It’s  the  Virginia  Hospital 
Insurance  Reciprocal’s  Physicians 
The  good  health  of  your  professional  Malpractice  Progranylt  features 
practice  is  affected  by  the  rising  costs  substantially  lower  premiums 
you  incur  to  conduct  that  practice.  In  because  VHIR’s  expenses  and 
recent  years,  malpractice  insurance  projected  claim  costs  are  lower  than 
costs  have  resisted  every  effort  to  those  of  commercial  insurers.  Now 
control  them  within  reasonable  the  largest  writer  of  hospital 

limits.  Now,  at  last,  there’s  a viable  professional  liability  in  Virginia, 


VHIR  is  owned  by  its  subscribers  and 
shares  all  profits  with  participants. 
Become  part  of  the  operation  that’s 
conducted  solely  for  the  protection  of 
Virginia  physicians  and  the  hospitals 
in  which  they  practice.  Call  or  write 
today  for  full  details. 


VIRGINIA  HOSPITAL 
INSURANCE  RECIPROCAL 

1904  Byrd  Avenue  Richmond.  VA  23230 
(804)  285-7354 


M EETINGS 

ABOUT 

MEDICINE 


March  18-19 

Annual  Postgraduate  Program  of  Roanoke  Memorial  Hos- 
pitals, Roanoke.  Charles  L.  Crockett,  Jr.,  MD,  Roanoke 
Memorial  Hospitals,  Belle  view  at  Jefferson  Sts.,  Roa- 
noke VA  24033,  (703)  981-7228. 

March  31 

Cancer  Symposium:  The  Thyroid  Nodule:  Is  It  Malignant? 

(American  Cancer  Society,  Northern  Virginia  Area,  and 
Alexandria,  Arlington  and  Fairfax  Hospitals),  Alexandria 
Hospital,  Alexandria.  5 credit  hrs.  Fee,  $40.  Cancer 
Society,  346  Maple  Ave.  E,  Vienna  VA  22180,  (703)  938- 
5550. 

March  31-April  2 

Current  Concepts  of  Clinical  Infectious  Diseases  (Ameri- 
can College  of  Physicians  and  University  of  Virginia), 
Charlottesville.  American  College  of  Physicians,  4200 
Pine  St.,  Philadelphia  PA  19104,  toll  free  (800)  523-1546. 

March  31,  April  2 

Internal  Medicine:  Advances  and  Review  (American  Col- 
lege of  Physicians,  University  of  Maryland,  Baltimore 
Veterans  Administration  Medical  Center),  Baltimore. 
American  College  of  Physicians,  as  above. 

April  1-2 

Thornton  Ob-Gyn  Symposium  and  Nokes  Lectureship 

(University  of  Virginia),  Charlottesville.  Oscar  A. 
Thorup,  Jr.,  MD,  Box  368,  UVa  School  of  Medicine, 
Charlottesville  VA  22908,  (804)  924-5318. 

April  2-3 

Workshop  on  Sexuality  and  Intimacy  (University  of  Mary- 
land), Baltimore.  Betty  B.  Saar,  CME,  10  S.  Pine  St., 
Baltimore  MD  2 1201,  (301)  528-3956. 

April  5-7 

Options  and  Controversies  in  Coronary  Disease  (Universi- 
ty of  North  Carolina),  Pinehurst  Hotel  and  Country  Club, 
Pinehurst,  North  Carolina.  Office  of  CME,  231  MacNider 
Bldg.  202H,  UNC  School  of  Medicine,  Chapel  Hill  NC 
27514,  (919)  962-2118. 

April  7 

Selected  Topics  in  Endocrinology:  Annual  Clinical  Confer- 
ence of  Louise  Obici  Memorial  Hospital,  Shrine  Club, 
Suffolk.  Dr.  George  J.  Carroll,  Louise  Obici  Memorial 
Hospital,  Suffolk  VA  23434,  (804)  539-1511,  Ext.  2692. 


April  13 

12th  Annual  Charles  W.  Thomas  Lecture  on  Rheumatol- 
ogy: “Experimental  Therapies  of  Rheumatoid  Arthritis”, 
by  John  L.  Decker,  MD  (Medical  College  of  Virginia), 
George  Ben  Johnston  Auditorium,  Richmond.  Shaun 
Ruddy,  MD  Box  263,  MCV  Station,  Richmond  VA  23298. 

April  15 

13th  Annual  Symposium  on  Medicine  and  Religion:  “The 
Marriage  of  Religion  and  Science  in  Healing”  (Portsmouth 
Naval  Hospital  and  The  Medical  Society  of  Virginia), 
Auditorium,  Building  215,  Naval  Regional  Medical  Cen- 
ter, Portsmouth.  Mrs.  Peggy  Buchanan,  (804)  398-5447. 

April  15-17 

10th  Annual  Washington  Hand  Symposium  (Howard  Uni- 
versity), Washington,  DC.  7 hrs.  Cat.  I.  Fee:  $40-$50.  Dr. 
Norman  J.  Cowen,  2430  Pennsylvania  Ave.,  NW,  Suite 
105,  Washington  DC  20037,  (202)  829-1001. 

April  15-18 

Clinical  Concerns  in  Primary  Care:  2nd  Annual  Meeting 

(Medical  College  of  Virginia),  Williamsburg.  7 hrs.  Cat.  I. 
Fee,  $195.  Erma  Blanchard,  Box  48,  MCV  Station, 
Richmond  VA  23298,  (804)  786-0494. 

April  16 

Medicine  in  Review  II:  Rheumatology  (East  Tennessee 
State  University),  Johnson  City,  Tennessee.  Charles  F. 
Johnson,  MD,  East  Tennessee  State  University,  Johnson 
City  TN  37601,  (615)  928-6426,  Ext.  204. 

April  16-17 

21st  Annual  Swineford  Allergy  Conference  (University  of 
Virginia),  Charlottesville.  Oscar  A.  Thorup,  Jr.,  MD, 
Box  368  UVa  School  of  Medicine,  Charlottesvillle,  VA 
22908,  (804)  924-5318 

April  16-17 

Conceptual  and  Practical  Clinical  Work  with  Infants  and 
Young  Children  (University  of  Maryland),  Baltimore. 
Betty  B.  Saar,  CME,  10  S.  Pine  St.,  Baltimore  MD  21201 , 
(301)  528-3956. 

April  16-18 

EKG  Interpretation  and  Arrhythmia  Management  (Inter- 
national Medical  Education  Corporation),  Williamsburg. 
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13  credit  hrs.  Fee,  $245.  IMEC,  64  Inverness  Dr.,  Engle- 
wood CO  801 12,  toll-free  (800)  525-8651. 

April  21-24 

Urology  Conference  and  Vest  Memorial  Lectureship  (Uni- 
versity of  Virginia),  Charlottesville.  Oscar  A.  Thorup. 
Jr.,  MD,  Box  368,  UVa  School  of  Medicine,  Charlottes- 
ville VA  22908.  (804)  924-5318. 

April  22-24 

Cherry  Blossom  Sports  Medicine  and  Fitness  Symposium 

(Georgetown  University  School  of  Medicine),  Washing- 
ton, DC.  Robert  P.  Nirschl,  MD,  CME  Office,  Hospital, 
First  Floor,  3800  Reservoir  Road,  Washington  DC  20007. 

April  22-24 

Pediatric  Springfest  (Medical  College  of  Virginia),  Wil- 
liamsburg. Fee  $150.  Kathy  E.  Johnson,  Box  48,  MCV 
Station,  Richmond  VA  23298,  (804)  786-0494. 

April  23-25 

Emergency  Medicine  for  Primary  Care:  4th  Annual  Meet- 
ing (Medical  College  of  Virginia),  Williamsburg.  15  hrs. 
Cat.  I.  Fee,  $195.  Kathy  E.  Johnson,  Box  48,  MCV 
Station,  Richmond  VA  23298,  (804)  786-0494. 

April  25-29 

31st  Annual  Scientific  Session  of  the  American  College  of 
Cardiology.  Atlanta,  Georgia.  Meeting  Services  Dept., 
ACC,  9111  Old  Georgetown  Rd.,  Bethesda  MD  20814. 

April  28-May  1 

McLemore  Birdsong  Pediatric  Conference  (University  of 
Virginia),  Charlottesville.  Oscar  A.  Thorup,  Jr.,  MD,  Box 
368,  UVa  School  of  Medicine,  Charlottesville  VA  22908, 
(804)  924-5318. 

April  28-May  1 

American  Association  for  the  History  of  Medicine,  Wash- 
ington DC.  J.  J.  Bylebyh,  PhD,  1900  E.  Monument  St., 
Baltimore  MD  21205. 

May  2-9 

Diagnostic  Radiology  Update  (University  of  Virginia), 
Charlottesville.  Office  of  CME,  University  of  Virginia 
School  of  Medicine,  Box  365,  Charlottesville  VA  22908, 
(804)  924-5318 

May  5-8 

63rd  Annual  Meeting,  Virginia  Society  of  Ophthalmology 
and  Otolaryngology,  Williamsburg.  Mrs.  Donna  Straw- 
derman,  4205  Dover  Rd.,  Richmond  VA  23221,  (804)  353- 
2721. 

May  5-10 

Annual  Meeting  of  the  American  Society  for  Clinical 
Investigation,  Washington,  DC.  M.  M.  Frank,  MD,  Na- 
tional Institutes  of  Health,  Bldg.  10,  11  N 232,  Bethesda 
MD  20205. 


May  7-8 

Science  and  Practice  of  Intramedullary  Nailing  (University 
of  Maryland),  Baltimore.  Betty  B.  Saar.  10  S.  Pine  St., 
Baltimore  MD  21201,  (301)  528-3956. 

May  10-12 

Principles  of  Toxicology  (Johns  Hopkins  University),  Bal- 
timore. Jacqueline  Corn,  615  N.  Wolfe  St.,  Baltimore  MD 
21205,  (301)  955-3720. 

May  17-18 

Hans  Berger  Day:  EEG  Symposium  (Medical  College  of 
Virginia),  Richmond.  12  hrs.  credit.  Office  of  CME,  Box 
48,  MCV  Station,  Richmond  VA  23298,  (804)  786-0494. 

May  17-18 

Total  Knee  Arthroplasty  (Johns  Hopkins  University), 
Baltimore.  14^  credit  hrs.  Fee,  $325.  Program  Coordina- 
tor, 720  Rutland  Ave.,  Turner  Room  22,  Baltimore  MD 
21205,  (301)  955-5880. 

May  17-24 

Sports  and  Tennis  Medicine  Symposium  (Northern  Virgin- 
ia Consortium  on  CME),  Hilton  Head,  South  Carolina. 
Robert  P.  Nirschl,  MD,  3801  N.  Fairfax  Dr.,  Arlington 
VA  22203,  (703)  525-2200. 

May  19-21 

Virginia  State  Department  of  Health  Spring  CME  Confer- 
ence, Charlottesville.  E.  G.  Stone,  Virginia  State  Depart- 
ment of  Health,  Richmond  VA  23219. 

May  20-22 

Recent  Trends  in  Clinical  Radiation  Technology  (Medical 
College  of  Virginia),  Williamsburg.  16  credit  hrs.  Fee, 
$250.  Office  of  CME,  Box  45,  MCV  Station,  Richmond 
VA  23298,  (804)  786-0494. 

May  21 

20th  Annual  Spring  Forum  for  Child  Psychiatry  (Virginia 
Treatment  Center  for  Children  and  Medical  College  of 
Virginia),  Richmond.  4 credit  hrs.  See  preceding  entry. 

May  21-22 

Current  Management  of  Solid  Tumors  (University  of 
Maryland),  Baltimore.  Betty  B.  Saar,  10  S.  Pine  St., 
Baltimore  MD  21201,  (301)  528-3956. 

May  26-30 

32nd  Annual  Assembly,  Virginia  Academy  of  Family  Physi- 
cians, Williamsburg. 

May  29-31 

Gynecologic,  Urologic  and  Pelvic  Surgery  (Medical  Col- 
lege of  Virginia),  Hot  Springs,  Virginia.  14  hrs.  credit. 
Office  of  CME,  Box  48,  MCV  Station,  Richmond  VA 
23298,  (804)  786-0494. 
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LEARNING  EXPERIENCES 


An  unusual  approach  to  continuing 
medical  education  has  found  an  enthu- 
siastic following  among  Virginia  physi- 
cians. It  is  the  “reading  retreat,”  in 
which  doctors  gather  in  a pastoral  set- 
ting for  intervals  of  concentrated  read- 
ing followed  by  group  discussion  of  the 
material  studied.  The  photographs  on 
these  pages  were  taken  at  the  7th  An- 
nual Reading  Retreat  held  late  last  year 
at  the  Peaks  of  Otter  Lodge  in  Virgin- 
ia’s Blue  Ridge  Mountains. 

The  retreat  format  is  distinguished 
from  the  typically  passive  learning 


experience  by  the  high  degree  of  stu- 
dent participation  it  generates.  For  ex- 
ample, well  in  advance  of  the  retreat 
the  chairman  canvasses  those  physi- 
cians who  have  registered  and  from 
their  suggestions  settles  on  the  subspe- 
cialties to  be  explored  at  the  coming 
session.  For  the  1981  retreat,  a consen- 
sus was  expressed  for  pulmonary  medi- 
cine and  cardiology,  so  the  retreat  fo- 
cussed on  those  two  subjects.  And 
although  faculty  lead  the  retreat’s  dis- 
cussion periods,  the  learners  are  hearti- 
ly encouraged  to  contribute  to  the  com- 


mentary, yielding  a lively  exchange  of 
clinical  information. 

The  success  of  the  retreat  series  is 
testimony  to  the  entrepreneurial  efforts 
of  two  physicians:  Dr.  Daniel  N. 
Mohler,  who  is  professor  of  medicine 
and  associate  dean  of  the  University  of 
Virginia  School  of  Medicine,  and  Dr. 
Donald  M.  Switz,  associate  professor 
of  medicine  at  the  Medical  College  of 
Virginia.  Intrigued  by  reports  of  read- 
ing retreats  sponsored  by  the  American 
College  of  Physicians  in  neighboring 
Tennessee,  Dr.  Mohler  and  Dr.  Switz 
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attended  one  there  in  the  fall  of  1976. 
They  found  an  instant  empathy  for  the 
format  and  set  about  establishing  a 
Virginia  series  under  ACP  sponsorship. 

Each  reading  retreat  encompasses  a 
weekend,  with  half-day  sessions  on 
Saturday  morning,  Saturday  afternoon 
and  Sunday  morning.  The  faculty  se- 
lects six  papers  to  be  read  before  each 
of  the  three  sessions;  copies  of  all  this 
literature  are  assembled  and  presented 
to  the  registrants  when  they  arrive  on 
Friday  evening.  There  is  a $70  fee  for 
the  course,  which  is  accredited  for  15 


Dr.  Mohler  (right)  and  Dr.  Burness  Ansell  with  reading  assignments. 


Category  I hours,  and  registration  is  6. 
limited  to  30  physicians.  The  serenity 
and  seclusion  of  the  Peaks  of  Otter  7. 
Lodge  make  it  a perfect  setting.  8. 

Continuing  unabated  in  their  com- 
mitment to  the  enterprise.  Dr.  Mohler  9. 
and  Dr.  Switz  alternate  in  the  planning 
of  each  retreat,  with  Dr.  Mohler  taking  io. 
the  recent  tour  of  duty.  And  these  were  H. 
the  faculty  for  the  1981  retreat:  Dr.  12. 
George  A.  Beller,  Charlottesville,  and  13. 
Dr.  David  W.  Richardson,  Richmond,  14. 
for  the  cardiology  sections,  and  Dr.  15. 
Dudley  F.  Rochester,  Charlottesville,  16. 
for  the  pulmonary  medicine  session.  17. 

For  other  learning  experiences  in-  18. 
volving  Dr.  Mohler  and  Dr.  Switz,  see  19. 
the  medical  articles  on  pages  183  and  20. 
187  of  this  issue.  A.G.  21. 

22. 

1.  George  B.  Craddock,  MD,  Lynch-  23. 

burg  24. 

2.  O.  Bruton  Darden,  MD,  Bedford  25. 

3.  Michael  J.  Basile,  MD,  Roanoke 

4.  Eugene  C.  Corbett,  Jr.,  MD,  26. 

Fork  Union 

5.  James  M.  Moss,  MD,  Alexandria  27. 


Colen  Heinritz,  MD, 

Severna  Park,  Maryland 
Shelby  C.  Dickerson,  MD,  Roanoke 
Forrest  K.  Harris,  MD, 
Washington,  DC 
Donald  W.  Mintzer,  MD, 
Baltimore,  Maryland 
Donald  Shotton,  MD,  Lynchburg 
Dr.  Mohler 

Fredrick  M.  Barry,  MD,  Radford 
J.  Michael  Payne,  MD,  Blacksburg 
Kirk  E.  Hippensteel,  MD,  Roanoke 
Andrea  Taylor,  MD,  Charlottesville 
Richard  N.  Baylor,  MD,  Suffolk 
Dr.  Richardson 

Linda  T.  Lastinger,  MD,  Galax 
R.  Hayes  Hanley,  MD,  Ashland 
Len  B.  Lastinger,  MD,  Galax 
Michael  J.  Miller,  MD,  Richmond 
Dr.  Beller 

Burness  F.  Ansell,  MD,  Richmond 
Robert  E.  Hoyt,  MD,  Weems 
Arthur  S.  Bender,  MD,  Charlottes- 
ville 

Marc  F.  Levenson,  MD,  Clifton 
Forge 

Jess  P.  Miller,  MD,  Hampton 
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THE  PATIENT  THINKS 
HE  HAS  HEART  TROUBLE 


'MMfe 


/ 


HI 


U KNOW  IT’S  REALLY 
X1ETY  SYMPTOMS 

resenting  symptoms:  palpitations,  chest  pain, 
onic  exhaustion  and  occasional  difficulties  in  breathing. 
Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
evels  of  anxiety  and  apprehension. 

I For  rapid  relief  you  prescribe 
Valium  (diazepam/Roche) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

Valium 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


irapmup* 


Please  see  summary  of  product  information  on  the  following  page 


VALIUM " (diazepam  /Roche ) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology:  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis;  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  In  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adiunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  disconjinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz 
epines  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  |aundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  laundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d to  q i d , alcoholism,  10  mg  t i d or  q i d in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i  d. 
or  q i d . adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2'/2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions.)  Children:  1 to  2'/z  mg  t.i  d. 
or  q.i.d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg,  white;  5 mg.  yellow;  10  mg,  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  lO  t 
*Supplied  by  Roche  Products  Inc  , Manati.  Puerto 
Rico  00701 

vSupplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 


NEW 

MEMBERS 


Alexandria  Medical  Society 

Jeffrey  D.  Blake,  MD,  Pediatrics,  5001  Seminary  Road, 
Alexandria  VA  2231 1 

Stephen  G.  Goldberger,  MD,  Nephrology,  7801  Old 
Branch  Ave.,  Clinton  MD  20735 


Augusta  County  Medical  Society 
Charles  R.  Pauly,  MD,  Dermatology,  220  Rosser  Ave., 
Waynesboro  VA  22980 

Chesapeake  Medical  Society 

Alireza  Jamali,  MD,  Orthopedic  Surgery,  200  Medical 
Pkwy.,  Chesapeake  VA  23320 

Culpeper  Medical  Society 

Richard  A.  Chefetz,  MD,  Family  Practice,  PO  Box  386, 
Madison  VA  22727 


Danville-Pittsylvania  Academy  of  Medicine 
Michael  J.  Andrews,  Jr.,  MD,  Urology,  PO  Box  1360, 
Danville  VA  24543 

Fairfax  County  Medical  Society 

William  J.  Mroczek,  MD,  Cardiovascular  Diseases,  4600 
King  St.,  Alexandria  VA  22302 
Sydney  G.  Salus,  MD,  Psychiatry,  8360  Greensboro  Dr., 
McLean  VA  22102 

Robert  G.  Stephens,  MD,  Psychiatry,  7024  Hector  Road. 
McLean  VA  22101 


Fauquier  County  Medical  Society 

Paul  H.  Schellenberg,  MD,  General  Practice,  Box  396, 
The  Plains  VA  22171 

Lynchburg  Academy  of  Medicine 

William  M.  Riggins,  Jr.,  MD,  General  Practice,  9504 
Timberlake  Road,  Lynchburg  VA  24502 

Mid-Tidewater  Medical  Society 

Niels  Henrik  Oster,  MD,  General  Surgery,  PO  Box  835, 
Tappahannock  VA  22560 

Norfolk  Academy  of  Medicine 

Achla  Kumar,  MD,  Physical  Medicine/Rehabilitation.  De- 
Paul  Medical  Building,  Norfolk  VA  23505 

Alfred  P.  Magness,  II,  MD,  Neurological  Surgery,  935 
Redgate  Ave.,  Norfolk  VA  23507 

Thomas  C.  Markham,  MD,  Orthopedic  Surgery,  844 
Kempsville  Road,  Norfolk  VA  23502 

continued  on  page  163 
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For  your  patients’  benefit... 


BEFORE  YOU  WRITE 
YOUR  NEXT  ANTI  ARTHRITIC 

PRESCRIPTION, 
PLEASE  READ 

THIS  MESSAGE 


Boots  announces  a pharmaceutical  first 


TWO  WAYS  YOUR 
WILL  SAVE  MONEY  WITH 


Introducing 

RUFEN  (ibupnofen) 


$130  REBATE 
DIRECTTO  YOUR 


AIND  RUFEN  IS 
PRICED  LOWER 


PATIENTS  ON  EVERY  TO  BEGIN  WITH. 


PRESCRIPTION  OF  100. 
REFILLS  INCLUDED. 

One  dollar  fifty  cents 
returned  for  every  Rebate 
Coupon  your  patients  mail  in. 

Every  bottle  of  100  tablets  of 
RUFEN  400  mg  has  a Rebate 
Coupon  attached,  with  full 
instructions  for  redemption. 

It  has  already  been  de- 
termined, through  public 
opinion  research,  that  most 
arthritic  patients  will 
appreciate 
direct  rebate 
savings  as 
much  as  they 
appreciate  the 
results  of  ibu profen 
therapy. 


Boots  has  already  priced 
RUFEN  lower  to  the  whole- 
saler and  the  retailer.  And  if 
these  savings  are  passed 
along,  as  they  should  be, 
your  patient  will  receive  the 
benefit  of  this  lower  price. 
Add  these  savings  to  the  re- 
bate, and  your  patients  re- 
ceive substantial  relief  from 
the  costs  of  a medication 
many  of  them  may  take 
for  years. 


RUFEN  IS 
NOT  A GENERIC 
BOOTS  IBUPROFEN 
IS  THE  ORIGINAL. 

And  if  you  wish,  RUFEN 
may  be  substituted  for 
Motrin®,  because  it  is  bio- 
equivalent.* 

Original  research  by  The 
Boots  Company  Ltd.,  of 
Nottingham,  England, 
developed  ibuprofen. 

And  though  we  intro- 
duced it  ourselves  else- 
where around  the  world,  we 
licensed  ibuprofen  for 
sale  in  the  United  States. 


Motrin®  (ibuprofen)  is  a registered  trademark  of  The  Upjohn  Com  pan- 


ARTHRITIC  PATIENTS 
I BU PROFEN  THERAPY 


You  first  came  to  know 
it  as  Motrin  (ibuprofen), 
manufactured  by  Upjohn. 

Now,  as  we  have  estab- 
lished  facilities  in  America, 
we  hope  you'll  come  to 
know  Boots  brand  name 
for  ibuprofen  as  RUFEN. 


BIOEQUIVALENCY? 
OF  COURSE.* 

That's  why  you  may  substi- 


ALSO:A  BOOTS 
CONTRIBUTION  TO 
ARTHRITIS  RESEARCH 
WITH  EVERY  REBATE! 

A 25*  contribution  per 
rebate  is  built  directly 
into  the  RUFEN 
program.  And  with 
thousands  of  pre- 
scriptions anticip- 
ated for  RUFEN  400  mg 
each  year,  the  annual  po- 


n ye 

tential  for  arthritis  research  is 


"“"SfIn' 


00  tablet: 


enormous. 


♦Data  on  file. 

t Contributions  made  to:  International  League  Against  Rheumatism. 


WHEN  YOU'RE  WRITING  YOUR  NEXT 
PRESCRIPTION  FOR  I BU PROFEN, 
PLEASE  REMEMBER: 


RUFEN® 

(ibuprofen/Boots) 

(For  full  prescribing  Information,  see  package  brochure.) 

RUFEN"  Tablets 
(ibuprofen) 

INDICATIONS  AND  USAGE:  Treatment  of  signs  and 
symptoms  of  rheumatoid  arthritis  and  osteoarthritis 
during  acute  flares  and  in  the  long-term  management 
of  these  diseases.  Safety  and  effectiveness  have  not 
been  established  for  Functional  Class  IV  rheumatoid 
arthritis. 

Relief  of  mild  to  moderate  pain. 


RUFEN® 

RUFEN 

RUFEN 

RUFEN 

RUFEN 


OFFERS  A $1.50  REBATE  DIRECT 
TO  YOUR  PATIENTS  ON  EVERY 
BOTTLE  OF  100  TABLETS  OF 
RUFEN  400  MG. 

I 

COSTS  YOUR  PATIENTS  LESS  TO 
BEGIN  WITH. 

CONTRIBUTES  25*  PER  REBATE  TO 
ARTHRITIS  RESEARCH. 

IS  NOT  A GENERIC . . . BOOTS 
IBUPROFEN  IS  THE  ORIGINAL 

i 4 ’ 

(IBUPROFEN)  IS  BIOEQUIVALENT  TO 
MOTRIN®  (IBUPROFEN)* 


I hope  we've  given  you  several  good  reasons  to  re- 
member RUFEN  the  next  time  you  prescribe  ibuprofen. 

If  we  haven't,  or  if  you'd  like  to  know  more  about 
Boots  Pharmaceuticals  or  this  program,  please  don't 
hesitate  to  drop  me  a line.  Or  call  us  directly  at  our 
toll-free  number:  (800)  551-8119.  Louisiana  residents, 
call  (800)  282-8671. 


To  ensure  that  your  patients  receive  the  benefits  of  the 
Rufen  program,  be  sure  to  specify  "D.  A.W.,"  "No  Sub," 
or  "Medically  Necessary^'  as  required  by  the  laws  of 
your  state. 


John  D.  Bryer,  President 
Boots  Pharmaceuticals,  Inc. 


Boots  Pharmaceuticals,  Inc. 

6540  LINE  AVENUE.  SHREVEPORT.  LOUISIANA  71106 


Pioneers  in  medicine  for  the  family 


CONTRAINDICATIONS:  Patients  hypersensitive  to 
ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angio- 
edema  and  bronchospastic  reactivity  to  aspirin  or  other 
nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS) 
WARNINGS:  Anaphylactoid  reactions  have  occurred 
in  patients  hypersensitive  to  aspirin  (see  CONTRAINDI- 
CATIONS) Peptic  ulceration  and  gastrointestinal 
bleeding,  sometimes  severe,  have  been  reported 
Peptic  ulceration  and  gastrointestinal  bleeding,  some- 
times severe,  have  been  reported  Peptic  ulceration, 
perforation,  or  gastrointestinal  bleeding  can  end  fatally; 
however,  an  association  has  not  been  established 
Rufen  should  be  given  under  close  supervision  to  patients 
with  a history  of  upper  gastrointestinal  tract  disease, 
and  only  after  consulting  the  ADVERSE  REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheuma- 
toid arthritis,  nonulcerogenic  drugs,  such  as  gold, 
should  be  attempted  If  Rufen  must  be  given,  the  patient 
should  be  under  close  supervision  for  signs  of  ulcer 
perforation  or  gastrointestinal  bleeding. 
PRECAUTIONS:  Blurred  and/or  diminished  vision, 
scotomata,  and/or  changes  in  color  vision  have  been  re- 
ported. If  developed,  discontinue  Rufen  and  administer 
an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  with 
Rufen;  caution  should  be  used  in  patients  with  a history 
of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolong 
bleeding  time  Use  with  Caution  in  patients  with  intrinsic 
coagulation  defects  and  those  taking  anticoagulants. 

Patients  should  report  signs  or  symptoms  of  gastroin- 
testinal ulceration  or  bleeding,  blurred  vision  or  other 
eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insuf- 
ficiency, patients  on  prolonged  corticosteroid  therapy, 
this  therapy  should  be  tapered  slowly  when  adding  Rufen. 
DRUG  INTERACTION:  Coumarin-type  anticoagulants. 
The  physician  should  be  cautious  when  administering 
Rufen  to  patients  on  anticoagulants. 

Aspirin.  Concomitant  use  may  decrease  Rufen  blood 

l6V6lS. 

PREGNANCY  AND  NURSING  MOTHERS:  Rufen 
should  not  be  taken  during  pregnancy  nor  by  nursing 
mothers. 

ADVERSE  REACTIONS 

Incidence  greater  than  1% 
Gastrointestinal:  The  most  frequent  adverse  reaction 
is  gastrointestinal  (4%  to  1 6%).  Includes  nausea*,  epigas- 
tric pain*,  heartburn*,  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdomi- 
nal cramps  or  pain,  fullness  of  Gl  tract  (bloating  and 
flatulence).  Central  Nervous  System:  dizziness*,  head- 
ache, nervousness.  Dermatologic:  rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  tinnitus 
Metabolic:decreased  appetite,  edema,  fluid  retention. 
Fluid  retention  generally  responds  promptly  to  drug 
discontinuation  (see  PRECAUTIONS). 

•Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 
Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleed- 
ing and/or  perforation,  hemorrhage,  melena.  Central 
Nervous  System:  depression,  insomnia.  Dermatolog- 
ic: vesiculobullous  eruptions,  urticaria,  erythema  multi- 
forme. Special  Senses:  amblyopia  (see  PRECAUTIONS). 
Hematologic:  leukopenia,  decreased  hemoglobin 

and  hematocrit  Cardiovascular:  congestive  heart 
failure  in  patients  with  marginal  cardiac  function, 
elevated  blood  pressure. 

Causal  relationship  unknown 
Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver 
function  Central  Nervous  System:  paresthesias,  hal- 
lucinations, dream  abnormalities.  Dermatologic:  alo- 
pecia, Stevens-Johnson  syndrome  Special  Senses: 
Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
hemolytic  anemia,  thrombocytopenia,  granulocytopenia 
bleeding  episodes.  Allergic:  fever,  serum  sickness, 
lupus  erythematosus  syndrome  Endocrine:  gyne- 
comastia, hypoglycemia  Cardiovascular:  arrhythmias 
(Sinus  tachycardia,  bradycardia,  and  palpitations). 
Renat:  decreased  creatinine  clearance,  polyuria,  azo- 
temia. 

OVERDOSAGE:  Acute  overdosage,  the  stomach  should 
be  emptied.  Rufen  is  acidic  and  excreted  in  the  urine, 
alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  ar- 
thritis and  osteoarthritis,  including  flareups  of  chronic 
disease:  Suggested  dosage  400  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as 
necessary  for  relief  of  pain.  Do  not  exceed  2,400  mg 
per  day. 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription 


♦Data  on  file. 
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Patrick  Henry  Medical  Society 

Stuart  M.  Bergman,  MD,  Urology,  15  Cleveland  Ave., 
Martinsville  VA  241 12 

Richmond  Academy  of  Medicine 

.lames  R.  Dageforde,  MD,  Family  Practice,  Parham  Medi- 
cal Center.  Richmond  VA  23229 

Steven  H.  Jones,  MD,  Orthopedics,  4315  Grove  Ave., 
Richmond  VA  23221 

Richard  R.  Reynolds,  MD,  Cardiovascular/Thoracic  Sur- 
gery, 7129  Jahnke  Road.  Richmond  VA  23225 

David  L.  Warren,  MD,  Internal  Medicine.  PO  Box  27003, 
Richmond  VA  23261 

David  C.  Williams,  MD,  General  Practice,  7910  Burrundie 
Dr.,  Richmond  VA  23225 

Roanoke  Academy  of  Medicine 

Robert  S.  Widmeyer,  MD,  Orthopedic  Surgery,  1240 
Third  St.  SW,  Roanoke  VA  24016 


Rockingham  County  Medical  Society 
G.  William  Harper,  MD,  Family  Practice,  1015  Harrison 
St.,  Harrisonburg  VA  22801 

Richard  E.  N.  Sedwick,  MD,  Obstetrics/Gynecology,  1041 
S.  Main  St.,  Harrisonburg  VA  22801 

Southwestern  Virginia  Medical  Society 
Bernard  J.  Begley,  MD,  Occupational  Medicine,  250 
Stonewall  Heights,  Abingdon  VA  24210 
Robert  S.  Rice,  MD,  General  Surgery,  Student  Health 
Service,  Blacksburg  VA  24061 

Virginia  Beach  Medical  Society 

Valerio  M.  Genta,  MD,  Pathology,  General  Hospital  of 
Virginia  Beach,  Virginia  Beach  VA  23454 
E.  S.  Hunter,  Jr.,  MD,  General  Practice,  4920  Virginia 
Beach  Blvd.,  Virginia  Beach  VA  23462 
Richard  Louis  Morris,  MD,  Plastic/Reconstructive  Sur- 
gery, 1037  First  Colonial  Road,  Virginia  Beach  VA 
23454 

Luc  Vinh,  MD,  Family  Practice,  4656  Haygood  Road, 
Virginia  Beach  VA  23455 


Opportunity  for 
Vice  President 
for  Medical  Affairs 

400-bed,  acute,  general, 
community  hospital 
Full-time  position 
Attractive  Salary 
Excellent  benefits 

Candidate  must  be  diplomate 
and  have  minimum 
ten  years  of  experience 

Contact:  William  M.  Anderson,  MD, 

Vice  President  for  Medical  Affairs, 
who  is  retiring  July  1,  1982. 


RICHMOND  MEMORIAL  HOSPITAL 

1300  WESTWOOD  AVENUE -RICHMOND,  VIRGINIA  23227-804/2546000 
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VIRGINIA 
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MARCH  1982 


Transsphenoidal  Removal  of 
Pituitary  Tumors: 
Experience  With  167  Patients 

H.  St.  George  Tucker,  MD,  Stephen  R.  Grubb,  MD, 

James  P.  Wigand,  MD,  Alain  Taylon,  MD,  Harvey  V.  Lankford,  MD, 
William  G.  Blackard,  MD,  Richard  L.  Corales,  MD, 
and  Donald  P.  Becker,  MD,  Richmond,  Virginia 


A continuing  study  confirms  and  extends  previous  reports  that  transsphe- 
noidal removal  is  a highly  effective,  safe  method  of  treating  pituitary  tumors. 
Microadenomas  offer  the  best  chance  for  complete  removal  and  apparent 
cure  of  excessive  hormone  secretion,  the  authors  report;  and  for  the  larger 
but  still  enclosed  macroadenomas,  the  procedure  affords  good  chances  for 
cure.  Even  with  tumors  that  have  invaded  beyond  the  sella,  cures  can  be 
obtained  and  pressure  symptoms  relieved.  Poorest  results,  they  find,  occur 
with  prolactinomas  that  have  spread  extensively. 


IN  1971  a study  was  begun  at  the  Medical 
College  of  Virginia  Hospital  of  all  patients 
having  transsphenoidal  removal  of  pituitary 
tumors.  The  purpose  was  to  determine  to  what 
extent  these  could  be  successfully  removed  by  the 

From  the  Division  of  Endocrinology,  Department  of 
Medicine  (Drs.  Tucker,  Grubb,  Wigand,  Taylon,  Lank- 
ford and  Blackard)  and  the  Division  of  Neurosurgery, 
Department  of  Surgery  (Drs.  Corales  and  Becker),  Medi- 
cal College  of  Virginia/Virginia  Commonwealth  Universi- 
ty. Address  correspondence  to  Dr.  Tucker  at  Box  111, 
MCV  Station,  Richmond  VA  23298. 

Supported  by  a National  Institutes  of  Health  grant, 
AMOl  RR00065.  Submitted  10-15-81. 


transsphenoidal  route  without  sacrificing  remaining 
pituitary  function. 

We  now  report  on  167  patients  studied  from  1971 
through  1980,  with  followup  data  as  to  their  out- 
comes to  the  present  time. 

Material  and  Methods 

All  patients  who  underwent  transsphenoidal  re- 
moval of  pituitary  tumors  from  1971  through  1980 
are  included.  All  signed  informed  consent  to  under- 
go detailed  endocrine  testing  in  the  Clinical  Re- 
search Center  before  surgery  and  again  two  to  three 
months  after  surgery,  as  well  as  visual  field  exami- 
nations, sellar  polytomograms  and  CT  scans  with 


164 


VIRGINIA  MEDICAL/MARCH  1982 


VOLUME  109 


contrast,  as  these  procedures  became  available. 
Endocrine  testing  included  basal  serum  levels  of 
thyroxin,  cortisol,  TSH,  growth  hormone,  prolactin 
(after  1973),  FSH,  LH  and  testosterone  or  estradiol. 
Reserve  pituitary  function  was  tested  with  insulin- 
induced  hypoglycemia,  TRH  and  metyrapone. 
Growth  hormone  suppression  by  glucose  tolerance 
test  was  measured  in  acromegalic  patients  and 
prolactin  suppression  by  1-DOPA  in  patients 
thought  to  have  prolactinomas.  The  latter  also  had 
provocative  tests  of  prolactin  secretion  with  chlor- 
promazine,  hypoglycemia,  TRH  or  metoclopra- 
mide.  All  patients  have  remained  under  continued 
observation  with  pertinent  hormone  measurements 
at  six  months  to  yearly  intervals  and  with  visual 
field  and  radiologic  studies  as  indicated. 

Normal  levels  of  serum  prolactin  in  our  labora- 
tory are  up  to  25  ng/ml  and  for  growth  hormone  up 
to  5 ng/ml.  The  normal  basal  level  of  serum  TSH  is 
below  10  /x  units/ml. 

Tumor  size  is  graded  by  the  Hardy  classification. 1 
Grades  1 and  II  are  intrasellar.  Grade  I less  than  one 
cm.  Grade  II  greater  than  one  cm  diameter.  Grades 
III  and  IV  have  invaded  beyond  the  sella.  Grade  III 


in  a localized  area,  Grade  IV  with  generalized 
extrasellar  extension. 

Operative  Methods 

The  operative  approach  we  used  is  similar  to  that 
described  by  Hardy2.  After  entering  the  sphenoid 
sinus,  the  operating  microscope  is  used  for  the 
remainder  of  the  procedure.  Intraoperative  fluoro- 
scopic monitoring  is  used  for  macroadenomas  with 
significant  suprasellar  and  parasellar  extension.  A 
wide  bony  exposure  of  the  floor  of  the  sella  turcica 
is  important.  This  is  carried  up  to  the  floor  of  the 
anterior  fossa  superiorly,  and  laterally  to  the  dural 
reflections  of  the  walls  of  the  cavernous  sinus.  The 
exposed  dura  is  coagulated,  then  opened  in  a man- 
ner that  permits  maximum  exposure  of  the  sella 
contents.  If  possible,  the  dura  is  opened  in  an  area 
of  obvious  tumor  involvement  to  avoid  damage  to 
normal  pituitary  gland.  Routinely,  dura  and  bone 
adjacent  to  the  adenoma  are  submitted  for  patho- 
logic evaluation  for  possible  tumor  invasion. 

With  small  microadenomas,  a complete  inspec- 
tion of  the  sella  content  is  always  done  prior  to  any 
exploration  within  the  normal  gland.  Removal  of 
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Fig.  1.  Position  of  tumor  “capsule”  and  compressed  normal  pituitary  gland  following  transsphenoidal  tumor  removal. 
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the  larger  adenomas  with  significant  suprasellar 
extension  is  facilitated  by  using  a sustained  Valsal- 
va maneuver,  with  airway  pressures  up  to  40-50  mm 
H2Q  for  20  to  30  seconds.  Using  ring  curettes  and 
suction,  the  tumor  is  easily  removed  as  it  is  deliv- 
ered into  the  sella.  In  each  case  a complete  inspec- 
tion of  the  tumor  capsule  and  all  surfaces  of  the 
tumor  cavity  is  necessary  to  assess  the  complete- 
ness of  the  tumor  removal.  A dental  mirror  can  be 
helpful  in  viewing  areas  which  are  otherwise  inac- 
cessible. Direct  histologic  documentation  of  tumor 
invasion  is  sought  in  every  case. 

Compressed  normal  pituitary  gland  different  from 
tumor  in  color  and  consistency  can  usually  be 
identified  during  removal  of  the  larger  adenomas. 
Often  it  is  attached  to  the  superior  “capsule”,  but 
may  be  posterior  or  even  anterior  in  the  sella  (Fig. 
1).  Not  infrequently  it  may  be  difficult  to  differenti- 
ate between  some  areas  of  tumor  and  normal  gland. 
Multiple  intraoperative  biopsies  can  help  clarify  this 
and  guide  the  surgeon. 

After  tumor  removal,  if  the  superior  capsule  is 
left  intact  with  no  demonstrable  cerebrospinal  fluid 
(CSF)  leak,  the  sella  is  loosely  packed  with  Surgi- 
cel®  only.  If  there  is  a CSF  leak,  the  hole  in  the 
capsule  is  occluded  by  intracranial  placement 
through  the  defect  of  a small  piece  of  fascia  lata, 
followed  by  loose  packing  of  the  sella  with  Surgicel 
and  fat.  When  the  sella  is  packed,  the  preserved 
nasal  septum  is  fitted  through  the  anterior  dural 
opening  to  hold  in  the  sella  contents. 

Results 

Table  1 presents  results  according  to  the  type  of 
pituitary  tumor  or  diagnosis.  “Cure”  is  defined  as 
apparent  complete  removal  of  all  tumor  at  opera- 
tion, relief  of  all  clinical  manifestations  of  the 
tumor,  normalization  of  excessive  hormone  secre- 
tion (prolactin,  growth  hormone,  ACTH  and  corti- 
sol, or  TSH)  for  at  least  one  year  after  surgery  and 
for  as  long  after  this  as  the  patient  has  been  fol- 
lowed, and  in  the  case  of  the  larger  tumors  absence 
of  any  evidence  of  tumor  by  CT  scan  with  contrast 
and  by  serial  visual  field  examinations.  The  follow- 
ing entries  give  detailed  results  for  each  type  of 
tumor. 

Prolactinomas  in  women  of  reproductive  age 
(galactorrhea-amenorrhea  syndrome).  The  term 
“galactorrhea-amenorrhea  syndrome”  refers  to  the 
inappropriate  occurrence  of  these  symptoms,  unre- 
lated to  recent  childbirth,  nursing  or  the  use  of 
medication  known  to  stimulate  prolactin  secretion. 
Presenting  symptoms  included  galactorrhea,  amen- 


Table  1.  Results  of  Transsphenoidal  Pituitary  Tumor  Removal 
in  164  Patients. 


Devel- 

oped 


Type  of  Tumor 
Diagnosis 

Number 

of 

patients 

Number 

“cured” 

hypopi- 

tuita- 

rism 

Deaths 

from 

surgery 

Prolactin  secreting 

67 

44  (66%) 

1 

0 

Galactorrhea 
amenorrhea 
Growth  hormone 

40 

30  (75%) 

4 

0 

secreting 
Acromegaly 
ACTH  secreting 
Cushing’s  disease 

12 

10  (83%) 

0 

1 

Nelson’s  syndrome 

6 

4 (67%) 

0 

0 

TSH  secreting 

1 

0 (0%) 

0 

0 

Large  nonsecreting 

41 

20  (49%) 

1 

1 

or  Prl  secreting 
tumors 

Total 

167 

108  (65%) 

6 

2 

orrhea  or  irregular  menses.  In  a patient  with  any  of 
these  symptoms,  a serum  prolactin  above  50  ng/ml 
without  other  cause  was  considered  presumptive 
evidence  for  the  presence  of  a pituitary  prolactin- 
oma. Most  of  our  patients  showed  erosion  of  the 
sellar  floor  or  some  other  abnormality  on  polytomo- 
grams, but  this  was  not  considered  essential  for  the 
diagnosis  of  tumor.  The  1-DOPA  test  proved  to  be 
of  no  value,  many  patients  with  prolactinomas 
showing  normal  50%  suppression  of  serum  prolac- 
tin. Most  patients  with  hyperprolactinemia  caused 
by  tumor  showed  limited  further  rise  in  prolactin  on 
stimulation  tests  with  chlorpromazine,  insulin, 
TRH  and  metoclopramide,  but  the  discriminatory 
value  of  these  tests  in  the  diagnosis  of  tumor  is 
questionable. 

Transsphenoidal  exploration  revealed  a pituitary 
tumor  in  63  of  67  patients.  In  four,  no  definitive 
tumor  was  seen,  but  a suspicious  or  necrotic  area 
was  removed.  One  was  cured;  three  were  not. 
These  are  included  with  the  Grade  I microadeno- 
mas in  Table  2,  which  lists  the  results  of  surgery  in 
relation  to  tumor  size  and  extent.  It  is  apparent  that 
the  best  results  are  obtained  with  the  smaller  tu- 
mors. There  is  even  better  inverse  correlation  of 
success  with  the  preoperative  prolactin  level:  94% 
of  our  patients  with  blood  prolactin  below  100  ng/ml 
were  cured;  68%  were  cured  with  prolactin  100  to 
200  ng/ml  and  only  10%  of  those  with  prolactin 
above  200  ng/ml.  The  only  complication  was  tran- 
sient diabetes  insipidus  lasting  only  a few  days  in  20 
patients.  One  patient  with  a large  tumor  developed 
hypopituitarism,  but  no  other  loss  of  endocrine 
function  occurred.  There  was  no  mortality. 
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Serum  prolactin  levels  tended  to  be  suppressed  in 
the  first  few  weeks  after  surgery.  Ultimate  cure 
could  not  be  predicted  until  serum  prolactin  re- 
mained normal  for  six  months  after  operation.  In 
these  patients  galactorrhea  ceased,  regular  menses 
resumed,  and  a high  percentage  of  those  desiring 
pregancy  conceived.  Subsequent  pregnancies  have 
been  uneventful. 

The  poorest  results  occurred  in  patients  with  very 
large  prolactinomas  that  had  extended  beyond  the 
sella.  Prolactinomas  generally  seem  to  be  more 
aggressive  in  their  growth  and  invasiveness  than 
other  tumors,  especially  in  some  young  women. 
Three  patients  seen  in  their  late  teens  presented 
with  delayed  and  incomplete  puberty,  primary 
amenorrhea,  poor  breast  development  and  no  galac- 
torrhea. Each  had  a large  prolactin  secreting  tumor 
with  extensive  invasion.  Tumor  removal  was  in- 
complete. 

When  serum  prolactin  remained  high  after  sur- 
gery or  when  tumor  was  known  to  be  left  at 
operation,  irradiation  was  given,  except  to  women 
who  were  desirous  of  a later  pregnancy.  Two  of 
these  conceived  after  clomiphene  treatment  and 
two  while  taking  bromocriptine.  Bromocriptine 
treatment  lowers  prolactin  levels  to  normal,  stops 
galactorrhea  and  restores  normal  ovulatory  menses 
in  most  patients.  In  this  country  the  FDA  does  not 
recommend  its  use  to  allow  pregnancy,  but  it  has 
been  extensively  used  for  this  purpose  in  Europe 
without  ill  effects. 

Growth  hormone  secreting  tumors  (acromegaly). 
The  diagnosis  of  acromegaly  was  obvious  in  most 
patients  and  was  confirmed  by  the  finding  of  an 
elevated  serum  growth  hormone  which  did  not 
suppress  to  below  5 ng/ml  during  oral  glucose 
tolerance  test;  40  such  patients  had  transsphenoidal 
pituitary  exploration,  and  a tumor  was  found  in 
every  one.  The  tumors  were  removed  as  completely 
as  possible.  Table  3 lists  the  results  in  relation  to 
tumor  size  and  extent.  “Cure"  is  defined  as  appar- 
ent removal  of  all  tumor  and  reduction  of  serum 


growth  hormone  to  5 ng/ml  or  less.  Patients  achiev- 
ing this  reduction  of  growth  hormone  showed  no 
tendency  to  subsequent  rise.  Reduction  of  growth 
hormone  level  to  normal  was  accompanied  by  a 
postoperative  diuresis,  perhaps  partly  transient  dia- 
betes insipidus  but  also  loss  of  previously  retained 
excessive  extracellular  fluid.  This  diuresis  probably 
accounts  for  the  prompt  decrease  in  size  of  hands 
and  feet  so  that  previously  tight  rings  became  loose. 
More  gradually,  over  months,  joints  became  more 
mobile,  thickened  skin  became  softer,  excessive 
perspiration  and  sebum  secretion  decreased,  and 
deep  nasolabial  and  forehead  furrows  tended  to 
become  less  noticeable.  The  soft  tissue  changes  of 
acromegaly  improved,  but  we  have  seen  no  reversal 
of  acromegalic  bone  changes  on  X ray.  Reduction 
of  growth  hormone  markedly  improved  diabetes 
mellitus  when  present,  so  that  most  patients  could 
greatly  reduce  or  omit  insulin.  On  the  other  hand, 
reduction  of  growth  hormone  to  normal  had  little 
effect  on  hypertension.  Five  patients  developed 
hypopituitarism  but  are  doing  well  on  hormone 
replacement.  One  had  a postoperative  spinal  fluid 
leak  and  meningitis;  he  recovered  after  repair  of  the 
leak  and  intensive  antibiotic  treatment.  There  was 
no  operative  mortality. 

As  Table  3 shows,  failure  to  reduce  growth 
hormone  level  to  normal  occurred  mostly  in  pa- 
tients with  large  tumors  with  extrasellar  extension. 
In  these,  headache  was  usually  relieved  and  visual 
field  defects  improved.  If  tumor  was  known  to  be 
left  at  surgery  or  if  serum  growth  hormone  re- 
mained high,  irradiation  treatment  was  given,  with 
gradual  reduction  of  the  growth  hormone  level  over 
the  following  few  years.  Two  patients  had  a second 
transsphenoidal  operation  with  more  tumor  re- 
moved but  only  temporary  benefit. 

Eleven  of  the  40  acromegalic  patients  had  elevat- 
ed serum  prolactin  as  well  as  growth  hormone. 
Immunoperoxidase  staining  showed  their  tumors  to 
contain  both  growth  hormone  and  prolactin  secret- 
ing cells.  Two  women  of  reproductive  age  had 


Table  2.  Results  of  Transsphenoidal  Pituitary  Tumor  Removal 
in  67  Women  with  Galactorrhea-Amenorrhea  Syndrome. 

Size  and  Number  Developed 

extent  of  Number  hypopi- 

of  tumor  patients  “cured”  tuitarism 


Table  3.  Results  of  Transsphenoidal  Pituitary  Tumor  Removal 
in  40  Patients  with  Acromegaly. 

Size  and  Number  Developed 

extent  of  Number  hypopi- 

of  tumor  patients  “cured”  tuitarism 


Enclosed  adenoma 

Grade  I 

46 

36  (78%) 

0 

Grade  II 

10 

6 (60%) 

0 

Invasive  adenoma 

Grade  III 

7 

2 (29%) 

1 

Grade  IV 

4 

0 (0%) 

0 

Total 

67 

44  (66%) 

1 

Enclosed  adenoma 

Grade  I 

5 

4 (80%) 

0 

Grade  II 

21 

20  (95%) 

4 

Invasive  adenoma 

Grade  III 

7 

3 (43%) 

0 

Grade  IV 

7 

3 (43%) 

1 

Total 

40 

30  (75%) 

5 
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galactorrhea,  but  men  and  postmenopausal  women 
with  such  mixed  tumors  did  not. 

ACTH-secreting  tumors.  (A)  Cushing's  disease. 
Twelve  patients  with  Cushing’s  disease  underwent 
transsphenoidal  surgery.  One  had  a very  large  tu- 
mor with  a ballooned  sella,  the  others  all  had 
normal-sized  sellas.  Polytomography  showed  ero- 
sion in  three  but  no  abnormality  in  the  other  eight. 
At  exploration  a pituitary  tumor  was  found  and 
removed  in  all  but  one.  In  ten  the  Cushing’s  disease 
was  cured,  and  the  patients  have  remained  well 
since.  The  patient  in  whom  no  tumor  could  be  found 
showed  temporary  remission  for  three  months,  but 
then  his  Cushing's  disease  returned,  and  he  subse- 
quently had  bilateral  adrenalectomy  with  relief.  The 
patient  with  the  very  large  tumor  weighed  375  lbs 
and  had  florid  Cushing's;  the  tumor  apparently  was 
successfully  removed,  but  one  week  later  she  suf- 
fered a massive  pulmonary  embolism  and  subse- 
quently died.  Other  complications  included  another 
patient  with  pulmonary  embolism  with  recovery, 
one  cavernous  sinus  thrombosis  with  recovery,  one 
fractured  orbit  with  loss  of  vision  in  one  eye,  and 
two  transient  6th  nerve  palsies.  The  ten  patients 
with  successful  removal  of  microadenomas  showed 
profound  suppression  of  ACTH  secretion  and  had 
to  be  maintained  on  gradually  tapered  steroid  re- 
placement for  six  to  nine  months  but  eventually 
recovered  normal  ACTH  and  adrenal  function  and 
have  remained  well  since. 

(B)  Nelson’s  syndrome.  These  six  patients  had  all 
had  previous  bilateral  adrenalectomy  for  Cushing's 
disease,  three  after  prior  pituitary  irradiation.  All 
were  maintained  on  cortisone,  but  developed  in 
creasing  skin  pigmentation  and  very  high  serum 
ACTH  levels.  Four  had  normal-sized  sellas  with 
erosion  on  poytomograms,  one  had  localized  inva- 
sion of  the  sphenoid  sinus,  one  had  a very  large 
sella  with  evidence  of  extensive  invasion  of  the 
phenoid  and  cavernous  sinuses.  In  the  first  four 
patients,  pituitary  microadenomas  were  successful- 
ly removed,  with  reduction  of  ACTH  levels  to 
normal  and  decrease  in  skin  pigmentaion.  The  other 
two  with  invasive  tumors  had  subtotal  removal  with 
partial  reduction  of  serum  ACTH  levels.  Irradiation 
treatment  further  reduced  the  ACTH  level  in  the 
patient  with  localized  invasion.  The  sixth  patient 
had  already  had  maximum  irradiation.  One  patient 
developed  a transient  6th  nerve  palsy.  All  are  living 
and  well. 

TSH-secreting  tumor:  One  69-year-old  man  de- 
veloped hypogonadotropic  hypogonadism  with  hot 
flushes,  relieved  by  testosterone  treatment.  He  had 
elevated  blood  thyroxin  levels  but  no  symptoms  of 


thyrotoxicosis  until  severe  thyroid  storm  developed 
after  a surgical  procedure.  He  recovered  with  emer- 
gency treatment  and  was  maintained  on  propylthio- 
uracil for  six  months;  after  this  was  stopped,  he 
remained  euthyroid.  A large  pituitary  tumor  invad- 
ing the  sphenoid  and  cavernous  sinuses  was  discov- 
ered and  serum  TSH  was  found  markedly  elevated 
at  400  /u,u/ml.  Transsphenoidal  subtotal  resection  of 
the  tumor  reduced  TSH  to  200  /urn/ml  and  subse- 
quent irradiation  lowered  the  level  further  to  125 
^m/ml.  He  remains  euthyroid,  perhaps  because 
much  of  the  immunologically  demonstrable  TSH  is 
biologically  inactive.  A 3rd  nerve  palsy  occurred 
during  surgery  but  otherwise  he  remains  well. 

Large  non-secreting  tumors  and  prolactin  secret- 
ing tumors  in  men  and  postmenopausal  women. 
These  are  grouped  together  because  hyperprolac- 
tinemia in  men  and  in  postmenopausal  women 
causes  no  endocrine  symptoms  except  possibly  loss 
of  libido.  The  tumors  are  recognized  only  when 
they  have  grown  large  enough  to  cause  visual  loss, 
headache  or  loss  of  other  pituitary  functions.  Forty- 
one  patients  with  such  tumors  (28  men  and  13 
women)  had  transsphenoidal  removal  of  as  much 
tumor  as  possible.  Serum  prolactin  was  elevated  in 
eight  of  nine  women  in  whom  it  was  measured,  and 
in  10  of  19  men.  Three  of  the  women  had  had 
galactorrhea  as  an  initial  symptom  in  their  early  40s. 
None  of  the  men  had  galactorrhea.  Presenting  com- 
plaints in  the  group  were  visual  loss  in  3 1 . headache 
in  21,  and  endocrine  deficiencies  in  30,  15  having 
panhypopituitarism,  two  hypothyroidism,  and  12 
men  having  hypogonadism.  All  the  women  had 
low  serum  gonadotropins  for  their  age.  In  every 
patient  the  tumor  had  extended  beyond  the  sella. 
Thirty-one  had  visual  field  defects.  In  20  patients 
(14  men  and  6 women),  transsphenoidal  surgery 
was  apparently  successful  in  removing  all  the  tumor 
as  evidenced  by  relief  of  symptoms,  reduction  of 
elevated  serum  prolactin  to  normal,  and  absence  of 
any  evidence  of  tumor  on  subsequent  CT  scans  up 
to  the  present  time.  The  other  patients  had  subtotal 
removal  of  tumor,  with  relief  of  headache  in  all  but 
two  and  improvement  in  visual  fields  in  all  but  five. 
Elevated  serum  prolactin  was  reduced  but  not  to 
normal,  and  inaccessible  remaining  tumor  was  de- 
monstrable on  CT  scan.  One  patient  had  a second 
transsphenoidal  attempt  at  tumor  removal,  but  with 
little  benefit.  Eleven  patients  received  irradiation, 
with  further  lowering  or  stabilization  of  prolactin 
levels.  One  death  occurred  from  hemorrhage  from 
an  internal  corotid  artery  aneurysm  one  month  after 
operation,  probably  attributable  to  damage  to  the 
artery  during  surgery  in  the  attempt  to  remove  far 
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lateral  extension  of  the  tumor.  Two  patients  had 
spinal  fluid  leaks  with  meningitis  but  recovered  with 
surgical  repair  and  antibiotic  treatment.  One  devel- 
oped a transient  6th  nerve  paralysis  and  six  had 
transient  diabetes  insipidus.  Three  patients  with 
very  extensive  spread  of  tumor  through  the  brain 
had  further  extension  and  ultimately  died  of  their 
disease.  Two  others  subsequently  died  of  unrelated 
causes.  Three  patients  developed  hypopituitarism, 
in  addition  to  those  who  already  had  pituitary 
insufficiency  before  surgery.  All  these  were  treated 
with  replacement  hormones  and  are  doing  well. 
Altogether,  32  of  the  41  patients  are  alive  and  well, 
with  no  symptoms  referable  to  tumor  one  to  eight 
years  after  surgery. 


Discussion 

These  results  confirm  and  extend  our  previous 
reports3-4  and  those  of  others5  1 3 that  transsphenoidal 
removal  is  a highly  effective  and  safe  method  of 
treating  pituitary  tumors.  With  microadenomas  of 
all  types  the  chances  are  very  good  for  complete 
removal  and  apparent  cure  of  excessive  hormone 
secretion.  For  the  larger  but  still  enclosed  macroa- 
denomas, the  chances  for  cure  are  still  good.  With 
tumors  that  have  invaded  beyond  the  sella,  some 
cures  can  be  obtained  and  pressure  symptoms  can 
usually  be  relieved. 

After  subtotal  tumor  resection,  irradiation  lowers 
hormone  secretion  and  appears  to  prevent  or  delay 
further  tumor  growth. 

The  poorest  results  appear  to  be  with  the  more 
aggressive  prolactinomas  that  have  already  spread 
extensively  before  they  are  recognized.  The  general 
availability  and  use  of  serum  prolactin  measure- 
ments are  bringing  prolactinomas  to  light  at  an 
earlier  stage.  It  is  becoming  generally  known  that 
prolactin  should  be  measured  not  only  in  women 
with  galactorrhea  or  amenorrhea,  primary  or  sec- 
ondary, but  also  in  women  with  regular  menses  and 
infertility,  and  in  men  with  diminished  libido  or 
azospermia.  In  men  and  postmenopausal  women 
early  recognition  will  still  be  difficult  because  of  the 
absence  of  symptoms  from  excessive  prolactin  pro- 
duction. 

Bromocriptine  has  been  shown  to  definitely  de- 
crease the  size  of  some  prolactinomas  in  addition  to 
lowering  prolactin  secretion.  Because  the  improve- 
ment lasts  only  as  long  as  the  medication  is  taken, 
we  do  not  consider  bromocriptine  alone  as  satisfac- 
tory definitive  treatment  for  prolactinomas.  We  are 
currently  undertaking  a controlled  study  of  the 
preoperative  use  of  bromocriptine  in  patients  with 


very  large  tumors  to  see  if  enough  shrinkage  of  the 
tumor  can  be  obtained  to  improve  the  chance  for 
total  operative  removal. 

Patients  with  Cushing’s  disease  present  an  in- 
crease risk  for  any  type  of  surgery  because  of  the 
metabolic  consequences  of  hypercortisolism,  with 
osteoporosis,  vascular  fragility,  hypertension  and 
poor  wound  healing.  Krieger  et  al13  have  shown 
that  about  half  of  patients  with  Cushing’s  disease 
can  be  put  into  remission  by  the  prolonged  adminis- 
tration of  cyproheptadine,  a serotonin  antagonist. 
Unfortunately,  the  benefits  last  only  while  the  med- 
ication is  continued.  Surgical  removal  of  an  ACTH- 
secreting  microadenoma  appears  to  us  preferable  as 
definitive  treatment.  Perhaps  patients  with  particu- 
larly severe  Cushing's  disease  who  appear  to  be 
poor  surgical  risks  should  be  placed  on  cyprohepta- 
dine or  aminoglutethimide  for  some  months  prior  to 
pituitary  surgery  to  lessen  the  risk  of  complications. 

Our  group  has  recently  demonstrated  that  a de- 
fect in  the  regulation  of  ACTH  secretion  found  in 
patients  with  Cushing’s  disease  is  still  present  after 
successful  removal  of  the  pituitary  ACTH  secreting 
tumor  but  can  be  returned  to  normal  by  the  adminis- 
tration of  cyproheptadine14.  This  suggests  that  high- 
er centers  initiate  the  process,  and  the  possibility 
exists  that  patients  cured  by  removal  of  an  ACTH- 
secreting  pituitary  tumor  might  eventually  develop 
another  tumor  with  return  of  Cushing's  disease. 
This  has  not  been  observed  in  our  patients  or  in  any 
reports  in  the  literature,  but  if  it  should  occur,  it 
would  suggest  the  advisability  of  long-term  cypro- 
heptadine treatment,  in  addition  to  pituitary  tumor 
removal,  in  patients  with  Cushing's  disease. 

We  are  indebted  to  Hildegard  and  Ferenc  Kantor  for 
technical  assistance;  to  Margaret  Carter,  RN,  and  Burnell 
Maddox,  RN,  and  the  other  staff  members  of  the  Clinical 
Research  Center;  and  to  Mary  Graham  and  Jessie  Reyn- 
olds for  help  in  preparation  of  the  manuscript. 
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Acute  Thrombocytopenic  Purpura 
Traced  to  T olmetin-Related  Antibody 

Mario  Stefanini,  MD,  and  Ramzy  I.  Nassif,  MD,  Richlands,  Virginia 


A case  of  thrombocytopenia  subsided  promptly  on  the  patient’s  discon- 
tinuance of  tolmetin  sodium.  With  a series  of  experiments,  the  authors 
demonstrated  that  the  disease  appeared  to  be  due  to  a tolmetin-related 
antibody,  predominantly  IgM,  heat  stable,  primarily  lytic  of  platelets,  and 
able  to  induce  thrombocytopenia  in  vivo  and  in  vitro  in  the  presence  of 
tolmetin  sodium. 


TOLMETIN  SODIUM  (Tolectin®)  is  a non- 
steroidal agent  with  antiinflammatory,  anal- 
gesic and  antipyretic  activity,  often  used  for 
the  relief  of  symptoms  of  rheumatoid  arthritis, 
juvenile  rheumatoid  arthritis  and  osteoarthritis. 

The  use  of  tolmetin  sodium  may  be  accompanied 
by  prolongation  of  the  bleeding  time  and  may  be 
complicated  by  gastrointestinal  bleeding1.  The  ef- 
fect of  the  bleeding  time  may  be  related  to  the 
ability  of  the  drug  to  reduce  the  synthesis  of  prosta- 
glandin E2  by  inhibiting  prostaglandin  synthetase.  A 
number  of  cases  of  thrombocytopenia  apparently 
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related  to  the  use  of  tolmetin  sodium  have  been 
reported  to  the  Food  and  Drug  Administration2. 

This  article  presents  a case  of  acute  thrombocyto- 
penia that  appeared  to  be  due  to  a tolmetin-related 
antibody. 

Case  Report.  A 52-year-old  woman  noted  the 
sudden  onset  of  petechial  purpura  involving  all 
areas  of  the  body  and  moderate  epistaxis.  There 
was  a history  of  allergies  to  multiple  foods  and 
drugs.  The  patient  suffered  from  symptoms  of  ar- 
thritis and  four  weeks  before  had  been  placed  on 
tolmetin  sodium  for  relief  of  pain.  On  physical 
examination,  blood  pressure  was  150/75  mm  Hg; 
multiple  petechiae  and  ecchymoses  were  present  in 
all  cutaneous  areas.  The  joints  of  hands  and  feet 
showed  moderate  deformity  of  the  articular  heads; 
the  cervical  spine  was  fixed  by  muscular  spasm. 
Urinalysis  showed  microscopic  hematuria  (20  RBC/ 
hpf).  RBC  count  was  5.1  M/cu  mm,  hemoglobin 
15.9  gm/dl,  hematocrit  45%,  WBC  count  8,700/cu 
mm  with  20%  stabs,  59%  neutrophils,  4%  eosino- 
phils, 1%  basophil,  11%  lymphocytes  and  1% 
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monocyte.  A platelet  count  by  direct  method'  was 
12.000/cm  mm.  The  peripheral  blood  smear  showed 
slight  anisocytosis  of  red  cells,  markedly  decreased 
platelets.  A chemical  profile  indicated  only  slight 
elevation  of  LDH  (264  1U/L).  Rapid  plasma  reagin 
(Card)  test  (RPR)  was  non-reactive.  Immunological 
lupus  erythematosus  test  (LE)  and  fluorescent  anti- 
nuclear antibody  (FAN)  tests  were  negative.  Evalu- 
ation of  the  hemostatic  mechanism  by  routine  tech- 
niques4 indicated  a strongly  positive  tourniquet  test, 
a bleeding  time  of  30  minutes  (method  of  Ivy  with 
template),  no  clot  retraction  after  12  hours,  a pro- 
thrombin time  of  serum  of  13.0  seconds  (12.5  sec- 
onds in  plasma).  There  was  significant  reduction  in 
the  antifibrinolytic  activity  of  serum,  probably  re- 
lated to  the  state  of  thrombocytopenia5.  Other 
factors  of  the  clotting  process,  including  plasma 
partial  thromboplastin  time  and  the  activity  of  fibrin 
stabilizing  factor  (factor  XIII)  were  within  normal 
limits.  Tests  for  rheumatoid  factor  (latex  fixation), 
pyroglobulins,  cryoglobulins,  macroglobulins, 
cryofibrinogen  and  cold  agglutinins  were  negative. 
The  total  serum  protein  was  7.5  gm/dl  and  electro- 
phoretic pattern  of  serum  showed  56.6%  albumin, 
4.0%  a|-globulin,  9.9%  a2-globulin,  11.4%  /3-globu- 
lin and  17.4%  y-globulin;  albumin/globulin  ratio  of 
1.2.  Levels  of  IgG,  IgA,  IgM  and  IgE  were  1,000, 
75,250  and  4 mg/dl,  respectively;  total  serum  com- 
plement activity  was  75  CH50  units/ml  and  C4 
fraction  47  mg/dl.  (All  of  the  above  values  for 
proteins,  immunoglobulins  and  their  fractions  are 
within  limits  of  normal.)  The  patient  was  given  10 
mgs  prednisone  daily  for  four  days.  The  purpura 
began  to  fade  within  48  hours.  The  platelet  count 
rose  rapidly  and  was  back  to  normal  within  eight 
days.  The  patient  was  cautioned  against  the  use  of 
any  drug  unless  prescribed  by  a physician.  Howev- 
er, two  weeks  later,  because  of  joint  pains,  the 
patient  elected  to  take  400  mgs  of  tolmetin  sodium. 
Purpura  reappeared  within  one  day,  and  a platelet 
count  36  hours  later  was  about  10,000/cu  mm.  No 
medication  was  given  at  this  time  as  no  signs  of 
internal  bleeding  were  present.  The  platelet  count 
returned  to  normal  within  96  hours.  The  patient  has 
not  taken  tolmetin  sodium  since  that  time  and  there 
has  been  no  purpura. 

Materials  and  Methods 
Materials.  One  and  two  per  cent  solutions  of 
tolmetin  sodium  were  prepared  using  0.9%  NaCl 
solution  as  diluent,  and  0.2  M solution  of  2-mercap- 
toethanol  was  prepared  in  phosphate  buffer  pH  7.2. 
Russell’s  viper  venom  (Stypven,  Burroughs  Well- 
come) was  obtained  from  commercial  sources  and 


prepared  as  a 1/50,000  solution  in  0.9%  NaCl.  One 
per  cent  solutions  of  penicillin  G,  quinidine,  acetyl- 
salicylic  acid  were  also  prepared  in  isotonic  saline 
(0.9%  NaCl).  Human  thrombin  was  reconstituted  in 
0.9%  NaCl  to  contain  10  National  Institutes  of 
Health  (NIH)  units/ml.  Platelet-rich  plasma  was 
prepared  from  whole  blood  collected  in  9 volumes 
of  0.2  M sodium  citrate  solution  in  water  and 
centrifuged  at  1,000  rpm  for  5 minutes.  The  super- 
natant yellow  platelet-rich  plasma  was  separated  by 
gentle  aspiration  with  pipette.  Platelet  suspensions 
in  saline  solution  were  prepared  as  described  previ- 
ously6. To  obtain  serum,  a blood  clot  incubated  for 
one  hour  in  water  bath  at  37°C  was  centrifuged  at 

3.000  rpm  for  10  minutes.  The  separated  fluid  was 
incubated  at  37°C  for  one  hour  to  inactivate  any 
thrombin  present  and  tested  within  two  hours. 

Methods.  The  platelet  count  was  determined  by  a 
standard  method3,  the  bleeding  time  by  Ivy’s  meth- 
od with  template4.  The  clot  retraction  was  ex- 
pressed as  the  percentage  volume  of  serum  ob- 
tained by  inverting  the  test  tube  containing  the  clot 
from  2 ml  of  blood  after  four  hours  of  incubation  in 
water  bath  at  37°C. 

A number  of  tests  were  run  in  vitro  and  in  vivo 
four  weeks  after  the  second  episode  of  bleeding  to 
investigate  the  mechanism  of  the  patient's  thrombo- 
cytopenia. At  that  time  the  patient  showed  no 
evidence  of  clinical  bleeding,  the  platelet  count  was 
295,000/cu  mm  and  all  factors  of  the  hemostatic 
mechanism  had  returned  to  normal.  The  studies 
were  carried  out  with  the  patient's  informed  and 
voluntary  consent.  For  a patch  test,  a cotton  swab 
saturated  with  2%  tolmetin  sodium  solution  mixed 
with  petrolatum  was  applied  to  the  skin  of  the 
dorsum.  Also,  a small  ball  of  cotton  wool  was 
soaked  in  2%  solution  of  tolmetin  sodium  and 
applied  to  the  septal  wall  of  the  left  nostril.  Both 
areas  were  checked  for  petechial  hemorrhages  after 
45  minutes,  48  and  72  hours.  Then,  one  drop  of  2% 
tolmetin  sodium  solution  was  administered  subcuta- 
neously to  the  patient,  and  the  behavior  of  the 
platelet  count,  the  bleeding  time  and  the  retraction 
of  the  clot  were  followed  at  intervals  of  time. 

To  study  the  effects  of  tolmetin  sodium  on  the 
patient’s  platelets  in  vitro,  aliquots  of  0.9  ml  of  the 
patient’s  platelet-rich  plasma  containing  about 

500.000  cells/cu  mm  were  transferred  to  each  of  five 
10  x 100  mm  test  tubes,  containing  0.1  ml  of  1% 
solution  of  tolmetin  sodium.  Platelet  counts  were 
then  obtained  in  successive  test  tubes  at  intervals  of 
time.  Another  set  of  five  aliquots  of  1.8  ml  of 
platelet-rich  plasma  was  set  up  at  the  same  time  in 
10  x 100  mm  test  tubes  kept  in  water  bath  at  37°C; 
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Table  1.  Platelet  Factor  3 Activation  Test  in  the  Presence  of  Various  Drugs.*  Average  Results  of  Three  Experimental  Studies. 


Mixture 

r 

2# 

3 

4 

5 

6 

Russell  viper  venom  (Stypven)®  1/50,000  solution,  ml 

0.1 

0.1 

0.1 

0.1 

0.1 

0.1 

Calcium  chloride,  0.25  M,  ml 

0.1 

0.1 

0.1 

0.1 

0.1 

0.1 

Heat  inactivated  patient’s  serum,  ml 

0.1 

0.1 

0.1 

0.1 

0.1 

Platelet-rich  plasma  from  normal  individual,®  ml 

1.0 

1.0 

1.0 

1.0 

1.0 

1.0 

Isotonic  saline  solution  (0.9%  NaCI),  ml 

0.1 

0.1 

Tolmetin,  1%  in  isotonic  saline  solution,  ml 
Penicillin  G,  1%  in  isotonic  saline  solution,  ml 
Quinidine,  1%  in  isotonic  saline  solution,  ml 
Acetylsalicylic  acid,  1%  in  isotonic  saline  solution,  ml 

0.1 

0.1 

0.1 

0.1 

0.1 

Clotting  time,  seconds 

156 

148 

97 

154 

147 

154 

* Method  used  was  a modification7  of  the  procedure  of  Horowitz  and  Nachman8. 

+ Drug  control  * Control  with  patient’s  serum  ®J  Burroughs  Wellcome  Co.,  Tuckahoe,  NY  ® 534,000  platelets/cu  mm 


0.2  ml  of  1%  solution  of  tolmetin  sodium  were 
added  immediately  to  each  test  tube;  then,  0. 1 ml  of 
thrombin  solution  was  poured  into  each  test  tube  at 
a specified  interval  of  time.  Four  hours  later,  the 
percentage  of  serum  drained  was  recorded  by  re- 
versing the  test  tubes  without  squeezing  the  clot. 
Additionally,  platelet-rich  plasma  obtained  from 
three  healthy  individuals  was  mixed  with  'A  volume 
of  patient’s  serum  and  the  same  study  was  carried 
out. 

Platelet  factor  3 activation  test7  x was  carried  out 
in  the  presence  of  tolmetin,  quinidine,  penicillin  G 
and  acetylsalicylic  acid.  Details  of  the  study  are 
given  in  Table  1.  In  another  set  of  studies  samples 
of  the  patient’s  serum  were  heated  at  56°C  for  one 
hour  or  incubated  with  equal  volume  of  2-mercap- 
toethanol  solution  for  two  hours. 

In  an  attempt  to  identify  the  nature  and  mecha- 
nism of  antibody  action,  the  patient’s  platelet-rich 
plasma  was  challenged  with  equal  volumes  of  1% 
tolmetin  solution;  also,  the  platelet-rich  plasma  or 
platelet  suspensions  from  healthy  individuals  were 
mixed  with  equal  volumes  of  the  patient’s  serum 
diluted  one-half  with  saline  solution  or  with  tolme- 
tin solution.  In  addition,  platelet  suspensions  from 
healthy  donors  were  incubated  with  equal  volumes 
of  1%  tolmetin  sodium  solution  and  of  the  patient’s 
serum,  fresh  or  heated  at  56°C  for  30  minutes. 
Finally,  platelet-rich  plasma  from  the  patient  or 
from  platelet  suspensions  was  incubated  with  fresh 
serum  or  with  tolmetin  solution.  The  mixtures  were 
transferred  to  small  plastic  test  tubes  and  rotated  at 
the  speed  of  5 rpm  for  10  minutes;  then  the  rotator 
was  stopped  and  either  tolmetin  solution  or  serum 
was  added.  The  rotator  was  placed  in  an  oven  at  a 
temperature  of  37°C.  One  minute  after  the  addition 
of  the  last  reagent  and  every  two  minutes  after- 
wards, a drop  of  the  mixture  was  transferred  to  a 
clean  glass  slide,  covered  with  a cover  slip  and 


examined  under  the  high  power  of  the  microscope 
(480  X).  Disappearance  of  all  platelets  indicated 
complete  lysis  and  was  taken  as  the  end  point. 

Results 

Patch  tests  and  intradermal  injections  employing 
solutions  of  tolmetin  sodium  were  negative  in  both 
the  patient  and  the  healthy  control.  The  results 
made  the  involvement  of  the  vascular  wall  unlikely. 

The  subcutaneous  injection  of  tolmetin  sodium  in 
the  patient  was  followed  by  a precipitous  fall  in  the 
platelet  count  (from  224,400/cu  mm  before  the  injec- 
tion to  145,200/cu  mm,  101,700/cu  mm  and  43,600/ 
cu  mm  after  15,  30  and  60  minutes,  respectively). 
Seventy-two  hours  later  the  platelet  count  had  risen 
to  251,700/cu  mm.  The  bleeding  time,  4‘A  minutes 
before  the  injection,  was  21  minutes  one  hour  later 
and  was  again  normal  (three  minutes)  after  72 
hours.  The  clot  retraction,  32%  before  the  injection, 
was  8%  after  60  minutes  and  46%  72  hours  later. 

The  incubation  of  the  platelet-rich  plasma  from 
the  patient  in  phase  of  remission  with  a solution  of 
tolmetin  sodium  caused  a drop  in  the  platelet  count 
from  451,800/cu  mm  at  the  beginning  of  the  study  to 
251,400/cu  mm,  87,200/cu  mm,  10,400/cu  mm  and 
8,000/cu  mm  after  3,  6,  10  and  30  minutes  of 
incubation,  respectively.  At  the  same  time,  the 
retraction  of  the  clot  formed  after  addition  of  throm- 
bin dropped  from  43%  at  the  beginning  of  the  study 
to  19%,  6%,  5%  and  8%,  respectively.  Similar 
results  were  obtained  with  the  mixture  of  platelet- 
rich  plasma  from  healthy  individuals  in  the  presence 
of  the  patient's  fresh  serum. 

The  results  of  the  platelet  factor  3 activation  test 
are  detailed  in  Table  1.  In  the  presence  of  labile 
Factor  V and  of  Stuart-Prower  Factor  X,  the  plate- 
let factor  3 reacts  with  Russell  viper  venom  to  form 
a thromboplastin  complex  which  converts  pro- 
thrombin to  thrombin;  then  thrombin  converts  fi- 
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brinogcn  to  fibrin.  If  there  has  been  activation  of  the 
platelet  factor  3 in  the  presence  of  a drug,  there  will 
be  shortening  of  the  time  needed  for  the  formation 
of  a clot  of  at  least  ten  seconds  when  compared  to 
the  test  tube  containing  no  drug.  The  results  indicat- 
ed activation  of  platelet  factor  3 in  the  presence  of 
the  patient’s  serum  and  of  tolmetin  sodium  and  also 
suggested  lysis  of  the  platelets  within  the  experi- 
mental setup.  The  studies  conducted  to  identify  the 
nature  of  the  antibody  showed  lysis  of  at  least  90% 
of  platelets  within  10  to  15  minutes  after  the  incuba- 
tion of  the  patient's  platelets  with  tolmetin  sodium 
solution  and  also  of  platelets  from  healthy  individ- 
uals after  incubation  with  tolmetin  sodium  solution 
and  the  patient’s  serum.  The  addition  of  tolmetin 
sodium  to  platelet-rich  plasma  from  healthy  individ- 
uals did  not  cause  significant  changes  nor  was  any 
lysis  of  platelets  observed  when  the  patient’s  serum 
had  been  incubated  at  37°  for  one  hour  with  an  equal 
volume  of  0.2  M mercaptoethanol.  Thus,  the  anti- 
body responsible  for  the  lysis  of  platelets  was  2- 
mercaptoethanol-susceptible  and,  at  least  predomi- 
nantly, an  IgM.  Studies  with  untreated  and  heated 
serum  showed  lysis  of  at  least  90%  platelets  within 
15  minutes  of  incubation  with  the  fresh  but  not  the 
heated  serum. 

Mixing  of  platelet-rich  plasma  or  of  fresh  platelet 
suspensions  from  the  patient  resulted  in  lysis  of 
platelets  irrespective  of  the  sequence  of  the  addition 
of  the  tolmetin  solution  or  of  the  patient's  serum. 
Yet  the  lysis  of  platelets  seemed  fastest  when  serum 
and  tolmetin  were  incubated  first  and  then  added  to 
the  platelet-rich  plasma  or  platelet  suspensions.  It 
was  shortest  when  platelets  and  tolmetin  sodium 
solution  were  incubated  first  and  serum  was  then 
added.  There  was  no  lysis  when  saline  solution  was 
added  to  a mixture  of  platelets  and  tolmetin  solution 
or  of  platelets  and  serum.  This  was  likely  due  to  the 
inactivation  of  complement  by  the  citrate  anticoag- 
ulant. The  sum  of  results  suggests  that  a preliminary 
combination  occurred  between  antibody  and  drug 
to  form  a complex  which  bound  itself  to  the  plate- 
lets and  caused  their  lysis  in  the  presence  of  com- 
plement. 

Discussion 

Drug-induced  disorders  of  hemostasis  represent  a 
significant  share  of  everyday  medical  practice910. 
Among  them,  thrombocytopenia  due  to  depression 
of  the  bone  marrow  megakaryocytes  or  to  platelet 
destruction  within  the  bone  marrow  and  in  the 
peripheral  circulation  is  frequently  found6.  Destruc- 
tion of  platelets  may  be  induced  in  a sensitized 
individual  by  a number  of  drugs  through  immune 


mechanisms  which  result  in  the  development  of 
antibodies  to  platelets  (IgG  and/or  IgM). 

The  antibody  acts  only  in  the  presence  of  suffi- 
cient, usually  very  small,  concentration  of  the  of- 
fending drug.  The  incomplete  antibody  agglutinates 
platelets  when  the  specific  drug  is  present;  when 
complement  is  available,  platelets  are  also  lysed". 
It  is  likely  that  the  drug  combines  with  soluble  non- 
cellular  macromolecules  acting  as  hapten,  thus 
stimulating  the  formation  of  specific  antibodies12. 
An  alternative  hypothesis,  based  on  the  study  of  an 
experimental  model,  suggests  that  the  drug  has  an 
affinity  for  platelets  and  acts  as  hapten  with  some 
altered  platelets  to  form  a drug-platelet  antigen, 
which  in  turn  triggers  the  formation  of  a specific 
antibody13.  In  any  event,  the  drug-antibody  com- 
plex is  adsorbed  onto  platelets,  which  aggregate14. 
The  aggregated  platelets  release  ADP,  leading  to 
further  irreversible  clumping1316.  As  the  aggregated 
platelets  are  cleared  by  the  reticuloendothelial  sys- 
tem, thrombocytopenia  develops15. 

In  our  patient  a tolmetin-related  antibody  was 
found,  predominantly  IgM,  heat  stable,  primarily 
lytic  of  platelets  and  able  to  cause  thrombocytope- 
nia in  vivo  and  in  vitro  in  the  presence  of  the  drug. 
Coupling  of  the  antibody  to  the  drug,  followed  by 
fixation  of  the  antibody-drug  complex  to  the  plate- 
lets, seemed  the  basis  for  the  thrombocytopenia.  In 
all  respects  the  mechanism  of  the  tolmetin-mediated 
thrombocytopenia  was  similar  to  the  mechanism  of 
the  lidocaine-mediated  thrombocytopenia  that  we 
have  described  previously17. 

The  present  article  adds  another  example  to  the 
long  list  of  drugs  able  to  induce  acute  thrombocy- 
topenic purpura  in  sensitized  individuals18.  It  also 
adds  to  our  understanding  of  the  mechanism  of  the 
bleeding  tendency  occasionally  observed  in  the 
course  of  the  administration  of  tolmetin  sodium  for 
therapeutic  purposes. 

Summary 

A 52-year-old  female  developed  acute  thrombo- 
cytopenic purpura  following  the  administration  of 
tolmetin  sodium  (Tolectin®)  on  at  least  two  occa- 
sions. The  thrombocytopenia,  which  subsided 
promptly  on  discontinuance  of  the  drug,  was  traced 
to  a tolmetin-related  antibody,  predominantly  IgM, 
heat  stable,  primarily  lytic  of  platelets  in  the  pres- 
ence of  complement,  and  able  to  induce  thrombocy- 
topenia in  vivo  and  in  vitro  in  the  presence  of  the 
drug.  It  is  likely  the  antibody  coupled  to  the  drug  to 
form  an  antigen-antibody  complex  able  to  fix  itself 
to  the  platelets  and  to  induce  their  aggregation  and 
lysis. 
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IN  1903,  Osgood  and  Schlatter  described  a disorder 
affecting  adolescents,  characterized  by  localized, 
painful  swelling  and  tenderness  over  the  tibial  tu- 
berosity'. Although  these  authors  felt  this  lesion  to  be 
of  traumatic  origin,  many  others  considered  it  under 
the  category  of  aseptic  osteonecroses,  such  as  Legg- 
Perthes  disease  and  Kienbock’s  disease2.  Thus,  the 
term  Osgood-Schlatter’s  disease  became  accepted. 

Controversy  concerning  the  etiology  of  this  lesion 
persisted  for  many  years.  Trauma  of  the  tibial  tu- 
berosity with  fracture,  aseptic  necrosis,  or  inflamma- 
tion have  all  been  proposed  as  possible  mechanisms 
in  the  pathogenesis  of  this  entity.  Different  authors 
have  implicated  localized  infection,  rickets,  toxic 
changes,  endocrine  abnormalities,  developmental 
changes,  arterial  embolization  with  aseptic  necrosis, 
or  traumatic  changes  in  the  lower  portion  of  the  liga- 
mentum  patellae3.  In-depth  clinical,  radiological  and 
pathological  studies  by  Ehrenborg  et  al  have  rein- 
forced the  original  contention  that  Osgood-Schlat- 
ter’s disease,  or  more  properly  the  Osgood-Schlatter 
(O-S)  lesion,  is  of  traumatic  etiology.4"10 

Osgood  pointed  out  the  aid  of  radiographic  exami- 
nation, but  for  many  years  the  diagnosis  of  the  Os- 
good-Schlatter lesion  was  considered  to  rest  on  the 
clinical  exam.4  The  soft  tissue  radiographic  findings 
in  the  lesion  have  recently  been  emphasized  by  Scotti 
et  al."  The  most  reliable  diagnostic  feature  is  the  loss 
of  sharpness  of  the  inferior  angle  of  the  infrapatellar 
fat  pad  (IFP). 211  Our  experience  confirms  this  feature 
as  the  most  constant  finding  in  the  fresh  lesion,  al- 
though other  pathological  processes  may  produce 
blurring  of  the  IFP. 

The  Osgood-Schlatter  lesion  is  now  generally  ac- 
cepted as  resulting  from  single  or  repeated  traumatic 
avulsions  of  the  ligamentum  patellae  (LP)  from  its 
cartilaginous  insertion  in  the  supero-lateral  aspect  of 
the  tibial  tuberosity  (TT).5"7  Being  age  dependent,  the 
lesion  occurs  most  frequently  in  physically  active 
boys  around  the  age  of  13  years.5  The  age  of  in- 
cidence in  boys  ranges  from  10-15  years;  in  girls,  the 
lesion  occurs  about  two  years  earlier,  frequently 
around  1 1 years  of  age.5  These  respective  age  groups 
coincide  with  the  apophyseal  stage  of  development  of 
the  tibial  tuberosity,  when  demonstrable  ossification 
centers  appear  in  the  inferior  portion  of  Henke’s  disc 
(the  cartilaginous  precursor  of  the  TT).6 

At  this  stage  of  development,  the  majority  of  fibers 
from  the  ligamentum  patellae  insert  into  the  cartilag- 
inous superior  aspect  of  the  tibial  tuberosity  above 
the  ossification  centers,  which  are  often  multicentric 
and  may  normally  have  a fragmented  appearance.6  " 
Awesome  traction  forces  are  centered  on  the  liga- 
mentum patellae  during  such  intense  physical  activi- 
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ties  as  high  or  long  jumping,  gymnastics,  football  and 
basketball,  which  may  subject  the  knee  joint  to  vio- 
lent flexion  against  a contracted  quadriceps  femoris 
muscle.101"  When  these  forces  overcome  the  tensile 
strength  of  the  ligamentum  patellae,  chondral  avul- 
sions of  its  insertion  into  the  tibial  tuberosity  occur, 
and  the  Osgood-Schlatter  lesion  results.13  The 
avulsed  chondral  fragments  later  ossify,  often  with 
subsequent  deformity  to  the  bony  tibial  tuberosity  or 
formation  of  ossicles  in  the  ligamentum  patellae.4  At 
this  stage,  the  infrapatellar  fat  pad  has  returned  to  its 
normal  sharp  appearance,  and  the  Osgood-Schlatter 
lesion  is  considered  healed.4  Therefore,  loss  of  sharp- 
ness of  the  infrapatellar  fat  pad  is  a constant  feature 
of  the  fresh  lesion,  but  is  not  characteristic  of  the 
healed  lesion. 

Regardless  of  the  stage  of  development  of  the  tib- 
ial tuberosity,  direct  or  indirect  trauma  to  the  liga- 
mentum patellae  and  its  attachment  to  the  TT  may 
produce  soft  tissue  changes  identical  to  those  de- 
scribed in  the  fresh  Osgood-Schlatter  lesion4.  In  se- 


Fig.  1A,  Case  1.  Normal  left  knee  of  14-year-old  male. 


vere  trauma  occurring  during  the  late  epiphyseal  or 
bony  stages  of  the  tibial  tuberosity,  avulsion  fracture 
of  the  TT  and  even  the  anterior  upper  tibial  epiphysis 
may  result.12  Such  avulsion  fractures  are  usually  eas- 
ily differentiated  from  the  less  serious  lesion. 

Other  lesions  which  may  produce  blurring  of  the 
infrapatellar  fat  pad,  and  which  are  not  confined  to 
the  age  group  of  the  Osgood-Schlatter  lesion,  include 
direct  trauma  with  hematoma,  cellulitis,  osteo- 
myelitis, arteriovenous  malformation,  and  soft  tissue 
or  osseous  neoplasms.4 14  While  these  lesions  are 
rarely  encountered  in  the  young  adolescent,  they 
should  be  considered  in  the  differential  diagnosis,  es- 
pecially if  the  age  of  the  patient  is  inappropriate  for 
the  Osgood-Schlatter  lesion. 

Presented  here  are  two  examples  of  blurring  of 
the  infrapatellar  fat  pad  produced  by  acute  indirect 
or  direct  trauma  to  the  tibial  tuberosity.  Although 
xeroradiographs  dramatize  soft  tissue  changes, 
equally  diagnostic  information  can  be  obtained  with 
less  radiation  exposure  by  properly  exposed  (low 


Fig.  IB.  Abnormal  right  knee  three  days  after  injury. 
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kv),  soft  tissue  lateral  radiographs  of  the  knee."  Tan- 
gential views  of  the  ligamentum  patellae  and  tibial 
tuberosity  can  be  obtained  by  positioning  the  lateral 
radiograph  with  the  knee  in  slight  internal  rota- 
tion.411 Followup  radiographic  examination  is  rec- 
ommended to  evaluate  the  progress  of  healing,  and 
to  rule  out  more  serious  disorders  that  may  mimic 
the  Osgood-Schlatter  lesion. 
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Fig.  2B.  Normal  left  knee  at  six-month  followup  exam. 
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especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended 
When  using  neomycin-containing  products  to  control  secondary  infection  in  the  chronic 
dermatoses,  it  should  be  borne  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin.  The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  Itching:  It  may  be  manifest  simply 
as  a failure  to  heal  During  long-term  use  of  neomycin-containing  products  periodic  exami- 
nation for  such  signs  is  advisable  and  the  patient  should  be  told  to  discontinue  the  product 
if  they  are  observed  These  symptoms  regress  guickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms,  Including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 


Burroughs  Wellcome  Co 

Research  Triangle  Park 
• / North  Carolina  27709 


ADVERSE  REACTIONS:  Neomycin  Is  a not  uncommon  cutaneous  sensitizer.  Articles 
in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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DECREASED  TOTAL  WAKE  TIME  EVEN  AFTER  TWO  WEEKS  OF  THERAPY’ 


Secobarbital 
100  mg 


Methaqualone 
400  mg 


Chloral  hydrate 
1000  mg 


Ethchlorvynol 
500  mg 


DALMANE 
30  mg 


*p<0  01 

Adapted  from  Kales  A.  ef  ai.  J Cim 
Pharmacol  77.207-213,  Apr  1977 


Glutethimide 
500  mg 


WITH  AN  UNSURPASSED  RECORD 
OF  EFFICACY  AND  SAFETY 


The  efficacy  of  Dalmane  (flurazepam  HCI/Roche)  has 
been  documented  in  185  studies  involving  9141  pa- 
tients suffering  from  one  or  more  of  the  three  major 
forms  of  insomnia-difficulty  falling  asleep,  staying 
asleep  and  sleeping  long  enough.2 

Relative  safety  was  demonstrated  in  a large  study  of 
2542  hospitalized  medical  patients.  Only  3.1°o  of 
these  patients  reported  adverse  reactions-predomi- 
nantly  unwanted  residual  drowsiness.  None  of  the 
reactions  were  considered  serious  by  attending 
physicians.3 

FOR  SLEEP  WITHIN  17  MINUTES2 
AND  NO  WORSENING  OF  SLEEP 
ON  DISCONTINUATION 

Rapid  sleep  induction,  within  17  minutes  on  average, 
sets  the  stage  for  insomnia  relief.  And.  after  discontinu- 
ation of  Dalmane  for  periods  ranging  up  to  14  nights, 
no  worsening  of  sleep  compared  with  baseline 
was  observed.4 


provide  the  optimum  environment  for  the  onset  of 
natural  sleep.  If  hypnotic  therapy  is  required,  it  should 
be  given  for  the  shortest  time  at  the  lowest  effective 
dose  to  achieve  the  desired  goal. 

Consider  other  medications  the  patient  may  be  taking 
(including  alcoholic  beverages)  and  be  aware  of 
possible  drug  interactions.  Please  note  that  patients 
should  be  treated  for  underlying  physical  or  psycho- 
logical factors  before  therapy  with  a sleep  medication 
is  undertaken. 

DALMANE  c 

flurazepam  HCI/Roche 

THE  STANDARD  OF  HYPNOTIC  EFFICACY 
FROM  THE  LEADER  IN  SLEEP  RESEARCH 


Should  insomnia  recur,  the  patient  may  require  guid- 
ance in  setting  up  a regular  sleep  program  to  help 


Please  see  reverse  side  for  a summary 
of  product  information. 


SLEEP-SPECIFIC 

DALMANEe 

flurazepam  HCI/Roche 

One  15-mg  capsule  h.s. -recommended  Initial  dosage 
for  elderly  or  debilitated  patients. 

One  30-mg  capsule  h.s. -usual  adult  dosage 

(15  mg  may  suffice  in  some  patients) 

THE  STANDARD  FOR  HYPNOTIC  EFFICACY 
WITH  IMPORTANT  ADDED  BENEFITS 

• Well  tolerated2 

• No  chemical  Interference  with  many  commonly  ordered 
laboratory  tests,  including  triglycerides,  uric  acid,  glucose, 
SGOT,  alkaline  phosphatase  and  total  protein56  (See  adverse 
reactions  section  of  complete  product  information.) 

• Compatible  with  chronic  warfarin  therapy;  no  unacceptable 
fluctuation  in  prothrombin  time  reported' 8 

UNLIKE  NONSPECIFIC  MEDICATIONS 
USED  FOR  SLEEP 

Tricyclic  antidepressants 

-which  are  not  sleep  specific,9  yet  are  sometimes  used  in 
nondepressed  patients  for  sleep 
-which  can  cause  transient  insomnia  in  the  elderly'0 
-which  can  require  careful  monitoring  in  cardiovascular 
patients'0 

-which  have  strong  anticholinergic  effects'0 

Antihistamines 

-which  are  not  reliable  sleep-inducing  agents" 

-which  may  produce  stimulation  instead" 

-which  have  anticholinergic  effects" 

Major  tranquilizers 

-whose  side  effects  may  be  troublesome  for  nonpsychotic 
patients'2 

-where  tolerance  for  sedation  appears  rapidly'2 

Dalmane  does  not  cause  significant  worsening  of  sleep 
beyond  baseline  levels  upon  discontinuation.4 

References:  1.  Kales  A el  al  J Clin  Pharmacol  17: 207-213,  Apr  1977  2.  Data  on  file.  Medical 
Department,  Hoffmann-La  Roche  Inc  . Nutley  NJ  3.  Greenblatt  DJ  Allen  MD.  Shader  Rl  Clin 
Pharmacol  Ther  21  355-361 . Mar  1977  4 Kales  A,  et  al  Clin  Pharmacol  Ther  18  356-363.  Sep 
1975  5.  Moore  JD,  Weissman  L:  J Clin  Pharmacol  1 6.241-244  May-Jun  1976  6.  Spiegel  HE 
Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc  . Nutley  NJ  7.  Robinson  DS. 
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Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings  and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits;  in  acute  or  chronic 
medical  situations  requiring  restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights  of  administration.  Since 
insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy  should  only  be  undertaken 
with  appropriate  patient  evaluation. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI;  pregnancy 
Benzodiazepines  may  cause  fetal  damage  when  administered  during  pregnancy 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants.  An  additive  effect  may  occur  if  alcohol  is  consumed 
the  day  following  use  for  nighttime  sedation.  This  potential  may  exist  for  several 
days  following  discontinuation.  Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may  occur  the  day  following 
ingestion.  Not  recommended  for  use  in  persons  under  15  years  of  age 
Though  physical  and  psychological  dependence  have  not  been  reported  on 
recommended  doses,  abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for  a prolonged  period  of 
time.  Use  caution  in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recommended  that  the 
dosage  be  limited  to  15  mg  to  reduce  risk  of  oversedation,  dizziness,  confusion 
and/or  ataxia.  Consider  potential  additive  effects  with  other  hypnotics  or  CNS 
depressants.  Employ  usual  precautions  in  severely  depressed  patients,  or  in 
those  with  latent  depression  or  suicidal  tendencies,  or  in  those  with  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness,  staggering,  ataxia 
and  falling  have  occurred,  particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably  indicative  of  drug 
intolerance  or  overdosage,  have  been  reported.  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  confusion,  restlessness,  hallucinations, 
and  elevated  SGOT,  SGPT  total  and  direct  bilirubins,  and  alkaline  phosphatase; 
and  paradoxical  reactions,  e g.,  excitement,  stimulation  and  hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect. 

Adults : 30  mg  usual  dosage;  15  mg  may  suffice  in  some  patients  Elderly  or 
debilitated  patients:  15  mg  recommended  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI 
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Achalasia:  Incidence  and  Treatment 

in  Virginia 

E.  A.  Galen,  MD,  D.  M.  Switz,  MD,  and  A.  M.  Zfass,  MD, 

Richmond,  Virginia 


The  frequency  of  diagnosis  and  the  number  of  cases  of  achalasia  in  Virginia 
is  similar  to  other  reported  experiences,  a survey  reveals,  and  the  absence  in 
Virginia  of  a standard  method  of  pneumatic  dilatation  for  treatment  also 
reflects  the  literature.  The  authors  detail  the  findings  of  their  survey. 


A chalasia  is  a disorder  of  esophageal  function 
/%  clinically  characterized  by  dysphagia  for 
-X.Tm.both  liquids  and  solids,  regurgitation  and 
weight  loss.  Chest  pain  and  symptons  of  pulmonary 
aspiration  may  also  occur.  Esophageal  manometry 
classically  reveals  both  a high-pressure,  lower 
esophageal  sphincter  (LES)  that  relaxes  incom- 
pletely and  the  absence  of  primary  peristalsis  in  the 
distal  two-thirds  of  the  esophagus.  Barium  esopha- 
gram  often  discloses  a dilated  esophagus  with  a 
sharply  tapered,  narrow,  “beak-like”  distal  seg- 
ment that  prevents  effective  esophageal  emptying. 

The  treatment  of  achalasia  is  designed  to  improve 
the  passage  of  food  into  the  stomach  by  mechanical 
disruption  of  the  distal  esophageal  circular  smooth 
muscle  fibers,  causing  the  LES  pressure  to  decline. 
The  two  currently  accepted  methods  of  treatment 
are  forceful  pneumatic  dilatation  of  the  esophagus 

From  the  Department  of  Medicine,  Division  of  Gastro- 
enterology, Medical  College  of  Virginia/Virginia  Com- 
menwealth  University.  Address  correspondence  to  Dr. 
Switz  at  Box  711,  MCV  Station.  Richmond  VA  23298. 
Submitted  1-23-81. 


and  transthoracic  esophagomyotomy.  Pneumatic 
dilatation  has  been  used  extensively  as  a relatively 
non-invasive  alternative  to  surgery.  Gross  and  co- 
workers have  demonstrated  that  pneumatic  dilata- 
tion using  a quantitative  scintigraphic  technique 
improves  esophageal  emptying  in  achalasia  patients.1 

Many  different  techniques  of  pneumatic  esopha- 
geal dilatation  have  been  described,  suggesting  that 
the  optimal  method  is  not  yet  defined.27  As  a 
prelude  to  a clinical  trial,  we  obtained  data  relating 
to  the  frequency  and  method  of  treatment  of  achala- 
sia in  Virginia  to  assist  us  in  our  planning. 

Methods 

To  assess  the  number  of  cases  of  achalasia  in 
Virginia  available  for  study,  questionnaires  were 
sent  to  all  8,890  liscensed  physicians  practicing  in 
the  state.  Questions  addressed  diagnostic  criteria, 
treatments  and  referral  patterns.  A separate,  more 
detailed  questionnaire  was  sent  to  the  60  members 
of  the  Virginia  Gastroenterological  Society  (VGS), 
whose  membership  includes  80%  of  the  gastroenter- 
ologists in  the  state.*  This  questionnaire  addressed 
the  frequency  and  method  of  diagnosis,  the  techin- 
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que  of  pneumatic  dilatation  (including  pre-medica- 
tion, type  of  dilator  and  duration  of  inflation),  and 
assessment  of  success. 

To  validate  the  questionnaires  and  to  gain  more 
specific  information,  we  reviewed  the  medical  rec- 
ords of  all  patients  discharged  from  five  large  hospi- 
tals with  the  diagnosis  of  achalasia  over  the  four- 
year  period  1975-1978.  All  charts  coded  for 
achalasia  (e.g.,  530.0)  by  the  Hospital  International 
Classification  of  Diseases  Adapted,  2nd  Edition, 
(HICDA)  were  examined  to  verify  the  diagnosis  and 
to  record  the  method  of  treatment.  The  diagnosis  of 
achalasia  required  a report  of  a characteristic  eso- 
phagram  (dilated  esophagus  with  a sharply  tapered, 
narrow  distal  end  called  “champagne  glass  config- 
uration”), dysphagia,  and  the  absence  of  carcinoma 
by  endoscopic  examination.  Esophageal  manome- 
try, if  done,  had  to  be  compatible  with  achalasia, 
e.g.,  a high,  resting  LES  pressure  with  incomplete 
relaxation  and  absence  of  primary  peristalsis. 

All  patients  with  achalasia  diagnosed  at  the  Medi- 
cal College  of  Virginia  over  the  four-year  period 
1975-1978  were  contacted  for  interviews.  They 
were  indentified  by  three  approaches  in  order  to 
include  all  cases  of  achalasia  seen.  Private  practice 
records  from  the  Gastroenterology  Division  were 
reviewed,  identifying  those  who  were  treated  with 
pneumatic  dilatation.  The  esophageal  manometry 
log  book  provided  the  names  of  all  patients  with 
tracings  compatible  with  achalasia.  Finally,  the 
HICDA  code  was  used  to  identify  all  patients  seen 
with  an  esophageal  disorder  that  could  represent 
achalasia.  The  medical  records  were  then  examined 
to  verify  the  diagnosis.  A questionnaire  inquiring 
about  dysphagia,  regurgitation,  weight  change, 
heartburn,  episodes  of  pneumonia  and  chest  pain 
before  and  after  treatment,  was  sent  to  each  patient. 
The  validity  of  the  questionnaire  was  verified  and 
the  data  extended  by  subsequent  interviews  with 
each  available  patient. 

In  judging  patient  response  to  treatment,  our 
classifications  were  similar  to  the  response  catego- 
ries designated  by  Okike  et  al  (good-excellent, 
moderate,  poor)6  and  Vantrappen's  Class  I-II 
(good).  III  (moderate)  and  IV  (poor).7  A “good” 
response  was  characterized  by  few  or  no  symptoms 
in  the  presence  of  stable  or  increasing  weight;  a 
“moderate”  response  was  noted  in  patients  with 
significant  symptoms  but  with  stable  or  increasing 
weight;  and  a “poor”  response  was  recorded  when 
the  patient  was  unable  to  maintain  weight  or  had 
severe  symptoms. 


Results 

The  return  on  the  general  questionnaires  sent  to 
licensed  Virginia  physicians  was  very  poor;  only 
248  of  8,890  physicians  responded.  Thirty-five  of 
these  248  physicians  (14%)  reported  seeing  one  or 
more  new  cases  of  achalasia  in  the  previous  year. 

Thirty  of  the  Virginia  Gastroenterological  Society 
members  responded.  Of  these,  16  (53%)  reported 
seeing  at  least  one  new  case  of  achalasia  in  the 
previous  year.  If  the  31  cases  reported  by  these 
gastroenterologists  are  used  to  calculate  approxi- 
mate incidence,  the  figure  is  about  31/5,070,000/ 
year  or  0.6  cases/ 100,000  population/year. 9 If  we 
assume  that  the  30  non-responders  have  the  same 
clinical  experience  as  the  responders,  the  incidence 
rate  doubles  to  about  1.2  cases/ 100,000  population/ 
year. 

A review  of  medical  records  provided  another 
estimate  of  the  frequency  of  achalasia.  Using  the 
HICDA  code  to  identify  all  cases  of  achalasia,  five 
hospitals  in  three  different  cities  were  surveyed. 
Each  is  considered  to  be  a large  urban  hospital  with 
a broad  referral  base,  and  three  are  major  state 
teaching  institutions.  Sixty-one  cases  of  achalasia 
were  diagnosed  among  341,726  adult  admissions  to 
these  five  hospitals  in  four  years;  obstetric  and 
newborn  patients  were  excluded.  Six  cases  of  acha- 
lasia among  99,433  adult  admissions  to  the  two 
community  hospitals  were  identified,  compared 
with  55  cases  of  achalasia  among  the  242,293  admis- 
sions to  the  three  teaching  hospitals.  If  we  use  only 
hospital  data  to  estimate  disease  incidence,  the 
results  would  be:  61  cases/4  years  = (15  cases/year)/ 
5.07  million  population=0.3  cases/1 00, 000/year. 9 

The  wide  range  of  therapeutic  preferences  among 
Virginia  gastroenterologists  was  defined  in  the 
achalasia  poll.  Sixteen  of  the  29  (55%)  VGS  mem- 
bers responding  to  this  section  of  the  questionnaire 
prefer  pneumatic  dilatation  with  or  without  surgery 
as  the  therapy  of  choice.  Eleven  of  the  29  (38%) 
listed  surgery  alone  or  with  other  therapy  as  their 
preference.  Bougienage  was  used  as  the  solitary 
treatment  by  four  memberst  14%),  while  five  others 
used  it  in  association  with  surgery  for  the  treatment 
of  achalasia. 

The  members  were  asked  to  specify  the  methods 
of  pneumatic  dilatation  if  they  do  their  own  treat- 
ments, and  there  was  a wide  variation  in  technique. 
Medication  was  not  used  by  two  out  of  nine  mem- 
bers, while  seven  used  parenteral  meperidine  alone 
or  combined  with  diazepam.  The  most  common 
inflation  pressure  was  300mm  Hg  (range  50-5 17mm) 
while  the  average  duration  of  inflation  was  60 
seconds  (range  5-180). 
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Table  1.  Outcome  of  Pneumatic  Dilatation  in  26  Cases  of  Achalasia  at  the  Medical  College  of  Virginia. 


Total 

Interviewed 

Treatment 

Good 

Response 

Moderate 

Poor 

18 

13 

Pneumatic  dilatation 

12 

1 

0 

4 

3 

Surgery 

2 

1 

0 

4 

3 

Bougienage 

0 

2 

I 

To  assess  the  effectiveness  of  achalasia  therapy 
at  MCV,  efforts  were  made  to  contact  all  29  patients 
treated  during  the  years  1975-1978.  Nineteen  of  29 
were  located  and  interviewed.  Of  those  who  re- 
ceived pneumatic  dilatation.  13  of  18  were  inter- 
viewed. Twelve  of  these  13  (92%)  experienced  a 
“good”  response  (Table  1). 

Discussion 

The  probable  range  of  incidence  of  achalasia  in 
Virginia  is  similar  to  the  literature  estimates.  Our 
figures  from  this  study  range  from  0.3-1. 2 cases/ 
100,000/year,  depending  on  the  underlying  assump- 
tions. The  literature  estimates  10,11  are  in  the  range 
of  0.3  cases/1 00,000/year.  The  possibility  that  1,254 
new  cases  are  seen  per  year  (extrapolation  from  the 
general  questionnaire)  seems  thoroughly  out  of  the 
bounds  of  our  experience  with  the  hospitals,  physi- 
cians and  referral  patterns  in  Virginia.  A range  of 
30-60  cases  (VGS  questionnaire)  is  probably  closer 
to  the  real  range.  This  fits  with  the  incidence  stated 
above.  A more  diagnostically  accurate  account  of 
the  number  of  cases  was  obtained  by  reviewing  the 
HICDA  coded  medical  records  for  achalasia  in  five 
major  state  hospitals.  If  we  use  only  these  cases  for 
incidence  calculations  we  obtain  the  lower  bound  of 
0.3  cases/100,000  population/year.9 

The  absolute  number  as  well  as  the  proportion  of 
achalasia  patients  diagnosed  in  the  teaching  hospi- 
tals was  fourfold  greater  than  in  the  community 
hospitals.  Achalasia  was  diagnosed  once  in  4,400 
adult  admissions  to  the  teaching  hospitals,  while  the 
community  hospitals  reported  one  case  among 
16,572  such  admissions.  This  may  be  a reflection  of 
the  broader  referral  base  of  the  teaching  hospitals, 
but  a greater  diagnostic  awareness  in  these  institu- 
tions may  also  play  a role. 


A diagnostic  misnomer  was  detected  repeatedly 
during  the  chart  review  of  the  five  hospitals.  “Car- 
diospasm” was  reported  in  31  patients  at  three 
hospitals  in  different  cities.  Each  patient  had  chest 
pain  of  unknown  etiology.  Evidently  the  physicians 
used  this  term  for  “functional”  distress  of  the  upper 
gastrointestinal  tract.  Cardiospasm  is  an  alternate, 
old  and  confusing  term  for  achalasia,  and  could 
mislead  the  management  and  followup  care  of  pa- 
tients. 

Reflecting  the  literature,  there  is  no  standard 
method  of  pneumatic  dilatation  for  the  treatment  of 
achalasia  in  Virginia.  The  majority  of  Virginia  Gas- 
troenterological Society  members  used  an  inflation 
pressure  of  300mm  Hg  and  a median  inflation 
duration  of  60  seconds,  but  there  was  a wide  range 
of  both  pressures  and  times. 

Retrospective  studies  of  the  treatment  of  achala- 
sia 2-7  report  variable  treatment  methods  (Table  2). 
These  differences  seem  to  have  surprisingly  minor 
effects  on  the  reported  success  rates.  The  response 
(92%  “good”,  Table  1)  to  pneumatic  dilatation  in 
our  four-year  experience  was  better  than  some 
reports  spanning  up  to  30  years,  if  we  use  the  13 
patients  who  could  be  traced.  If  all  six  “lost” 
patients  are  “failures”,  then  our  success  rate  is  67% 
(12/18),  similar  to  but  at  the  lower  level  of  published 
reports  (Table  2). 

The  frequency  of  diagnosis  and  the  number  of 
cases  of  achalasia  in  Virginia  is  similar  to  other 
reported  experiences.  Because  there  is  no  standard 
method  for  pneumatic  dilatation  and  because  of  the 
relatively  large  experience  with  this  disease  in  our 
region,  a prospective,  controlled,  randomized, 
blind  trial  of  pneumatic  dilatation  in  the  treatment 
of  this  disorder  has  been  initiated  at  the  Medical 
College  of  Virginia.  This  is  an  effort  to  better  define 


Table  2.  Published  Methods  and  Outcome  of  Pneumatic  Dilatation  for  Achalasia. 


Author 

Technique 

Pressure  mm  Hg 

Duration  secs. 

“Good”  Responses 

Arvanitakis5 

Single 

629  (12  psi) 

60 

22/33 

(67%) 

Kurlander3 

Progressive 

30 

180 

55/62 

(89%) 

Nanson2 

Single 

775  (15  psi) 

45 

11/14 

(79%) 

Vantrappen4 

Progressive 

200  to  300 

60 

310/403 

(72%) 
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the  natural  history  of  treated  achalasia  as  well  as 
characterize  an  effective,  standard  method  for  treat- 
ment. Neither  goal  has  yet  been  reached  despite  the 
many  studies  on  this  subject. 
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Remission  of  Immune  Hemolytic  Anemia  After 
Removal  of'  Ovarian  Dermoid  Cyst:  Case  Report 

Madelaine  D.  Murad,  MD,  Daniel  N.  Mohler,  MD,  and  Johnson  T.  Carpenter,  Jr.,  MD, 

Charlottesville,  Virginia 


Although  the  association  of  hemolytic  anemia 
, with  ovarian  tumors  is  well  established,  only 
thirty  such  patients  have  been  reported  1_29.  This 
association  was  first  noted  by  West-Watson  and 
Young  in  1 938 1 ; their  patient  did  not  respond  to 
splenectomy,  but  her  hemolytic  anemia  was  com- 
pletely correced  by  the  removal  of  an  ovarian 
teratoma. 

Most  of  the  patients  who  have  hemolytic  anemia 
secondary  to  an  ovarian  tumor  have  severe  hemoly- 
sis; a high  reticulocyte  count;  respond  only  slightly, 
if  at  all,  to  corticosteroid  therapy  or  splenectomy; 
and  have  a complete  hematologic  recovery  when 
the  tumor  is  removed1119-23-24.  The  majority  of 
these  tumors  have  been  benign  dermoid  cysts,  but 
the  association  also  occurs  with  ovarian  malignan- 
cies4-17-19’21,22,25— 27 

When  the  Coombs  test  became  available,  it  be- 
came apparent  that  red  cell  antibodies  could  be 
demonstrated  as  the  cause  of  the  hemolysis  in  most 
of  these  patients.  Of  the  24  cases  in  which  Coombs 
test  results  were  reported,  only  five  had  a negative 
test6-17-18-21-24.  The  serological  findings  were  similar 
to  those  found  in  idiopathic  autoimmune  hemolytic 
anemia. 

The  patient  reported  here  had  a partial  response 
to  corticosteroid  therapy,  followed  by  a complete 
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resolution  of  the  hemolytic  process  when  an  ovari- 
an dermoid  cyst  was  excised.  Although  the  hemato- 
crit returned  to  near  normal  levels  five  weeks  after 
surgery  and  the  indirect  Coombs  test  (ict),  which 
detects  red  cell  antibodies  in  the  serum,  became 
negative  in  six  weeks,  the  direct  Coombs  test  (dct), 
which  detects  antibodies  on  the  red  cell  surface,  did 
not  become  negative  until  five  and  a half  months 
had  elapsed. 

Case  Report 

A 44-year-old  white  female  was  admitted  to  the 
Martha  Jefferson  Hospital,  Charlottesville,  on  Janu- 
ary 5,  1979.  She  had  been  in  good  health  except  for 
an  episode  of  pneumonia  in  September  1978,  at 
which  time  her  hematocrit  was  36%.  Three  weeks 
prior  to  admission  she  noticed  dyspnea  on  exertion 
and  complained  of  feeling  tired.  Weakness,  fatigue 
and  dyspnea  on  exertion  increased  progressively, 
and  she  was  seen  by  her  family  physician  on 
January  5.  He  found  her  to  be  jaundiced,  anemic, 
with  a hematocrit  of  18%,  and  on  physical  examina- 
tion he  noted  a 6 cm  right  ovarian  mass.  Other 
laboratory  values  included  a positive  dct  for  IgG,  a 
positive  ict,  reticulocyte  count  of  73%,  esr  150 
mm/hr,  and  a guaiac  negative  stool.  She  had  a 
negative  ivp  and  barium  enema.  She  was  given  1 gm 
of  methylprednisolone  sodium  succinate  intrave- 
nously and  was  transferred  to  the  University  of 
Virginia  Hospital  for  further  evaluation. 

There  was  no  history  of  transfusions,  arthralgias, 
rash,  venereal  disease  or  treatment  with  methyldo- 
pa.  She  denied  cold  sensitivity.  Past  medical  history 
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was  pertinent  for  a history  of  anemia  two  years 
previously  (hematocrit  32.8%),  thought  to  be  clue  to 
iron  deficiency,  which  was  treated  with  30  days  of 
oral  iron. 

On  physical  examination  she  was  afebrile,  pulse 
100/min  and  regular,  respirations  18/min  and  regu- 
lar, and  blood  pressure  120/80  mm  Hg  without 
orthostatic  change.  She  was  pale  and  jaundiced  in 
appearance  with  scleral  icterus  but  not  acutely  ill. 
There  was  no  significant  lymphadenopathy.  Heart 
and  lung  examinations  were  within  normal  limits. 
There  was  no  hepatosplenomegaly.  Pelvic  examina- 
tion revealed  a 6-8  cm  right  adenexal  mass. 

The  hematocrit  was  17%,  white  blood  count 
18,500/mm3  with  3%  band  forms,  94%  neutrophils, 
3%  lymphocytes;  the  platelets  were  608,000/mm3. 
Reticulocyte  count  was  42%.  The  peripheral  smear 
showed  polychromatophilia,  spherocytosis,  macro- 
cytosis,  anisocytosis  and  poikilocytosis.  Serum  fo- 
late was  20  ng/ml;  serum  B)2  was  420  pg/ml;  esr 
was  142  mm/hr.  The  serum  total  bilirubin  was  4.9 
mg%  with  a serum  ldh  of  1980  IU/L.  Serum 
haptoglobin  was  absent.  Serological  studies  re- 
vealed a positive  dct  which  was  3+  for  IgG, 
negative  for  IgM  and  complement.  The  ict  was 
strongly  positive  without  detectable  specificity  for 
any  red  cell  antigens. 

The  patient  was  started  on  a daily  dose  of  100  mg 
of  prednisone  orally.  A gynecological  consultant 
noted  an  8 cm  right  cystic  adenexal  mass  which  was 
non-tender  and  not  clearly  distinct  from  the  uterus. 
On  January  12  an  abdominal  ultrasound  was  read  as 
showing  a 3. 5-4.0  cm  right  adenexal  mass,  thought 
to  be  both  solid  and  cystic  in  character.  During  the 
time  on  steroid  therapy,  the  patient’s  hematocrit 
had  stopped  falling  and  showed  a slight  improve- 
ment, but  when  there  was  no  further  improvement 


after  her  hematocrit  reached  24%  it  was  decided  to 
remove  the  ovarian  mass. 

On  January  19,  with  a preoperative  hematocrit  of 
24%  and  no  transfusions,  she  underwent  a left 
salpingo-oophorectomy  and  right  ovarian  wedge 
biopsy.  A dermoid  cyst  on  the  left  ovary  was  found 
to  be  sitting  on  the  right  pelvic  floor,  accounting  for 
the  mass  felt  on  the  right  on  physical  examination. 
Pathology  showed  the  tumor  to  be  a dermoid  cyst; 
there  were  no  pathological  changes  in  the  right 
ovarian  biopsy,  and  no  significant  lymphoid  tissue 
was  observed  in  the  dermoid  cyst. 

Table  1 shows  her  hematologic  course.  Her  pred- 
nisone was  decreased  to  80  mg  per  day,  and  on 
discharge  January  24  her  hematocrit  was  27%  with  a 
reticulocyte  count  of  15.2%.  Two  weeks  after  sur- 
gery her  hematocrit  was  33%  and  prednisone  was 
further  decreased  to  40  mg.  The  dct  was  2+  for  IgG 
and  the  ict  was  weakly  positive.  The  prednisone 
was  gradually  tapered  and  discontinued.  Six  weeks 
postoperatively  the  patient  had  a hematocrit  of 
38%,  the  dct  was  still  2 + but  the  ict  was  negative. 
The  dct  became  negative  five  and  a half  months 
after  surgery,  at  which  time  her  hematocrit  was  43% 
and  reticulocyte  count  0.5%. 

Comments 

The  mechanism  by  which  an  ovarian  tumor  leads 
to  an  immune  hemolytic  anemia  is  unknown,  but 
the  following  five  hypotheses  have  been  proposed. 

1.  Antibodies  to  ovarian  tumor  antigens  may 
cross-react  with  erythrocyte  antigens,  leading  to  the 
production  of  red  cell  autoantibodies  and  immune 
hemolysis.  No  evidence  has  been  reported  to  sup- 
port this  concept  other  than  the  case  reported  by 
Bunuel  and  his  co-workers29.  Their  patient  had  an 
ovarian  dermoid  cyst  and  an  immune  hemolytic 


Table  1.  Hematologic  Response  to  Prednisone  Therapy  and  Surgical  Removal  of  an  Ovarian  Dermoid  Cyst. 


Coombs  Test 

Prednisone 

Time  Period 

Hematocrit  % 

Reticulocytes  % 

Direct 

Indirect 

Mg/day 

Admission 

17 

42 

3 + 

4 + 

100 

Surgery* 

Weeks  After  Surgery 

24 

30 

100 

1 

27 

15.2 

80 

2 

33 

2 + 

1 + 

40 

4 

35 

1 + 

1 + 

20 

6 

38 

4.0 

1 + 

negative 

5 

7 

38 

1.5 

0 

8 

40 

1 + 

negative 

0 

10 

41 

1.1 

0 

13 

43 

0.5 

± 

0 

18 

±_ 

negative 

0 

24 

negative 

negative 

0 

* Performed  12  days  after  admission 
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anemia  caused  by  an  IgM  red  cell  auto-antibody 
with  I specificity.  They  were  able  to  demonstrate  1 
antigenicity  in  the  cyst  fluid  as  well  as  the  anti-1  IgM 
antibody. 

2.  Another  possibility  is  that  the  ovarian  neo- 
plasm secretes  some  substance  which  alters  the  red 
cell  membrane  and  renders  it  antigenic.  There  is  no 
evidence  to  support  this  hypothesis,  but  the  report 
by  Burkert  and  his  associates21  of  a hemolytic 
factor  elaborated  by  a cystic  ovarian  adenocarcino- 
ma indicates  that  some  ovarian  neoplasms  may 
secrete  a substance  causing  red  cell  injury.  Howev- 
er, it  is  significant  that  the  dct  in  their  patient  was 
negative  in  spite  of  brisk  hemolysis. 

3.  It  is  well  known  that  a variety  of  drugs  may 
cause  Coombs  positive  hemolytic  anemia  through 
the  attachment  of  immune-complexes  of  drug  and 
antibody  to  the  red  cell  membrane.  It  is  possible 
that  antibodies  against  a secreted  tumor  antigen 
could  form  complexes  which  attached  to  erythro- 
cytes in  a similar  fashion.  Against  this  hypothesis  is 
the  fact  that  the  immune-complex  mediated  hemo- 
lysis usually  involves  the  fixation  of  complement, 
while  in  most  of  the  cases  associated  with  ovarian 
tumors  only  IgG  has  been  found  on  the  red  cell,  as 
was  the  case  with  our  patient.  Also,  Rh  specificity 
has  been  demonstrated  in  some  patients,  indicating 
that  the  IgG  antibody  on  the  red  cell  is  an  autoanti- 
body20,23. 

4.  The  hypothesis  with  the  most  support  is  that 
the  ovarian  tumor  is  the  site  of  production  of  the  red 
cell  antibodies.  Reports  of  higher  concentration  of 
erythrocyte  antibodies  in  tumor  fluid  compared  to 
serum  lends  credence  to  this  concept22,23. 

5.  The  final  hypothesis  is  that  the  tumor  releases 
some  factor  which  interferes  with  immunoregula- 
tion,  causing  loss  of  tolerance  to  red  cell  autoanti- 
gens and  the  production  of  red  cell  autoantibodies. 

If  the  ovarian  tumor  is  the  source  of  red  cell 
antibodies,  these  antibodies  should  disappear  in  a 
predictable  fashion  once  the  tumor  has  been  re- 
moved. Relatively  few  of  the  previously  reported 
cases  with  a positive  dct  have  been  followed  until 
the  test  became  negative  following  removal  of  the 
ovarian  tumor.  The  time  for  the  dct  to  become 
negative  has  been  reported  to  be  from  two  weeks  to 
seven  months20,23,28.  In  our  patient  the  dct  did  not 
become  negative  until  five  and  a half  months  after 
surgery. 

The  long  lag  period  of  five  to  seven  months  for 
the  dct  to  become  negative  after  removal  of  a 
benign  dermoid  cyst  is  reminiscent  of  the  clinical 
course  of  patients  with  autoimmune  hemolytic  ane- 
mia induced  by  methyldopa,  where  a similar  lag  has 


been  observed,  even  though  the  anemia  is  corrected 
and  the  ict  becomes  negative  in  a few  weeks30.  It 
has  been  proposed  by  Kirtland  and  associates  that 
methyldopa  inhibits  suppressor  T cell  function, 
leading  to  the  unregulated  production  of  autoantibo- 
dies by  B lymphocytes,  and  the  delay  in  the  disap- 
pearance of  the  antibodies  is  determined  by  the  time 
necessary  for  the  return  of  normal  suppressor  cell 
function30.  It  is  possible  that  ovarian  neoplasms, 
benign  or  malignant,  may  cause  autoimmune  hemo- 
lytic anemia  by  a similar  mechanism,  through  the 
elaboration  of  some  factor  which  inhibits  the  nor- 
mal regulation  of  B lymphocyte  by  suppressor  cells, 
requiring  a variable  amount  of  time  to  return  to 
normal  after  removal  of  the  tumor. 

In  any  woman  with  an  unexplained  immune  he- 
molytic anemia,  an  ovarian  neoplasm  should  be 
considered,  since  a complete  remission  of  the  he- 
molytic process  can  be  expected  with  excision  of 
the  tumor,  while  only  a partial  response  will  be 
obtained  with  prednisone  therapy  or  splenectomy. 

We  would  like  to  express  our  appreciation  to  Dr. 
Joseph  W.  May  and  Dr.  James  G.  Knight  of  Charlottes- 
ville for  referring  this  patient  to  us. 
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Since  7 976,  Saint  Albans  Psychiatric  Hospital  has  been  building  a 
tradition  of  quality  care  for  adults  and  adolescents.  A private , not-for- 
profit  hospital , Saint  Albans  is  dedicated  to  meeting  the  unique 

needs  of  each  patient. 

THERJTURECOMESFAST. 


In  1980,  Saint  Albans  opened  a $7.8 
million  building  with  162  beds  and 
expanded  clinical  facilities.  Special- 
ized services  include  adolescent,  sub- 
stance abuse,  and  geriatric  programs. 
Saint  Albans  is  studying  expansion  in 
other  areas  in  preparation  for  a 
new  era  of  service. 
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Saint  Albans 
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bans can  be  arranged 
24  hours  a day  by  call- 
ing 703-639-2481  Saint 
Albans  is  accredited  by 
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AVAILABLE  TO  YOUR  PATIENTS 
THROUGH  EVERY  PEOPLES  DRUG  STORE. 


Peoples...  the  first  and  only 
drug  chain  to  offer  a complete 
Home  Health  Care  Center. 


Now  your  patients  have  access  to  the  area's  largest 
stock  of  home  health  care  products,  equipment  and 
appliances.  Many  for  rent  as  well  as  for  sale. 

Everything  is  available  through  a convenient  catalog 
in  the  prescription  department  of  every  Peoples  Drug 
Store.  Or  on  display  at  Peoples'  first  Home  Health 
Care  Center  located  in  the  Leesburg  Pike  Plaza  at 
Bailey's  Crossroads  in  northern  Virginia. 

The  Center  has  private  fitting  and  consultation 
rooms... nationally  certified  orthopedic  fitters. . .and  a 
well-trained  staff  to  demonstrate  the  proper  use  of 
equipment. 

Orders  can  be  placed  through  the  Home  Health 
Care  Catalog  at  every  Peoples  Drug  Store  for  wheel- 
chairs, oxygen,  saunas,  whirlpools,  hospital  beds, 
sickroom  and  bath  equipment,  ostomy  supplies,  ortho- 
pedic appliances  and  garments,  exercise  equipment 
and  much  more. 

Your  patients  may  order  by  phone  or  in  person. 
And,  if  they  qualify  for  Medicare,  up  to  80%  of  the  cost 
may  be  covered  on  certain  durable  equipment  prescrib- 
ed by  you,  their  physician. 

It's  another  first  from  Peoples  Drug  Stores. .. phar- 
macy and  health  care  innovators  for  over  75  years. 


5 FT'") 

PEOPLES  DRUG 


the  prescription  stores 


DRAMATIC 

NEWCLNGAL 

PROOF’ 

In  the  treatment  of  impetigo - 

•KX)%  cure  rate  with 

IfegopertTcloxaciin  sodium] 

• only  a 60%  cure  rate  with  penicillin  V-K 


As  seen  on  After  one  week  Two  weeks  after 

admission  of  penicillin  V-K  initiation  of 

therapy  TEGOPEN  therapy 

Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 

"Data  on  file,  Bristol  Laboratories 


Brief  Summary  ol  Prescribing  Information 

TEGOPEN® 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Ofticial  Package  Circular  (12)  9/11/75 

INDICATIONS: 

Although  the  principal  indication  for  cloxacillin  sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to  initiate  therapy  in  such  patients  in 
whom  a staphylococcal  infection  is  suspected  (See  Important  Note  below ) 

Bacteriologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cloxacillin 
sodium  should  be  performed 

IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should  take  into  consideration  the  fact  that  it 
has  been  shown  to  be  effective  only  in  the  treatment  of  infections  caused  by  pneumococci, 
Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci  If  the  bacteriology  report  later  indicates  the  infection  is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  resistant  to 
penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  ol  resistant 
staphylococcal  isolates  found  in  the  hospital  For  this  reason,  it  is  recommended  that  a 
penicillinase-resistant  penicillin  be  used  as  initial  therapy  tor  any  suspected  staphylococcal 
infection  until  culture  and  sensitivity  results  are  known 
Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism  similar  to  that  of  methicillin 
against  penicillin  G-resistant  staphylococci.  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these  strains  reported  has  been 
increasing  Such  strains  of  staphylococci  have  been  capable  of  producing  serious  disease,  in 
some  instances  resulting  in  fatality  Because  ot  this,  there  isconcern  that  widespread  use  of  the 
penicillinase-resistant  penicillins  may  result  in  the  appearance  of  an  increasing  number  of 
staphylococcal  strains  which  are  resistant  to  these  penicillins 
Methicillm-resistant  strains  are  almost  always  resistant  to  all  other  penicillinase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently). 
Resistance  to  any  penicillinase-resistant  penicillin  should  be  interpreted  as  evidence  of  clinical 
resistance  to  all,  in  spite  of  the  fact  that  minor  variations  in  in  vitro  sensitivity  may  be 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus 

CONTRAINDICATIONS: 

A history  ot  a previous  hypersensitivity  reaction  to  any  of  the  penicillins  is  a contraindication 


RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 

potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen® 

Given 

(cloxacillin  sodium) 

penicillin  V-K 

Staphylococcus  aureus  (78  patients) 

39 

39 

Returned  to  clinic  at  one  week 

29t 

38f 

Treatment  failure  at  one  week 

0 

18  (47.4%) 

Staphylococcus  aureus  and 
Streptococcus  pyogenes  (9  patients) 

4 

5 

Returned  to  clinic  at  one  week 

4 

5 

Treatment  failure  at  one  week 

0 

2 (40%) 

No  initial  bacterial  growth  (14  patienis) 

9 

5 

All  14  healed,  regardless  of  which 

antibiotic  was  administered. 

Beta-hemolytic  Streptococcus  (1  patient) 

0 

1 

TOTALS:  102  patients 

52  patients 

50  patients 

tEleven  patients  did  not  return  for  their  one-week  checkup 
These  were  all  called  by  telephone,  and  their  families  reported 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows:  77%  Staphylococcus  aureus, 
9%  mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes,  and  1%  beta-hemolytic 
Streptococcus 

• All  patients  were  given  randomized  therapy— 
Tegopen  capsules  or  oral  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 


the  lesions  had  healed  One  patient  was  dropped  from  the  study, 
early,  because  of  adverse  reaction  to  medication 


• All  patients  were  evaluated  after  one  week's 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
“other  antibiotic"  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

fThe  remainder,  to  equal  100%,  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth  These  14  were  all 
healed,  whet  her  given  Teg  open  or  penicillin  V-K 


TEGOPEN 

(cbadllin  sodum) 

-effective  therapy  for  staph  infections 
of  the  skin  and  skin  structures 


WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
in  patients  on  penicillin  therapy.  Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins  These  reactions  are  more  apt  to  occur  in 
individuals  with  a history  of  sensitivity  to  multiple  allergens 
There  have  been  well  documented  reports  of  individuals  with  a history  of  penicillin 
hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
allergens  If  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents,  e g , pressor  amines,  antihistamines,  and  corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established 
PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken 
As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy 
ADVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients  Mildly  elevated  SGOT  levels  (less  than  100  units)  have 
been  reported  in  a few  patients  for  whom  pretherapeutic  determinations  were  not  made.  Skin 
rashes  and  allergic  symptoms,  including  wheezing  and  sneezing,  have  occasionally  been 
encountered  Eosinophilia,  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy 

USUAL  DOSAGE 

Adults:  250  mg.  q 6h 

Children.  50  mg. /Kg. /day  in  equally  divided  doses  q.6h.  Children  weighing  more  than  20  Kg. 
should  be  given  the  adult  dose  Administer  on  empty  stomach  tor  maximum  absorption. 

N B INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 

SUPPLIED: 

Capsules— 250  mg.  in  bottles  of  100  500  mg.  in  bottles  of  100 
Oral  Solution— 125  mg./5  ml.  in  100  ml.  and  200  ml  bottles 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse,  New  York  13201 


BRISTOL® 


Copyright  ® 1981,  Bristol  Laboratories 


CARE  FOR  YOUR 
COUNTRY. 


As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest' 
ment  of  your  time.  You  will  broaden  your  professional 
experience  by  working  on 
interesting  medical  projects" 
in  your  community.  Army 
Reserve  service  is  flexible,  so  it 
won  t interfere  with  your  practice. 

You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve 
meetings.  You’ll  also  attend  funded 
continuing  medical  education  pro' 
grams.  You  will  all  share  the  bond  of 
being  civic'minded  physicians  who  are  also  commis' 
sioned  officers.  One  important  benefit  of  being  an  officer 
is  the  nomcontributory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve.  To  find  out 
more,  simply  call  the  number  below. 

ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE 


MAJ  Sheila  T.  Bowman,  ANC 
USAR  AMEDD  Procurement 
Forest  Glen  Section 
Walter  Reed  Army  Medical  Center 
Washington,  DC  20012 
(301)  427-5101/5131 


MAJ  David  F.  Alexander,  MSC 
USAR  AMEDD  Procurement 
Federal  Office  Building 
400  North  - 8th  Street 
Richmond,  VA  23240 
(804)  771-2401 


On  Balance 


Each  Tablet  Contains: 

Pentylenetetrazol 

Pheniramine  maleate 
Nicotinic  acid 


Clinically  proven  actions 

• Antihistaminic 

• Cerebral  stimulant 

• Vasodilator 


Few  side  effects 

• Vasodilation  occasionally  causes 
facial  flushing  which  can  be  mini- 
mized by  recommending  that 
RuA/ert®  be  taken  following  meals  or 
with  food. 


Dosage 

• One  or  two  tablets  three  times  a day 


Please  see  next  page  for  a summary  of  prescribing  information 


MANUFACTURED  & DISTRIBUTED  BY 


BOOTS  PHARMACEUTICALS,  INC 

Shreveport.  Louisiana  71106 

Pioneers  in  medicine  for  the  family 


Advice  to  Authors 


On  Balance... 


RU-VERT 

See  following  prescribing  information. 

DESCRIPTION:  Each  tablet  contains  the  following  active  ingredients: 


Pentylenetetrazol 25.0  mg 

Pheniramine  maleate 12.5  mg 

Nicotinic  acid 50.0  mg 


INDICATIONS:  Ru-Vert  is  indicated  as  an  adjunct  therapy  in  the  symptomatic  treat- 
ment of  acute  or  chronic  vertigo. 

CONTRAINDICATIONS:  Convulsive  disorders  or  known  history  of  sensitivity  to  any 
of  the  listed  active  ingredients.  Because  of  the  vasodilating  action  of  nicotinic  acid, 
Ru-Vert  should  not  be  used  in  patients  with  hypotension. 

WARNINGS:  The  safety  of  this  preparation  during  pregnancy  and  lactation  has  not 
been  established.  Use  of  this  drug  requires  that  the  physician  evaluate  the  potential 
benefits  of  the  drug  against  any  possible  hazard  to  the  mother  and  child. 
PRECAUTIONS:  Although  there  are  no  absolute  contraindications  to  pentylene- 
tetrazol. it  should  be  used  with  caution  in  epileptic  patients  or  those  known  to  have  a 
low  convulsive  threshold  or  a focal  brain  lesion.  Caution  should  be  exercised  when 
treating  patients  with  high  doses  of  Ru-Vert  who  have  heart  disease.  While  pentylene- 
tetrazol does  not  act  directly  on  the  myocardium,  the  results  from  central  vagal 
stimulation  could  cause  bradycardia. 

Pheniramine  maleate,  like  other  antihistamines,  may  produce  sedative  side  effects 
in  certain  patients. 

Transient  vasodilatation  due  to  rapid  absorption  of  nicotinic  acid  may  produce 
facial  flushing  and  a sensation  of  warmth.  These  effects  may  be  ameliorated  by 
recommending  that  Ru-Vert  be  taken  following  meals  or  with  food. 

ADVERSE  REACTIONS:  Pentylenetetrazol  in  high  doses  may  produce  toxic  symptoms 
typical  of  central  nervous  system  stimulants,  which  act  on  the  higher  motor  centers 
and  the  spinal  cord.  Convulsions  resulting  from  this  drug  are  spontaneous  and  are 
not  induced  by  external  stimuli.  They  usually  last  for  several  minutes  and  are  followed 
by  profound  depression  and  respiratory  paralysis  Death  has  been  reported  from  the 
ingestion  of  10  grams  of  pentylenetetrazol. 

DRUG  ABUSE:  Drug  dependence  has  not  been  reported  with  Ru-Vert. 

OVERDOSAGE:  Sighs  and  symptoms  of  acute  overdose  may  be  due  primarily  from 
overstimulation  of  the  central  nervous  system  and  from  excessive  vasodilatation 
with  resulting  autonomic  nervous  system  imbalance.  The  symptoms  may  include  the 
following:  vomiting,  agitation,  tremors,  hyperreflexia,  sweating,  confusion,  hallucina- 
tions, headache,  hyperpyrexia,  tachycardia.  Treatment  consists  of  appropriate  sup- 
portive measures.  If  signs  and  symptoms  are  not  too  severe  and  the  patient  is 
conscious,  gastric  evacuation  may  be  accomplished  by  induction  of  emesis  or 
gastric  lavage. 

Intensive  care  must  be  provided  to  maintain  adequate  circulation  and  respiratory 
exchange 

DOSAGE  AND  ADMINISTRATION:  The  recommended  dosage  of  Ru-Vert  for  vertigo 
or  motion  sickness  is  1 or  2 tablets  three  times  a day  with  meals  or  light  snacks. 

This  drug  is  not  for  use  in  children  under  1 2 years  of  age. 

HOW  SUPPLIED: 

Bottles  of  1 00  tablets  NDC  0524-0060-01 

Bottles  of  300  tablets  NDC  0524-0060-03 

Federal  law  prohibits  dispensing  without  prescription. 


MANUFACTURED  & DISTRIBUTED  BY 

BOOTS  PHARMACEUTICALS,  INC. 

Shreveport.  Louisiana  71106 

Pioneers  in  medicine  for  the  family 


Copyright  of  an  article  published  in  Virginia  Medi- 
cal is  retained  by  the  author,  but  the  copyright  to  each 
entire  issue  as  a collective  work  is  the  property  of  The 
Medical  Society  of  Virginia,  and  permission  to  reprint 
all  or  any  part  of  a published  article  must  be  negotiated 
with  the  author  and  the  Editors  jointly.  The  reprinted 
material  must  carry  a credit  line  signifying  that  it  first 
appeared  in  Virginia  Medical. 

Manuscript  Preparation 

Medical  articles,  editorials,  essays,  Letters  to  the 
Editor  and  all  other  text  submitted  for  publication  must 
be  double-spaced  throughout,  including  references,  leg- 
ends and  all  other  elements.  The  material  should  be 
typed  on  one  side  of  the  paper,  with  generous  margins  of 
at  least  l'A  inches  all  around.  Do  not  use  all-caps  or  a 
script  typeface.  Submit  one  original  of  the  communica- 
tion and  one  copy.  If  the  material  is  not  accepted,  the 
original  will  be  returned;  the  copy  will  be  retained. 

The  author  is  responsible  for  the  accuracy  of  all 
statements  and  references.  Acronyms  and  other  abbre- 
viations should  be  kept  to  a minimum;  unless  an  acro- 
nym is  widely  known  and  used  by  all  specialties,  it 
should  be  fully  explained  in  the  text.  Refer  to  pharma- 
ceutical products  by  their  generic  names;  brand  names 
may  follow  in  parentheses  and  should  carry  registered 
trademarks  where  applicable.  All  units  of  measure 
should  appear  in  the  metric  system.  References,  typed  in 
double-space,  should  be  listed  in  the  order  of  their 
citation  in  the  text,  not  alphabetically.  They  should 
follow  Virginia  Medical’s  typographic  style  for  refer- 
ences; the  typist  should  study  this  style  as  it  appears  in 
each  issue. 

Illustrations  should  be  black  and  white  glossy  prints, 
with  legends  typed  in  double-space  on  a separate  sheet  of 
paper.  Virginia  Medical  has  no  budget  for  printing  in 
color;  the  author  who  wishes  to  publish  a four-color 
figure  may  negotiate  to  pay  for  the  costs. 

Attach  to  the  contribution  a covering  letter  giving  the 
address  and  telephone  number  of  the  person  who  will 
correspond  about  it  and  address  the  completed  commu- 
nication to  the  Editors,  Virginia  Medical,  4205  Dover 
Road,  Richmond  VA  23221. 

All  manuscripts  are  subject  to  editorial  changes.  If 
extensive  revision  is  deemed  necessary,  the  author  will 
receive  for  approval  a draft  of  the  article  as  edited. 

There  are  many  excellent  handbooks  of  effective 
writing,  among  them  The  Elements  of  Style , by  William 
Strunk,  Jr.,  and  E.  B.  White  (MacMillan);  The  Careful 
Writer:  A Modern  Guide  to  English  Usage , by  Theodore 
M.  Bernstein  (Atheneum);  and  How  to  Write  and  Publish 
a Scientific  Paper,  by  Robert  A.  Day  (ISI  Press). 


Tax  shelter  up  to 
25%  of  your  income. 

The  pieces  are  in  place  to  give  even  small 
corporations  a custom  tailored,  tax-sheltered 
retirement  plan.  Contributions  are  invested  in 
high-yield  FSLIC  insured  certificates  of  de- 
posit safe  from  stock  market  fluctuations. 

In  just  a few  hours  our  TaxShield®plan 


One  of  Virginia's  Oldest  and  Largest. 

Post  Office  Box  1811*  Norfolk,  Virginia  23501  • 804/446-6600 


Apartment  Owners: 

Buckingham  Village 
introduces 
The  Rental 
Assistance  Program. 

The  new  tax  laws  are  making  real  estate 
investing  more  attractive  than  ever. 
Buckingham  Village  has  gone  one  step 
further.  Here’s  what  we  have  to  offer: 

1)  1314%  (13V2%  APR)  financing, 

2)  Only  10%  down, 

3)  Our  Rental  Assistance  Program. 

Under  this  unique  program,  Buckingham  Village  will  subsidize  a major 
part  of  the  difference  between  the  monthly  rental  income  you  receive 
and  the  amount  of  your  monthly  expenses  for  two  full  years.  This  offer 
good  only  on  a selected  number  of  one-  and  two-bedroom  apartments, 
which  range  in  price  from  the  high  $50s  to  the  low  $70s. 


BuckinghamVillage. 
A Capital  Value. 

100  George  Mason  Drive,  Arlington,  Virginia  22203.  Telephone:  (703)  524-6000. 

Sales  office  and  models  open  daily,  10  to  6.  Saturday  and  Sunday,  11  to  6.  Or  by  appointment. 

The  entrance  to  Buckingham  Village  is  at  the  northwest  corner 
of  Arlington  Boulevard  (Route  50)  and  George  Mason  Drive. 


Compared  to  amoxicillin 


Faster  peak.  Fewer  problems. 


. . . in  infants  and  children 


‘Rapidly  excreted  unchanged  in  urine. 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 
tDue  to  susceptible  organisms. 

1 . Ginsburg  CM,  McCracken  GH  Jr, 
Zweighaft  TC,  Clahsen  JC:  Comparative 
pharmacokinetics  of  cyclacillin  and 
amoxicillin  in  infants  and  children. 
Antimicrob  Ag  Chemother 
19:1086-1088  (June)  1981. 

2.  Multicenter  trials.  Data  to  be 
published. 

See  important  information  on  page 
after  next. 


Cyclapen®-W  is  just  as  effective  in 
otitis  media  and  streptococcal  ton- 
sillopharyngitist2 

Cyclapen®-W  produces  a significantly 
lower  incidence  of  the  most  common 
side  effect,  diarrhea.2 

CYOAPEN-W 

(cyclacillin)  Tablets/Suspension 

Rapid  onset  of  action  with  fewer 
side  effects. 


Cyclapen®-W  (cyclacillin)  produces 
twice  the  peak  serum  concentration* 
(15.6  meg /ml  versus  7.3  meg /ml)  in 
half  the  time  (30  minutes  versus 
60  minutes).1 


Compared  to  ampicillin 


Faster  peak.  Fewer  problems 


...  in  adults  and  children 

Cyclapen^-W  (cyclacillin)  produces 
peak  serum  concentrations*  almost 
four  times  higher  and  over  one 
hour  earlier.3 

Cyclapen^W  is  just  as  effective  in 
otitis  media,  bronchitis,  pneumonia, 
urinary  tract  infections  and  infections 
of  skin  and  skin  structures1.3 

Cyclapen®-W  produces  a significantly 
lower  incidence  of  diarrhea  and 
skin  rash.3 

CYCIAPEN-W 

(cyclacillin)  Tablets/Suspension 

Rapid  onset  of  action  with  fewer 


side  effects. 


•Rapidly  excreted  unchanged  in  urine. 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 
tDue  to  susceptible  organisms. 

3.  Data  on  file.  Wyeth  Laboratories. 
Copyright  © 1 981 , Wyeth  Laboratories. 
All  rights  reserved. 

See  important  information  on 
adjoining  page 

Wyeth  Laboratories 

I A i Philadelphia.  Pa  19101 


AA 


Cydapen-W  (cyclacillin) 


Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicil- 
Im  class  and  its  use  should  be  confined  to  these  indications:  Treat- 
ment of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta- 

hemolytic  streptococci 

Bronchitis  and  pneumonia  caused  by  S.  pneumoniae  (for- 
merly D.  pneumoniae ) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D.  pneu- 
moniae) and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H. 

influenzae* 

'Though  clinical  improvement  has  been  shown,  bacteriologic 

cures  cannot  be  expected  in  all  patients  with  chronic  respira- 
tory disease  due  to  H . influenzae 
SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers 

URINARY  TRACT  INFECTIONS  caused  by  E.  coh  and  P mirabilis. 
(This  drug  should  not  be  used  in  any  E coh  and  P mirabilis 
infections  other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of 
sensitivity  testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  in- 
dications listed  herein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is 
efficacious  for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylac- 
toid) reactions  have  been  reported  in  patients  on  penicil- 
lin. Although  anaphylaxis  is  more  frequent  following 
parenteral  use,  it  has  occurred  in  patients  on  oral  penicil- 
lins. These  reactions  are  more  apt  to  occur  in  individuals 
with  history  of  sensitivity  to  multiple  allergens.  There  are 
reports  of  patients  witn  history  of  penicillin  hypersen- 
sitivity reactions  who  experienced  severe  hypersensitivity 
reactions  when  treated  with  a cephalosporin.  Before  peni- 
cillin therapy,  carefully  inquire  about  previous  hypersen- 
sitivity reactions  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and 
initiate  appropriate  therapy.  Serious  anaphylactoid  reac- 
tions require  immediate  emergency  treatment  with  epine- 
phrine. Oxygen,  I V.  steroids,  airway  management, 
including  intubation,  should  also  be  administered  as 
indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs, 
take  appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B.  Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well-con- 
trolled studies  in  pregnant  women.  Because  animal  reproduction 
studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed 
NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  ex- 
creted in  human  milk.  Because  many  drugs  are,  exercise  caution 
when  cyclacillin  is  given  to  a nursing  woman 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated 
As  with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and  eosino- 
philic These  reactions  are  usually  reversible  on  discontinuation  of 
therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have 
been  reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bac- 
terial eradication  is  evidenced  In  Group  A beta-hemolytic 
streptococcal  infections,  at  least  10  days'  treatment  is  recom- 
mended to  guard  against  risk  of  rheumatic  fever  or  glomerulone- 
phritis In  chronic  urinary  tract  infection,  frequent  bacteriologic 
and  clinical  appraisal  is  necessary  during  therapy  and  possibly 
for  several  months  after.  Persistent  infection  may  require  treat- 
ment for  several  weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINIS- 
TRATION in  package  insert). 

Dosage  (Give  in  equally  spaced  doses) 


INFECTION 

Respiratory 

Tract 

ADULTS 

CHILDREN* 

Tonsillitis  & 

250  mgq.i.d 

body  weight  < 20  kg 
(44  lbs)  1 25  mg  q i d. 
body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 

Pharyngitis 

Bronchitis  and 
Pneumonia 

Mild  or 

Moderate 

Infections 

250  mg  q.i.d. 

50  mg/kg/day  q.i.d. 

Chronic 

Infections 

500  mg  q i d 

100  mg/kg/day  q.i.d. 

Otitis  Media 

250  mg  to  500  mg 
q . d 

50  to  100  mg/kg/day+ 

Skin  & Skin 

250  mg  to  500  mg 
q-'d.  • 

50  to  100  mg/kg/day  + 

Structures 

Urinary  Tract 

500  mg  q.i.d. 

1 00  mg/kg/day 

'Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
“depending  on  severity 

How  Supplied  Tablets  250  mg  and  500  mg  in  bottles  of  100 
Oral  Suspension  125  mg  and  250  mg  per  5 ml  in  bottles  to  make 
100  ml  and  200  ml  of  Suspension 


Wyeth 

L AA 


Laboratories 

Philadelphia  Pa  1 9 1 0 1 


The  NME 
"establish 
your 

practice" 

benefits 

package: 


‘Over  60  well  equipped  acute 
care  hospitals. 

‘Selected  financial  assistance. 

‘Management  consulting. 

‘An  array  of  professional 
service  skills  and  talents  to 
assist  you. 

‘Locations  from  coast 
to  coast. 


if  you're  a Primary  Care  Physician,  call 
for  yours  today. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  Wllshlre  Blvd.,  los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 
or  collect  (213)  479-5526. 

DHTIODRIi  meDICMi 
eniERPRisEs,  me. 

^ "The  Total  Health  care  Company." 

An  Equal  Opportunity  Employer  M/F 


DR.  COLLINS  ISN’T  PAYING  HIS 
MALPRACTICE  INSURANCE  PREMIUM 

THIS  YEAR. 


But  he’ll  still  be  covered.  Because  the  Army  covers  it.  Jack  Collins  is  an  Army 
surgeon.  And  he  doesn’t  have  to  burden  himself  with  the  details  of  running  a civilian 
surgical  practice.  The  Army  does  the  worrying  for  him. 

It  works  out  better  for  Dr.  Collins.  And  for  the  Army.  He  has  a relatively  trouble  free 
practice.  And  the  Army  has  a first-rate  surgeon. 

There  are  other  rewards  for  being  an  Army  surgeon.  Like  the  starting  salary.  For 
$35,600,  it  even  pays  to  start  at  the  bottom. 

Every  Army  surgeon  is  commissioned  as  a Captain  or  higher.  He  earns  30  days  paid 
vacation  a year.  And  his  noncontributory  retirement  benefits  are  substantial. 

Jack  Collins  joined  the  Army  to  practice  surgery.  . .not  bookkeeping,  typing,  accoun- 
ting, or  hiring  office  help.  Army  medicine  is  as  free  from  nonmedical  distractions  as  it 
is  possible  for  any  practice  to  be. 


The  Army  Medical  Department  has  positions  available  or  projected  requirements  for 
physicians  trained  in  the  following  specialties  in  the  Southeastern  United  States: 
General  Surgery  Child  Neurology 

Neurosurgery  Emergency  Medicine 

Orthopedic  Surgery  Cardiology 

Plastic  Surgery  Psychiatry 

Anesthesiology  Oncology 

Obstetrics/Gynecology  Diagnostic  Radiology 

Otolaryngology  Therapeutic  Radiology 

Urology 


If  you  desire  an  attractive  alternative  to  civilian  practice  for  a reasonable  net  amount 
of  money  and  want  to  spend  a reasonable  amount  of  time  with  your  family,  then 
maybe  you  should  find  out  more  about  Army  Medicine. 

To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits,  write  or  call 
collect:  CPT  John  G.  Kitsopoulos,  MSC  Federal  Office  Bldg,  RM  8004 

400  North  8th  Street  Richmond,  VA  23240  (804)  771-2354 


The  symptoms  are  common.  Missing  receipts. 
Overdue  invoices.  Neglected  insurance  forms.  And, 
worst  of  all , a lot  of  precious  time  spent  on  paperwork 
that  could  otherwise  be  devoted  to  patient  care . 

The  cure:  A Commodore  desktop  computer.  In- 
cluding disk  drive,  letter  quality  printer,  and  complete 
medical  accounting  and  word  processing  systems. 

For  a modest  investment,  you  get  all  the  features  of  a 
sophisticated  and  versatile  business  computer  that  can 
do  virtually  all  your  paperwork  in  a fraction  of  the 
time  it  takes  you  now. 

Commodore’s  Medical  Accounting  System 

(MAS)1,  for  example,  can  provide  you  with  a fast, 
flexible  accounting  and  bookkeeping  system  that’s  as 
easy  to  use  as  it  is  cost  effective . Automating  your 
receivables,  invoicing,  aging  of  payables,  and  re- 
venue analyses.  MAS  can  also  generate  end-of-the- 
month  “Superbills”  as  well  as  standard  insurance  and 
Medicare  forms.  And  it  gives  you  a thorough  over- 
view of  your  office  activities  through  a series  of 
reports  ranging  from  diagnostics  to  referrals. 

And  with  our  word  processing  programs,  your 
Commodore  computer  is  versatile  enough  to  be  used 
whenever  you’d  normally  use  a typewriter.  For 
memos.  Reports.  Correspondence.  Proposals.  In 
seconds,  you  can  delete,  insert,  rearrange  para- 
graphs, even  revise  as  many  times  as  necessary.  With 
no  time  wasted  typing  multiple  drafts. 

If  all  that  time  saved  on  paperwork  is  used  to  take 
on  additional  patients,  just  think  how  quickly  your 
Commodore  computer  will  pay  for  itself,  many 
times  over. 

Your  Commodore  computer  can  be  expanded  to 

meet  the  needs  of  a growing  office.  And  Commodore 
dealers  throughout  the  country  offer  prompt  local 
service . Visit  your  Commodore  dealer  for  a hands-on 
demonstration  of  the  Commodore  computer  that  does 
so  much,  so  easily,  at  such  a low  cost. 

1 Medical  Accounting  System  was  created  by  Cimarron  Corp 


“MEDICAL  ACCOUNTING  PLUS 
WORD  PROCESSING  FOR  UNDER 
$6,500.  FROM  COMMODORE.” 

—WILLIAM  SHATNER 


Commodore  Computer  Systems 

681  Moore  Road.  King  of  Prussia,  PA  19406 

□ Please  send  me  more  information  on  the  MAS  System 


Name 


Address 


State  . 
ip 


Phone 


commodore 

COMPUTER 


“I 


-J 


THE  HARD  PART 
COmES  AFTER  THE  DETOX 

Our  nationally  recognized  Alcoholism  Treatment  Program  at 
The  Arlington  Hospital  is  fully  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  We  are  successful  because  we  offer  a total 
treatment  program,  including: 

• 21-28  day  inpatient  treatment  including  detoxification 

• Separate  adolescent  program  for  patients  ages  13-18 

• Professional  counseling  staff 

• Primary  nursing  care 

• 1 5-week  aftercare  group  treatment 

• One-year  aftercare  follow-up 


For  an  informative  brochure  and  rate  information,  call  or  write: 

Alcoholism  Treatment  Program  Charles  G.  Smith,  M.D. 
The  Arlington  Hospital  Medical  Director 

1701  North  George  Mason  Drive 
Arlington,  Virginia  22205 
703/558-6536 


Q 


Morris  A.  Hill,  M.H  S. 
Program  Director 


The  Arlington  Hospital  is  a 350-bed  nonprofit  institution,  extending  a 
commitment  in  community  health  care. 


McGuire  Clinic, 

7702  Parham  Road,  Richmond,  Virginia  23229 


ANESTHESIOLOGY 

G.  A.  Weimer,  M.D. 

Boyd  H.  May,  M.D. 

Steven  M.  Hopper,  M.D. 

DERMATOLOGY 

E.  Randolph  Trice,  M.D. 

FAMILY  PRACTICE 

Charles  F.  Irwin,  M.D. 

Frank  N.  Bain,  M.D. 

L.  Michael  Breeden,  M.D. 
Stuart  S.  Solan,  M.D. 

INTERNAL  MEDICINE 

John  P.  Lynch,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  Sr.,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  M.D. 
Randolph  M.  Halloran,  M.D. 
Hilton  R.  Almond,  M.D. 

James  A.  Repass,  M.D. 
Michael  J.  Miller,  M.D. 

Stanley  C.  Tucker,  M.D. 
Marigail  Wynne  David,  M.D. 
Richardson  Grinnan,  M.D. 
Joseph  Longacher,  M.D. 
Richard  L.  Glazier,  M.D. 

David  D.  Vaughan,  M.D. 


Joseph  S.  Galeski,  III,  M.D. 

N.  Michael  Vranian,  M.D. 
Martin  T.  Starkman,  M.D. 
Robert  W.  Bedinger,  Jr.,  M.D. 

ALLERGY 

John  B.  Catlett,  M.D. 

David  D.  Vaughan,  M.D. 

CARDIOLOGY 

Randolph  M.  Halloran,  M.D. 
Stanley  C.  Tucker,  M.D. 

GASTROENTEROLOGY 

Hilton  R.  Almond,  M.D. 
Joseph  Longacher,  M.D. 

GERIATRICS 

John  P.  Lynch,  M.D. 

HEMATOLOGY  & ONCOLOGY 

Burness  F.  Ansell,  M.D. 
Richard  L.  Glazier,  M.D. 

NEPHROLOGY 

James  A.  Repass,  M.D. 
Ronald  N.  Kroll,  M.D. 

Martin  T.  Starkman,  M.D. 

W.  Wayne  Key,  M.D. 

PULMONARY  DISEASES 

Richardson  Grinnan,  M.D. 


Inc. 

(804)  270-0240 

NUCLEAR  MEDICINE  & 
ENDOCRINOLOGY 

David  L.  Litchfield,  M.D. 

RHEUMATOLOGY 

Michael  J.  Miller,  M.D. 

OPHTHALMOLOGY 

T.  Todd  Dabney,  M.D. 

NEUROLOGY 

Stephen  L.  Jaffe,  M.D. 

PATHOLOGY 

Hubert  R.  White,  Jr.,  M.D. 

RADIOLOGY-DIAGNOSTIC 
Henry  S.  Spencer,  M.D. 

Donald  P.  King,  M.D. 

William  F.  Proctor,  M.D. 
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The  NESS  Monster 


What  am  1,  Life ? A thing  of  watery  salt. 

— John  Masefield 

Masefield  captured  something  there,  in  “wa- 
tery salt,”  for  surely  all  life  came  from 
the  briney  sea,  and  salt  is  essential  to  our  life.  But 
like  so  many  other  things,  too  much  salt  is  bad  for 
one’s  health,  and,  while  the  human  body  needs  one 
to  two  grams  of  salt  a day,  the  average  American  is 
said  to  take  in  more  than  ten  grams  daily,  which 
might  be  called  the  national  excess  sodium  syn- 
drome (NESS). 

Of  course,  sodium  is  present  in  many  forms  in  our 
food  and  drink,  but  sodium  chloride,  or  salt,  is  the 
largest  contributor  of  the  sodium  ion,  and  I use  it 
here  to  mean  all  sodium  compounds. 

Excessive  salt  intake  is  a major  cause  of  hyper- 
tension and  an  important  health  hazard  in  all  devel- 
oped nations.  Epidemiologic  and  demographic  stud- 
ies certainly  suggest  a strong  connection  between 
sodium  and  hypertension,  and  one  study  has  shown 
a positive  relation  between  sodium  intake  and  hy- 
pertension in  rats.  I know  rats  aren’t  humans  and 
extrapolation  is  dangerous,  but  less  significant  find- 
ings in  other  areas  have  produced  much  concern 
and  even  legislation — some  good,  some  bad. 

Until  about  75  years  ago,  refrigeration  on  an 
extensive  scale  was  not  technically  possible,  and 
salt  was  used  to  preserve  meats  and  other  foods. 
Our  forefathers  ate  these  heavily  salted  foods  and 
developed  a taste  for  excess  salt  on  much  of  their 


food.  Their  children  were  fed  these  salty  foods  and 
learned  to  like  them,  too. 

When  I try  to  convince  my  hypertensive  patients 
who  are  farmers  that  they  should  drastically  reduce 
their  salt  intake,  they  say,  “But  Doc,  we  have  to 
give  salt  to  the  cattle.”  I am  never  sure  they 
completely  understand  my  explanation  about  the 
number  and  size  of  the  cattle  and  the  one  licking- 
lump  for  the  whole  herd  as  compared  to  the  pound 
of  salt  he  and  his  wife  use  every  few  weeks. 

Many  of  my  friends  salt  all  their  food,  before 
they’ve  so  much  as  tasted  it.  I had  a roommate  in 
college  who  even  salted  apple  pie  before  tasting  it. 
This  taste  for  salt  is  hard  to  subdue,  but  it  can  be 
done.  Patients  who  really  try  to  reduce  salt  tell  me 
they  begin  to  lose  the  desire  for  it  in  six  to  eight 
weeks,  and  within  a year  food  with  added  salt  is  no 
longer  palatable  to  them.  Many  people  say  that 
most  foods  actually  taste  better  without  salt. 

Like  most  physicians,  I am  opposed  to  coercion 
and  do  not  feel  that  federal  regulation  is  the  answer 
to  our  national  excess  sodium  syndrome  but  that 
instead  we  should  educate  the  public  to  its  dangers. 
Pediatric  groups  generated  pressure  not  long  ago  to 
reduce  the  sodium  content  of  prepared  baby  foods. 
These  foods  had  salt  to  please  the  taste  buds  of  the 
parents. 

Our  new  Commissioner  of  Food  and  Drugs,  Ar- 
thur Hill  Hayes,  Jr.,  MD,  in  a recent  letter  to  the 
profession  states:  “The  FDA  has  launched  a major 
program  to  encourage  the  food  industry  to  label  its 
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products  better  with  respect  to  sodium  content,  and 
also  to  provide  consumers  with  wider  choices  of 
food  that  is  lower  in  sodium  content.  As  health 
professionals,  we  need  to  educate  patients  about 
the  link  between  sodium  and  hypertension  and  to 
stimulate  efforts  to  make  it  easier  for  hypertensive 
patients  to  maintain  a sodium-controlled  diet.  This 
program  reflects  my  long-standing  professional  in- 
volvement in  the  treatment  of  hypertension.” 

In  Baltimore,  city  officials  and  representatives  of 
the  Johns  Hopkins  University  School  of  Hygiene 
and  Public  Health  have  been  conducting  a program 
in  the  public  schools,  teaching  children,  in  kinder- 
garden  through  6th  grade  of  the  danger  of  excess 
salt  intake  and  how  to  develop  a diet  that  is  low  in 
sodium.  A survey  showed  a substantial  reduction  in 
intake  of  high-sodium  foods  by  the  children  taking 
these  courses. 


In  recent  years  the  American  Medical  Associa- 
tion has  advocated  giving  public  information  on  the 
salt  content  of  processed  foods,  and  Congress  is 
making  this  mandatory  (but  with,  I hope,  as  few 
onerous  regulations  as  possible).  Not  long  ago  the 
AMA  instructed  its  Council  on  Scientific  Affairs  to 
study  the  problem  of  excessive  sodium  intake  and 
to  report  back  on  its  findings. 

Our  patients  now  have  to  pay  extra  for  low- 
sodium  foods  and  foods  without  added  sodium. 
This  is  because  of  the  supply  and  demand  equation, 
says  the  food  industry.  The  medical  profession  has 
made  a start  in  educating  its  patients  to  reduce  their 
sodium  load;  this  should  stimulate  the  purchase  of 
low-sodium  food,  encouraging  competition,  and  re- 
duce or  reverse  the  price  differential. 

Let’s  get  together  and  fight  the  NESS  monster! 

Raymond  S.  Brown,  MD 


Hatteras  Light , Buxton,  North  Carolina  Watercolor  by  James  R.  Brunk,  MD 
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HISTORICAL  NOTES 


William  Edmonds  Homer: 
Anatomist,  Educator,  Author 


A native  Virginian,  Dr.  William  Edmonds 
Horner,  was  the  author  of  the  first  American 
textbook  on  pathologic  anatomy,  “Treatis  on 
Pathological  Anatomy,”  published  in  1828. 1-2 

Horner  was  born  in  Warrenton,  Virginia,  in  June 
1793.  He  trained  for  three  years  under  the  appren- 
tice system  with  an  Edinburgh-educated  physician. 
Dr.  John  Spence,  who  was  an  early  advocate  of 
smallpox  vaccination  and  a consistent  contributor 
to  medical  literature.  Then  Horner  moved  to  Phila- 
delphia to  complete  his  medical  studies  at  the 
University  of  Pennsylvania. 

The  War  of  1812  between  America  and  England 
interrupted  Horner’s  university  studies,  and  he  saw 
military  action  with  the  Army’s  Hospital  Depart- 
ment as  a surgeon’s  mate.  In  1813,  he  was  sent  to 
the  Canadian  military  theater  of  operations  and 
later  was  placed  in  charge  of  a hospital. 

Returning  on  leave  of  absence  from  the  Army  to 
the  University  of  Pennsylvania,  Horner  completed 
the  requirements  for  a degree  in  medicine,  writing 
his  graduate  thesis  on  his  experience  with  gunshot 
wounds.  In  the  Army  once  again,  he  served  on  the 
Niagara  frontier,  then,  at  the  time  of  the  signing  of 
the  Treaty  of  Ghent,  was  in  command  of  a small 
detachment  of  men  in  Norfolk,  Virginia.  He  set 
down  his  recollections  of  military  life,  particularly 
his  surgical  experiences  and  other  aspects  of  Army 
medicine,  and  they  were  published  in  1852  in  a 
journal,  the  Medical  Examiner. 

At  the  end  of  the  war,  Horner  tried  practicing 
medicine  in  his  hometown  of  Warrenton,  but,  he 
wrote,  “Virginia  is  a fine  nursery  of  young  men  but 
a poor  theater  for  the  display  of  their  abilities,”3 
and  he  went  to  Philadelphia  to  practice.  He  began  to 
attend  anatomy  lectures  at  the  University  of  Penn- 
sylvania, where  the  high  quality  of  his  anatomical 
dissections  drew  the  attention  of  the  professor  of 
anatomy,  Dr.  Casper  Wistar,  who  appointed 
Horner  a prosector  at  a salary  of  $500  per  year. 
After  Dr.  Wistar’s  death,  Horner  was  reappointed 


successively  by  Dr.  John  Syng  Dorsey  and  Dr. 
Philip  Syng  Physick  and  in  1820  Physick  recom- 
mended Horner  for  the  position  of  adjunct  profes- 
sor of  anatomy. 

Then,  in  1822,  Dr.  Horner  received  one  of  the 
highest  honors  the  University  of  Pennsylvania 
could  bestow  when  he  was  appointed  dean  of  the 
Medical  Department,  a post  he  held  for  30  years. 
Nine  years  later,  when  Dr.  Physick  resigned  from 
the  Chair  of  Anatomy,  Horner  was  chosen  his 
successor,  continuing  in  the  Chair  for  20  years.  And 
in  1835  Horner’s  colleagues  elected  him  to  the 
prestigious  position  of  dean  of  the  Medical  Faculty. 


William  Edmonds  Horner  (1793-1853) 


Pen  and  ink  drawing  by  Mark  D.  D’ Amato 


VOLUME  109 


VIRGINIA  MEDICAL/MARCH  1982 


209 


Middleton1  writes  that  under  Horner’s  leadership,  the 
University  of  Pennsylvania  maintained  the  highest 
standards  of  medical  education  available  in  Ameri- 
ca. In  addition  to  his  academic  honors,  Horner  was 
selected  in  1823  as  one  of  the  surgeons  at  the 
Philadelphia  Alms  House,  an  association  that  lasted 
for  25  years,  and  when  he  helped  found  St.  Joseph’s 
Hospital  in  1849,  he  was  appointed  its  chief  physi- 
cian.4 

Horner’s  contributions  to  anatomy  include  the 
description  of  the  tensor  tarsi,  a muscle  of  the 
lachrymal  apparatus,  and  the  cartilages  of  the  bron- 
chial subdivisions.  But  it  is  his  writings  that  give  his 
place  in  medical  history  particular  luster.  Two  years 
before  his  landmark  “Treatis”  was  published,  his 
medical  textbook  titled  “Thesis  on  the  Special 
Anatomy  of  the  Human  Body”  was  published  and 
subsequently  went  into  eight  editions.  It  gives  evi- 
dence of  his  explorations  in  microscopic  histology. 
He  reedited  Wistar’s  “Anatomy”  and  produced 
“The  United  States  Dissector,  or  Lessons  in  Practi- 
cal Anatomy”,  which  went  into  five  editions;  the 
latter  was  edited  in  1854  by  his  son-in-law.  Dr. 
Henry  H.  Smith,  and  Horner  returned  the  favor  by 
supervising  the  “Anatomical  Atlas”  published  by 
Dr.  Smith. 

The  preface  to  his  “Treatis”  expresses  Horner's 
motive  in  writing  it: 

It  treats  of  a department  in  our  science  compara- 
tively strange  to  the  mass  of  medical  men,  and  for 
which  there  is  no  sufficient  provision  by  the  plan  of 
instruction  in  any  of  the  numerous  colleges  of  our 
country.  Pathological  anatomy,  by  the  very  organi- 
zation of  the  most-improved  schools  of  Europe,  has 
taken  a high  and  commanding  attitude.  The  numer- 
ous observations  which  have  been  made  in  it,  and 
the  increased  skills  arising  from  various  and  accu- 
mulating experience,  have  enabled  its  cultivators  to 
systematize  its  facts,  and  to  make  a close  and 
instructive  application  of  them  to  nearly  every  case 
of  disease,  which  they  are  called  upon  to  treat.  . . . 
The  modern  Pathologist  has  ceased  to  consider 
disease  as  an  independent  existence,  which  may 
insulate  itself  into  the  human  body;  and  whenever 
its  name  is  mentioned,  he  invariably  associates  with 
it  the  existence  of  a change  or  lesion  in  the  structure 
of  some  part  of  the  body,  which  in  fact,  is  a disease 
itself. 

His  text  covered  concept  and  organization  of 
pathology,  with  Horner’s  own  views  and  anatomi- 
cal contributions  as  well  as  summaries  of  the  patho- 
logical findings  of  other  investigators.  His  concepts 


were  strongly  French  in  origin,  looking  to  such 
major  authorities  as  Bichat,  Corvisart,  Laennec, 
Gendrin,  Lallemand,  and  Andral,  but  were  supple- 
mented by  his  own  experiences  at  the  University  of 
Pennsylvania. 

Long1  has  written  that  “Horner  knew  that  the 
science  of  medicine  would  inevitably  extend  its 
practice,  and  he  saw  pathologic  anatomy  destined 
to  become  the  basis  of  scientific  medicine.” 

During  Philadelphia’s  cholera  epidemic  of  1832 
Horner  was  appointed  a member  of  the  sanitation 
board  and  placed  in  charge  of  a hospital.  He  studied 
the  anatomical  lesions  of  cholera  and  published  his 
findings  in  1832  in  the  American  Journal  of  Medical 
Science.  His  study  showed  that  in  cholera,  the 
whole  epithelium  is  stripped  from  the  small  intes- 
tine. Because  of  this  work,  the  citizens  of  Philadel- 
phia presented  him  with  an  inscribed  silver  pitcher. 

During  this  same  epidemic,  he  developed  a deep 
admiration  for  the  priests  and  sisters  who  were 
caring  for  the  cholera  victims,  and  after  study  he 
became  a communicant  of  the  Roman  Catholic 
Church.3 

In  1841,  Dr.  Horner  had  an  attack  of  dyspnea, 
which  increased  in  severity  over  the  ensuing  years 
until  he  died  in  March  of  1853  at  the  age  of  60.  Of 
the  ten  children  of  his  marriage  to  the  former 
Elizabeth  Welsh,  six  were  alive  and  at  his  bedside 
when  he  died. 

Anatomist,  pathologist,  surgeon,  physician, 
administrator,  teacher,  writer5 — Horner  functioned 
with  distinction  in  all  of  these  roles  and  is  one  of 
Virginia’s  most  illustrious  men  of  medicine. 

Nicholas  A.  D'Amato,  MD 
Department  of  Pathology,  De  Paul  Hospital 
150  Kingsley  Lane,  Norfolk  VA  23505 

The  author  gratefully  acknowledges  the  assistance  of 
Mrs.  Rose  Mary  Clark. 
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William  D.  Liddle,  Jr.,  MD 

Dr.  William  Dyer  Liddle,  Jr.,  54-year-old  Freder- 
icksburg pediatrician,  died  January  13  when  the 
jetliner  on  which  he  was  a passenger  crashed  on 
takeoff  in  Washington,  DC,  and  sank  in  the  Poto- 
mac River.  He  was  en  route  to  Marco  Island, 
Florida,  to  represent  Fredericksburg’s  Mary  Wash- 
ington Hospital  at  a seminar  on  medical  staff  by- 
laws. 

A native  of  Welch,  West  Virginia,  Dr.  Liddle 
received  both  his  undergraduate  and  medical  de- 
grees from  the  University  of  Virginia  and  served  his 
residency  and  internship  there.  In  1977  he  was 
chairman  of  the  board  of  Blue  Shield  of  Virginia, 
culminating  12  years  as  a member  of  that  board,  and 
he  had  been  vice  president  of  the  Virginia  Pediatric 
Society  and  director  of  the  Virginia  Association  of 
Professions. 

For  The  Medical  Society  of  Virginia  Dr.  Liddle 
had  been  councilor  from  the  7th  district  and  served 
on  many  MSV  committees. 

To  commemorate  Dr.  Liddle,  a new  22-bed  pedi- 
atric unit  at  Mary  Washington  Hospital  is  to  be 
named  the  William  D.  Liddle,  Jr.,  MD,  Children’s 
Unit.  The  unit  is  part  of  a $12  million  expansion 
now  going  forward  at  the  hospital  and  is  located  on 
the  first  floor  of  one  of  two  new  wings.  A dedication 
ceremony  is  planned  for  May  or  June. 

George  G.  Hollins,  Jr.,  MD 

Dr.  George  Grundy  Hollins,  Jr.,  orthopedic  sur- 
geon, died  January  8 at  his  home  in  Virginia  Beach. 
He  was  70  years  old. 

Born  in  New  York  City,  Dr.  Hollins  was  graduat- 
ed with  a medical  degree  from  Cornell  University 
Medical  College  in  1936  and  then  trained  in  New 
York  at  St.  Luke’s  Hospital  and  the  Orthopedic 
Dispensary  and  Hospital.  During  World  War  II  he 
was  an  army  captain,  serving  in  England,  France, 
Belgium  and  Germany.  He  practiced  in  Norfolk 
from  1946  until  he  retired  in  1975. 

Dr.  Hollins  had  been  a member  of  The  Medical 
Society  of  Virginia  for  34  years  and  belonged  also  to 
the  Norfolk  Academy  of  Medicine,  American  and 


Southern  Medical  Associations,  American  Acade- 
my of  Orthopedic  Surgeons  and  Virginia  Orthope- 
dic Society. 


George  B.  Kegley,  MD 

Dr.  George  Barnard  Kegley,  for  many  years 
Bland  County’s  only  resident  physician,  died  De- 
cember 31,  1981,  at  his  home  in  Bland.  He  was  68 
years  old. 

A native  of  Bland  County.  Dr.  Kegley  was  edu- 
cated at  Bluefield  College  and  the  University  of 
Richmond,  then  earned  his  medical  degree  at  the 
University  of  Virginia.  After  serving  as  a major  with 
the  US  Army  Medical  Corps  during  World  War  II, 
he  began  his  practice  in  Bland  in  1946,  continuing  in 
it  until  a stroke  forced  his  retirement  in  1970. 

Dr.  Kegley  participated  actively  in  the  life  of  his 
community.  He  had  been  county  coroner,  medical 
officer  for  the  Bland  Correctional  Farm,  member  of 
the  board  of  Wytheville  Community  College,  and 
chairman,  for  15  years,  of  the  county's  Democratic 
Party.  He  had  been  a member  of  The  Medical 
Society  of  Virginia  for  35  years  and  belonged  also  to 
the  Southwestern  Virginia  Medical  Society. 


John  A.  Wright,  Jr.,  MD 

Dr.  John  A.  Wright,  for  many  years  a general 
practitioner  in  Doswell,  died  July  1,  1981,  at  Stuart 
Circle  Hospital  in  Richmond  at  the  age  of  68.  Dr 
Wright  was  a graduate  of  the  Medical  College  of 
Virginia  and  trained  at  St.  Luke’s  Hospital.  Rich- 
mond. He  had  belonged  to  The  Medical  Society  of 
Virginia  for  37  years. 


Mario  Y.  Dimacali,  MD 

Dr.  Mario  Y.  Dimacali,  Farmville,  died  Decem- 
ber 12,  1981,  at  the  age  of  38  years.  A graduate  of 
the  College  of  Medicine,  University  of  the  East, 
Quezon  City,  the  Phillipines.  Dr.  Dimacali  trained 
at  the  Medical  College  of  Virginia  Hospitals.  His 
specialty  was  otolaryngology  and  ophthalmology. 
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WHO’S  WHO 


To  Dr.  H.  St.  George  Tucker, 
Richmond,  will  go  this  year’s  Lou- 
ise Obici  Memorial  Hospital 
Award,  conferred  annually  on  a 
Virginia  physician  who  has  made 
outstanding  contributions  to  the 
medical  profession.  The  award  will 
be  presented  at  the  Suffolk  hospi- 
tal’s Annual  Clinical  Conference 
on  April  7. 

Widely  recognized  as  an  author- 
ity on  diabetes  and  other  endocri- 
nologic  disorders,  Dr.  Tucker  has 
been  president  of  the  American 
Clinical  and  Climatological  Associ- 
ation. He  was  a co-founder  of  both 
the  Virginia  Affiliate  of  the  Ameri- 
can Diabetes  Association  and  its 
Richmond  Chapter  and  has  served 
both  groups  as  president.  Professor 
of  Medicine  at  the  Medical  College 
of  Virginia,  Dr.  Tucker  was  for 
many  years  chief  of  the  Division  of 
Endocrinology  and  Metabolic  Dis- 
eases at  MCV  and  director  of  its 
Endocrinology  Diabetes  Clinic. 

An  accomplished  writer,  Dr. 
Tucker  has  contributed  a prodi- 
gious body  of  work  to  the  medical 
literature,  to  which  this  issue  of 
Virginia  Medical  adds  yet  an- 
other entry:  The  article  beginning 
of  page  164  continues  his  published 
investigations  into  the  transsphen- 
oidal removal  of  pituitary  tumors. 

Dr.  Robert  P.  Nirschl,  Arlington, 
has  been  appointed  orthopedic 
consultant  to  President  Reagan’s 
Council  on  Physical  Fitness.  Chair- 
man of  The  Medical  Society  of 
Virginia’s  Sports  Medicine  Com- 
mittee and  a member  of  Virginia 
Medicial’s  Editorial  Board,  Dr. 
Nirschl  is  director  of  the  Virginia 
Sportsmedicine  Institute  and  a con- 


tributing editor  of  World  Tennis 
Magazine. 

The  medical  staff  of  Greensville 
Memorial  Hospital  in  Emporia  said 
hail  and  farewell  to  Dr.  Paulus 
Clayton  Taylor  recently  with  a din- 
ner marking  his  retirement.  Dr. 
Taylor  has  been  a general  practi- 
tioner in  Emporia  since  1958,  after 
receiving  his  degree  and  training  at 
the  Medical  College  of  Virginia.  At 
the  dinner  in  his  honor,  doctors  and 
friends  lauded  his  untiring  service 
to  the  area,  and  Dr.  John  S.  Prince, 
who  presided  during  the  evening, 
presented  him  with  a silver  tray, 
citing  his  service  on  Emporia’s 
School  Board  and  on  the  State 
Mental  Health  and  Mental  Retarda- 
tion Board.  Dr.  Peter  W.  Squire 
and  Dr.  Thomas  A.  Walker  planned 
the  testimonial  dinner. 

The  Richmond  Obstetrical  and 
Gynecological  Society  elected  new 
officers  at  its  recent  meeting,  se- 
lecting Dr.  W.  Glenn  Hurt  as  presi- 
dent elect  and  Dr.  John  W. 
Goodner  as  secretary-treasurer. 
Dr.  L.  Daniel  Crooks,  Jr.,  was  in- 
stalled as  president  for  the  coming 
year.  All  practice  in  Richmond. 

The  bizarre  psychological  twists 
the  mind  may  take  during  mourning 
are  described  in  a new  book  by  Dr. 
Vamik  D.  Voltan,  professor  of  psy- 
chiatry at  the  University  of  Virgin- 
ia, Charlottesville,  and  president  of 
the  Virginia  Psychoanalytic  Socie- 
ty. The  book  encompasses  15  years 
of  work  with  patients  who  were 
unable  to  complete  a normal 
mourning  process  when  someone 
important  in  their  lives  died  and 


who  became  obssessed  with  ob- 
jects or  phenomena  symbolizing 
that  person.  Dr.  Volkan  calls  them 
“established  pathological  mourn- 
ers”. They  cling  to  the  memory  of 
dead  persons  and  often  become  at- 
tached to  a linking  object,  such  as  a 
photograph  or  piece  of  clothing,  or 
phenomenon,  such  as  song  or 
dream.  His  book  is  called  “Linking 
Objects  and  Linking  Phenomena,” 
and  was  published  by  International 
Universities  Press,  New  York. 

Dr.  Volkan,  a graduate  of  the 
University  of  Ankaar  Medical 
School  in  Turkey,  came  to  the  Uni- 
versity of  Virginia  in  1963.  He  re- 
cently returned  to  his  native  coun- 
try, Turkish  Cyprus,  to  assist  in 
establishing  a new  180-bed  mental 
health  facility  there. 

Dr.  Edward  D.  Harris,  Virginia 
Beach,  is  the  newly  appointed 
health  director  of  the  cities  of  Suf- 
folk and  Franklin  and  the  counties 
of  Isle  of  Wight  and  Southhamp- 
ton. He  also  serves  as  deputy  di- 
rector for  the  Tidewater  Health 
District. 

The  James  L.  Thomson,  MD, 
Collection  in  Health  and  Religion 
has  been  established  to  honor  the 
late  Dr.  Thomson  and  is  housed  in 
Moorman  Memorial  Library  at 
Eastern  Virginia  Medical  School. 
Mrs.  Dorothy  Thomson,  a retired 
nurse,  assembled  the  collection 
from  her  husband’s  personal  li- 
brary and  other  books  purchased 
with  the  donations  of  friends.  Dr. 
Thomson,  Norfolk  neurologist,  be- 
lieved that  religious  faith  plays  an 
important  part  in  medicine  and 
healing. 
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New  chairman  of  the  Depart- 
ment of  Anesthesiology  at  the 
Medical  College  of  Virginia  is  Dr. 
Richard  L.  Keenan,  Richmond , 
who  has  been  professor  and  vice 
chairman  of  the  department  since 
1977.  A graduate  of  Creighton  Uni- 
versity’s School  of  Medicine.  Dr. 
Keenan  trained  at  Walter  Reed 
General  Hospital  in  Washington. 

From  Duke  University  will  come 
the  successor  to  Dr.  William  H. 
Muller,  Jr.,  retiring  chairman  of 
the  Department  of  Surgery  at  the 
University  of  Virginia,  Charlottes- 
ville. Named  to  succeed  him  was 
Dr.  R.  Scott  Jones,  professor  of 
surgery  at  Duke  and  a Dallas,  Tex- 
as, native. 

Dr.  Nat  H.  Wooding,  Halifax, 
was  honored  recently  with  a Ser- 
toma  Service  to  Mankind  Award 
for  his  51  years  as  a country  doc- 
tor, poet  and  historian — and  since 
his  ordination  in  1973  he  has  been  a 
Episocpal  priest  as  well.  In  sum, 
he’s  in  the  “people  business,”  as  a 
reporter  for  the  South  Boston 
News  Record  commented  in  a re- 
cent feature  story  about  Dr.  Wood- 
ing. 

There  have  been  Woodings  in 
Halifax  County  since  1752,  Dr. 
Wooding’s  research  indicates;  a 
great  uncle  and  namesake  prac- 
ticed medicine  in  Halifax  100  years 
ago.  The  present-day  Dr.  Wooding 
was  graduated  from  Hampden  Syd- 
ney College,  then  took  a school  of 
nursing  degree,  followed  by  a doc- 
torate at  the  Long  Island  College  of 
Medicine  and  training  at  New  York 
University.  Early  army  experience 
included  wins  at  army  track  meets 


in  the  Panama  Canal  Zone  in  1 928— 
1929;  then,  during  World  War  II, 
he  was  in  the  army  again,  spending 
a year  and  a half  in  the  European 
theater  of  operations.  He  has  been 
Halifax  County’s  medical  examiner 
since  1947,  except  for  four  years  in 
the  late  60s  when  he  served  on  the 
County  Board  of  Supervisors.  The 
Sertoma  honor  was  not  his  first 
award;  a picture  in  his  office  shows 
a presentation  by  Burlington  Indus- 
tries for  25  years  of  service  in  in- 
dustrial medicine,  and  in  1952  he 
received  his  community’s  Citizen 
of  the  Year  Award. 

Dr.  Wooding  writes  poetry  and 
collects  Indian  artifacts.  He  went 
back  to  school  at  Phillips  Universi- 
ty and  Virginia  Theological  Semi- 
nary to  become  an  Episcopal 
priest,  an  undertaking,  he  says,  he 
“felt  called  to  do.” 


New  president  of  the  District  of 
Columbia  Rheumatism  Society  is 
Dr.  Paul  G.  Rochmis,  Fairfax,  who 
is  vice  president  of  the  Fairfax 
County  Medical  Society. 

Scholar-in-residence  at  the  Med- 
ical College  of  Virginia’s  Tomp- 
kins-McCaw  Library  is  the  new 
title  bestowed  on  Dr.  Peter  N.  Pas- 
tore,  Richmond.  His  assignment  is 
the  building  of  archival  and  histori- 
cal collections.  No  stranger  to 
MCV  appointments.  Dr.  Pastore  is 
emeritus  chairman  of  the  college’s 
Department  of  Otology,  Rhinology 
and  Laryngology. 

Appointed  recently  to  the  local 
advisory  board  of  Paul  D.  Camp 
Community  College  in  Suffolk  was 
Dr.  C.  L.  Powell,  Jr.,  Franklin  fam- 
ily physician. 


And  he’s  a gardener,  too:  Dr.  Wooding. 

Photo  by  Betty  Booker  for  the  Richmond  Times-Dispatch 
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Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less,  I0<(  per  word  in  excess  of  50.  Classified  display  available 


at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor,  4205 
Dover  Road,  Richmond  V A 23221 . 


OFFICE  SPACE — Bermuda  Square,  Chester,  new  office 
building.  Will  alter  to  suit.  Call  (804)  861-2300  or  (804) 
748-8411. 

FOR  RENT:  Family  retreat,  oceanside  cottage,  weekend  or 
week.  April,  May,  June,  September,  October  and  Novem- 
ber. Near  Norfolk  and  Virginia  Beach.  Dining  and  enter- 
tainment. Three  bedrooms.  $45.00  per  day,  $280.00  per 
week.  Call  1-804-464-3213. 


FOR  SALE — Radiology  practice  in  Norfolk,  Virginia.  2300 
square  feet  office  with  two  modern  X-ray  rooms  plus 
ultrasound  (B  scanner  and  real  time).  Financing  assum- 
able. Call  (804)  627-4433. 

PHYSICIANS — Full-time,  part-time,  or  hourly  for  general 
office  in  Chesterfield,  15  minutes  from  Medical  College  of 
Virginia.  Send  resume  or  inquiries  to  Virginia  Medical 
Box  52,  4205  Dover  Road,  Richmond  VA  23221. 


FOR  RENT,  Hilton  Head-Beautiful  brand  new  condo  in 
Shipyard  Plantation,  Hilton  Head.  3 bedrooms,  3*/2  baths 
with  fireplace  and  wet  bar.  On  golf  course,  one  mile  to 
ocean.  Private  and  free  tennis  and  pool.  Now  taking 
applications  for  1982  rentals.  $750  in  season.  (804)  874- 
4428. 

FOR  RENT — Large  furnished  chalet  with  V/z  baths,  3 
bedrooms.  Sleeps  7.  Deck  and  fireplace.  Located  in  wood- 
lands of  Pennsylvania’s  Pocono  Mountains,  close  to  trout- 
stocked  Lehigh  River  and  private  lake  for  swimming. 
White-water  rafting,  golf,  horseback  riding  and  tennis 
courts  nearby.  $400  weekly.  (703)  433-1248. 

SKI  WINTERGREEN — Treeloft  home.  Rent  as  “Guest  of 
Owner”  and  save.  Spectacular  views  in  Blue  Ridge  Moun- 
tain resort.  3 bedrooms,  2 baths,  sleeps  8.  Treeloft  Village 
located  atop  major  slopes.  Near  Mountain  Inn  with  shops, 
dining,  entertainment,  etc.  Call  (804)  293-9121. 

COLLECTIONS  PROBLEMS?  Richmond  area  attorneys, 
specialists  in  creditors’  rights  law.  All  matters  handled  in 
a professional  manner.  Fee  basis  is  1/3  of  the  amount  col- 
lected. Inquires  invited.  Samuel  & Pustilnik,  Attorneys 
and  Counselors  at  Law,  4901  Cutshaw  Ave.,  PO  Box 
6857,  Richmond  VA  23230,  (804)  353-3831. 

SUMMER  CME  cruise/conferences  on  legal/medical  issues: 
10-day  Caribbean  cruise  departs  July  28,  1982,  visiting  five 
picturesque  islands.  14-day  Mediterranean  cruise  departs 
August  21,  1982,  visiting  Italy,  Greece,  Egypt,  Israel, 
Turkey,  Yugoslavia.  Seminars  led  by  distinguished  profes- 
sors. Approved  for  24  CME  Cat.  I credits.  Excellent  fly/ 
cruise  group  fares  on  finest  ships.  Both  conferences,  sched- 
uled prior  to  12/13/80,  conform  to  IRS  tax  deductibility 
under  1976  Tax  Reform  Act.  Registration  limited.  For 
color  brochures:  International  Conferences,  189  Lodge 
Ave.,  Huntington  Station  NY  11746,  (516)  549-0869. 


FOR  RENT — Virginia  Beach  ocean  front  4-bedroom,  2Vi 
bath,  modern  house  right  on  the  beach.  Spectacular  view, 
privacy  and  seclusion  in  Sandbridge — 45  minutes  Norfolk 
airport,  25  minutes  Virginia  Beach  resort  area,  walking 
distance  Back  Bay,  walk  out  your  living  room,  over  the 
deck  onto  the  Atlantic  Ocean  beach.  All  conveniences, 
phone,  washing  machine  and  drier,  fireplace.  Luxurious 
and  exquisitely  furnished,  sleeps  10.  Available  weekends  or 
by  the  week,  now  until  July  and  September  on.  Call  (804) 
272-1755. 


CANCER  “'"l 
MANAGEMENT-1 

1982 

Hyatt  Regency  Baltimore 
May  21-22,1982 
Friday  and  Saturday 


Co-sponsored  by: 
Oncology  Program 
University  of  Maryland 
School  of  Medicine 
and 

American  Cancer  Society 
Maryland  Division,  Inc. 


For  further  information  contact: 


Program  of  Continuing  Education 
Univarsity  of  Maryland 
School  of  Medicine 
10  South  Pine  Street 
Baltimore.  Maryland  21201 
(301)  528-3956 
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Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


Expanding 


Bactrim  is  useful  for 

the  following  infec-  , , , 

to  susceptible6  its  usefulness  in 

cafedaganlsms  aill  i llliCI*ol)ia  l 

(see  indications  section 
in  summary  of  product 
information): 


there 


W 


in  recurrent 
UTI. . . 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume. . .on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  intections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Entero- 
bacter,  Proteus  mirabills,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note:  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  in  physician  s judgment  it  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
is  due  to  ampicillin-reslstant  Haemophilus  influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  is  not  indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician's 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  llexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  tor  the  treatment  ot  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A 0-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  |aundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC  s are  recommended;  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General : Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin;  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients 

Pregnancy  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E phenomenon.  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days. -Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children : Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp  (20  ml)  b i.d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets , each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 
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succeeds 


in  recurrent  urinary  tract  infections 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae1 2 with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  303.426-432,  Aug  21.  1980  2.  Data  on  file, 
Medical  Department,  Hoffmann-La  Roche  Inc. 
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SPONSORED  INSURANCE  PLANS 


IMPORTANT  ANNOUNCEMENTS 


• DYER  & ASSOCIATES  HAS  A NEW  ADDRESS 


To  better  serve  the  entire  state  of  Virginia,  the  offices  of 
our  Insurance  Administrator  have  moved  to: 

1710  Goodridge  Drive,  Suite  1350 
MC  LEAN,  VIRGINIA  22102 
Telephone:  (703)  556-0010 

(NOTE:  Roanoke  offices  have  been  closed.) 


NEW  MANAGER  FOR  DYER  & ASSOCIATES 


John  S.  Bobbitt  has  been  appointed  Manager  of  David 
A.  Dyer  & Associates,  succeeding  the  late  Fred  Hamlin. 
Should  you  have  a specific  question,  please  don’t 
hesitate  to  call  John. 


NEW  800  PHONE  NUMBER  FOR  DYER  & ASSOCIATES 


Effective  immediately,  a NEW  Toll-Free  number  in 
Virginia  (1-800-572-2211)  will  be  available  to  all  Society 
members  for  calls  to  the  Insurance  Administrator.  To 

repeat  ...  . 

K 1-800-572-2211 


• TWO  NEW  COVERAGE  PLANS 
APPROVED  FOR  SPONSORED  PROGRAM 


COMING  SOON! 
Physicians’/Surgeons’ 

BUSINESS  OWNERS  PACKAGE  PLAN 

COMPREHENSIVE  MEDICAL  PLAN 
for  Members  and  Employees 

WATCH  YOUR  MAIL  FOR  DETAILS 


ADMINISTRATOR’S  NEW  TOLL-FREE  NUMBER  IN  VIRGINIA 

1-800-572-2211 
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For  workshop  students,  reduced  liability  premiums 


Dr.  T.  Eugene  Temple,  Jr. 


At  their  first  meeting  of  1 982,  councilors  of  The  Medical  Society  of  Virginia 
approved  a risk  management  program  that  will  reward  physicians  who 
participate  with  reductions  in  their  malpractice  insurance  premiums.  A trial 
workshop  was  to  be  held  late  last  month  in  Richmond. 

Designed  to  improve  the  liability  experience  of  Society  members,  the 
program  carries  a 10%  reduction  in  liability  insurance  premiums  for  those 
physicians  who  attend  one  workshop  and  a second  reduction  of  8%  for 
those  who  return  for  a second  workshop  in  the  following  year.  The 
program  is  sponsored  by  The  Medical  Society  of  Virginia,  endorsed  by  the 
St.  Paul  Insurance  Companies,  and  modelled  after  similar  risk  manage- 
ment workshops  that  have  enjoyed  great  success  in  other  states,  notably 
Georgia  (see  Va  Med’s  News  Bureau  pages  for  August  1981). 

Scheduled  as  speakers  for  the  initial  workshop  were  Virginia  physicians 
and  attorneys  as  well  as  representatives  of  St.  Paul.  It  was  planned  as  a 
day-long  session,  with  lunch  included  in  the  tuition  fee.  Depending  on  the 
reception  accorded  this  first  program,  other  workshops  may  be  planned  at 
locations  over  the  state,  with  formats  to  be  approved  by  the  Continuing 
Education  Committee,  Dr.  T.  Eugene  Temple,  Jr.,  chairman. 

Virginia  Medical’s  May  issue  is  to  carry  an  illustrated  report  of  the  first 
workshop. 

The  councilors  also  took  these  actions: 

• Accepted  a report  of  the  Physicians’  Health  and  Effectiveness  Commit- 
tee, which  is  developing  a program  to  help  impaired  physicians.  The 
committee  expects  to  take  its  plans  to  the  State  Board  of  Medicine  by  July 
and  begin  its  operations  in  the  fall. 

• Accepted  a report  on  the  merger  of  Blue  Cross  and  Blue  Shield, 

precipitated  by  court  decisions  and 
Federal  Trade  Commission  regula- 
tions. 

• Approved  May  12  as  the  date 
for  the  annual  congressional  lunch- 
eon in  Washington. 

• Accepted  a revised  format  for 
the  Society’s  annual  meeting  as 
recommended  by  the  Program  and 
Continuing  Education  Committees. 
The  Wednesday  afternoon  and 
Sunday  morning  sessions  are  to  be 
eliminated,  so  that  the  meeting  be- 
gins on  Thursday  with  the  first  ses- 
sion of  the  House  of  Delegates  and 
closes  with  the  House’s  second 
session  on  Saturday  afternoon. 

• Approved  November  5-8  as  the 
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dates  for  the  1987  annual  meeting, 
to  be  held  at  the  Homestead  in  Hot 
Springs. 

• Voted  unanimously  to  oppose 
HB-121,  which  would  eliminate  the 
requirement  that  Virginia’s  State 
Commissioner  of  Health  be  a physi- 
cian. The  bill  was  introduced  early 
this  year  at  the  General  Assembly. 

• Endorsed  a proposal  of  the 
Membership  Committee  to  in- 
crease the  membership  rolls  by 
publicizing  the  Society’s  services. 
The  committee’s  chairman,  Dr. 
Charles  H.  Crowder,  Jr.,  speaks  to 
this  effort  in  an  editorial  on  page 
279  of  this  issue,  and  Virginia  Medi- 
cal aids  and  abets  the  project  by- 
presenting  at  the  centerfold  a bro- 
chure describing  the  benefits  of 
Medical  Society  of  Virginia  mem- 
bership. This  issue  will  be  delivered 
not  only  to  Society  members,  but  to 
all  physicians  practicing  in  Virginia. 
The  regular  mailing  labels  will  not 
be  used,  and  some  members  may 
receive  their  copies  at  unaccus- 
tomed addresses. 

• Agreed  to  sponsor  on  May  22  a 
seminar  on  the  techniques  of  nego- 
tiating. On  page  232  of  this  issue 
President  H.  C.  Alexander,  III, 
champions  the  art  of  negotiating  as 
a necessary  tool  in  the  armamen- 
tarium of  today’s  physician. 

• Endorsed  two  new  optional 
health  insurance  plans  as  recom- 
mended by  the  Insurance  Commit- 
tee, Dr.  Alvin  E.  Conner,  chairman, 
to  replace  the  Society-sponsored 
program  when  it  expired  April  1. 
That  program  experienced  a sharp 
increase  in  rates  last  year  and  was 
headed  for  an  even  bigger  hike  this 
year.  The  endorsed  replacements 
are  more  economical,  thanks  to 


provisions  for  deductibles  in  certain 
Major  Medical  entries.  The  carrier, 
Blue  Cross/Blue  Shield,  will  offer 
independently  to  MSV  members  a 
third  plan  with  even  lower  rates  but 
much  more  stringent  restrictions. 


Virginia  Medical  published  in  these 
pages  last  month  a comprehensive 
account  of  Dr.  Conner’s  report,  with 
tabulated  details  of  all  the  plans,  old 
and  new  (Va  Med  109:146-149, 
1982). 


Deliveries  with  a difference 


From  Virginia’s  Chesapeake  Bay 
area  came  lots  of  neonatal  news 
recently.  Most  spectacular  was  the 
report  heard  ’round  the  world  of  the 
birth  in  Norfolk  of  a baby  helped 
into  life  by  laboratory  test  tubes. 
Also  in  Norfolk,  a hospital  started  a 
one-day  maternity  service.  And  in 
Portsmouth,  a young  woman  gave 
birth  under  hypnosis. 

DePaul  Hospital  is  the  site  of  the 
new  maternity  “express”,  which  al- 
lows selected  mothers  to  check  in, 
have  their  babies,  and  check  out 
with  a minimum  six-hour  stay.  Dr. 
Donald  H.  Miller,  chairman  of  the 
hospital’s  ob-gyn  department,  told 
a reporter  for  the  Virginian-Pilot  that 
the  program  was  requested  “by 
women  who  want  the  best  of  both 
worlds:  a safe  hospital  delivery  and 
the  care  and  comfort  of  loved  ones 
at  home  after  delivery.” 

The  shortened  stay  also  saves 
money.  The  typical  hospital  tab  for 
an  uncomplicated  delivery  at  De- 
Paul  is  $522,  reflecting  a two-day 
stay  for  mother  and  baby.  Under 
the  new  option,  the  total  can  drop 
as  low  as  $70;  six  hours  in  a hospi- 
tal room  after  delivery  for  the  moth- 
er @ $40,  and  the  baby’s  six-hour 
stay  in  the  nursery  @ $30. 

The  service  is  not  for  everyone, 
Dr.  Miller  emphasizes,  and  safe- 
guards must  be  followed.  Also, 


some  pediatricians  are  unhappy 
about  the  shortened  schedule;  they 
generally  like  to  keep  babies  two 
days  for  observation.  So  each 
mother  participating  in  the  program 
must  have  a pre-delivery  interview 
with  her  pediatrician,  to  be  made 
aware  of  pediatric  concerns. 

The  young  woman  who  gave 
birth  under  hypnosis  in  Portsmouth 
produced  not  only  a healthy  baby 
boy  but  excited  headlines  in  the 
Virginian-Pilot.  Her  obstetrician  and 
hypnotist,  Dr.  Cyril  Newman  of 
Portsmouth,  explained  that  the 
mother  was  a follower  of  the  La- 
maze  method  of  childbirth,  and  the 
induced  state  was  used  to  mitigate 
painful  labor.  The  mother  was  in  the 
birthing  room  of  Maryview  Hospital, 
her  contractions  four  minutes  apart, 
when  Dr.  Newman  asked  her  if  she 
would  like  to  try  hypnosis.  She  ac- 
ceded, and  it  worked,  to  the  happi- 
ness of  all  concerned 

Dr.  Newman  took  a course  in 
hypnosis  for  physicians  last  year  at 
George  Washington  University  in 
Washington,  DC,  and  has  used 
hypnosis  to  relieve  pain  following 
births  and  cesarean  sections.  He 
points  out  that  until  about  20  years 
ago  general  practitioners  delivered 
the  babies  in  the  Portsmouth  area, 
and  there  is  evidence  that  at  least 
two  of  them  used  hypnosis  now  and 
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then  to  relieve  painful  labor.  He 
also  thinks  that  many  specialists 
today  use  hypnosis  to  relieve  pain 
in  their  patients  but  shy  away  from 
talking  about  it. 

Only  a small  percentage  of  pa- 
tients can  be  hypnotized  success- 
fully, Dr.  Newman  points  out.  In  the 
case  reported,  the  process  took 


Under  the  aegis  of  two  Virginia 
surgeons,  a self-help  group  for  pa- 
tients who  have  had  cardiovascular 
surgery  and  one  for  patients  who 
have  undergone  amputation  have 
sprung  up  in  Virginia. 

In  Charlottesville,  the  Cardiovas- 
cular Association  was  formed  pri- 
marily to  help  patients  return  to 
employment. 

"Society  isn’t  cognizant  of  the 
fact  that  patients  can  return  to  nor- 
mal lives  after  heart  or  major  vascu- 
lar surgery,”  explains  Dr.  Ivan  K. 
Crosby,  professor  in  the  Division  of 
Thoracic  and  Cardiovascular  Sur- 
gery at  the  University  of  Virginia, 
“and  this  often  results  in  discrimina- 
tion in  the  work  place.” 

Five  years  ago,  Dr.  Crosby  de- 
cided to  try  to  do  something  about 
this  discrimination  by  inviting  some 
post-surgery  patients  to  a golf  out- 
ing. That  golf  game  demonstrated 
publicly  that  the  patients  were  func- 
tioning vigorously  and  also  did  won- 
ders for  their  morale.  They  formed 
the  Cardiovascular  Association  and 
made  the  Cardiovascular  Day  golf 
tournament  an  annual  affair.  Re- 
gaining self-confidence  and  physi- 
cal competence  is  a major  goal  of 
the  group,  but  members  also  raise 
funds  for  research  and  rescue 
squad  equipment. 

Dr.  Stephen  M.  Levin,  Alexandria 
orthopedic  surgeon,  organized  the 
self-help  group  for  amputees, 
which  is  conducted  at  Alexandria 
Hospital.  Its  mission:  to  provide 
psychological  support. 


only  five  minutes,  probably,  Dr. 
Newman  theorizes,  because  the 
patient  was  “very  trusting.” 

At  the  University  of  Virginia  Hospi- 
tal there’s  a new,  eight-bed,  pediat- 
ric intensive  care  unit,  with  a pla- 
toon of  highly  trained  nurses  and  a 
complement  of  attending  physi- 


“Having  a limb  amputated  is  a 
traumatic  event  requiring  a major 
emotional  adjustment,”  Dr.  Levin 
says.  “What  we’ve  done  is  set  up  a 
self-help  group  to  help  amputees 
talk  out  their  problems.” 

Already  in  place  at  the  hospital 
was  an  amputee  clinic  to  deal  with 
the  technical  aspect  of  artificial  limb 
fittings.  The  new  program  consists 
of  weekly  meetings  directed  by  pro- 
fessionals and  geared  to  both  pre- 
and  post-surgery. 


cians.  It’s  the  first  such  unit  in  the 
Central-Western  Virginia  region; 
from  now  on  the  area’s  youngsters 
in  critical  condition  need  not  be 
taken  to  Washington,  DC,  as  in  the 
past,  but  can  be  hospitalized  in 
Charlottesville. 

Dr.  Thomas  A.  Massaro  is  the 
unit’s  medical  director;  under  his 
direction  children  from  the  ages  of 
28  days  to  1 8 years  will  be  cared  for 
with  the  aid  of  the  most  sophisticat- 
ed equipment,  including  monitors 
that  cost  $320,000.  The  unit  adjoins 
the  other  pediatric  units  and  has 
four  contiguous  isolation  rooms. 

There  are  pediatric  intensive 
care  units  in  at  least  two  other 
Virginia  cities.  There’s  one  at  the 
Medical  College  of  Virginia  Hospi- 
tals in  Richmond,  and  in  Norfolk  the 
Children’s  Hospital  of  the  King’s 
Daughters  has  one,  staffed  by  fac- 
ulty of  the  Eastern  Virginia  Medical 
School’s  pediatrics  department. 


Doctors’  wives  vote,  too.  That  was  the  message  when  The  Medical 
Society  of  Virginia  Auxiliary  invited  all  of  Virginia’s  delegates  and  senators  to  a 
morning  coffee  break  in  the  General  Assembly  Building  in  Richmond  during  the 
legislature’s  recent  session.  In  the  photograph  above  Delegate  George  H.  Heilig, 
Jr.  (D-Norfolk)  extends  a glad  hand  to  Mrs.  Maynard  R.  Emlaw,  Richmond.  At  left  is 
Mrs.  David  B.  Drewry,  Petersburg,  and  at  right  is  Mrs.  George  Hanson,  Hampton. 
In  a coming  issue,  Virginia  Medical  will  publish  more  pictures  taken  at  the  coffee, 
including  one  of  the  auxilian  in  charge,  Mrs.  H.  Alan  Bigley,  Jr.,  Petersburg,  who  a 
few  weeks  later  announced  her  candidacy  for  the  House  of  Delegates  seat  held  by 
Norman  S.  Sisisky,  D-Petersburg. 


Surgeons  start  two  self-help  groups 


VOLUME  109 


VIRGINIA  MEDICAL/APRIL  1982 


217 


ONE  OF  THE 
VITAL  SIGNS 
OF  ANXIOUS 
DEPRESSION: 

INSOMNIA 

Others  to  look  for: 

agitation 
anorexia 
teelings  ot  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 


Artist's  conception, 

looking  out  from  the  human  eye 

as  conceived  in  a schematic  model 


b 


ROCHE 


LIMBITROL  GIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific — quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  daily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
offers  a choice  of  other  regimens:  t. i d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

Umbitroie 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  sail) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LIMBITROL  TABLETS  Tranquilizer — Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  fo  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  ot  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  ot  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  hove  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guonethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  dnd  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  ddverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allerqic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tonque, 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecic,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  IV  administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Ldrger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required, 

Limbitrol  5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-Dose“ 
packages  of  100,  available  In  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 


Drug  Interactions 
on  an  Alcohol  Unit 

Recently  1 admitted  a 37-year-old  black  man  to 
the  alcohol  unit  of  a general  hospital.  He  had  a 15- 
year  history  of  alcohol  abuse  but  no  prior  psychiat- 
ric treatment.  He  was  admitted  to  another  hospital 
for  detoxification  seven  years  earlier  and  had  a 
grand  mal  seizure,  for  which  he  was  given  diphenyl- 
hydantoin  100  mg  tid.  He  continued  this  drug  for 
seven  years  and  had  no  problems  with  seizures  or 
drug  toxicity.  Serum  diphenylhydantoin  levels  were 
not  obtained. 

More  recently  he  was  admitted  to  another  hospi- 
tal for  detoxification.  Psychiatric  consultation  re- 
sulted in  the  recommendation  for  treatment  on  the 
alcohol  unit  of  our  general  hospital.  Instead,  he 
returned  to  work  and  drank  for  two  weeks,  then 
sobered  up  for  four  days,  and  then  was  admitted  to 
the  alcohol  unit.  His  gait  was  ataxic  and  was 
attributed  to  alcohol  intoxication,  despite  his  claim 
of  sobriety  for  four  days  prior  to  admission.  A 
serum  alcohol  level  was  obtained  but  apparently 
was  lost.  He  was  placed  on  routine  detoxification 
orders,  which  included  oxazepam  in  decreasing 
dosages. 

The  ataxia  continued  and  was  then  attributed  to 
the  CNS  depression  of  oxazepam,  which  was  ta- 
pered and  discontinued.  However,  the  ataxia  per- 
sisted and  he  was  noted  to  have  nystagmus.  A 
serum  diphenylhydantoin  level  revealed  a toxic 
level  of  30  mg%  (normal  is  10-20  mg%).  He  was  thus 
the  first  patient  in  my  memory  to  stagger  onto  the 
alcohol  unit  who  was  neither  intoxicated  with  alco- 
hol nor  over-sedated  with  the  minor  tranquilizers 
(usually  benzodiazepines)  given  for  alcohol  detoxi- 
fication. His  diphenylhydantoin  dosage  was  re- 
duced to  100  mg  bid  without  toxicity. 

Later  in  treatment  he  was  given  disulfiram  250  mg 
qhs  and  again  became  ataxic,  with  a serum  diphe- 
nylhydantoin level  again  in  the  toxic  range  (26 
mg%).  This  time  his  drug  toxicity  reflected  the  drug 
interaction  in  which  disulfiram  augments  serum 
diphenylhydantoin  levels.1  Ultimately  he  received 
diphenylhydantoin  100  mg  qhs  and  disulfiram  250 
mg  qhs  with  a serum  diphenylhydantoin  level  in  the 
therapeutic  range  (16  mg%). 
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Prior  to  discharge,  he  developed  a non-specific 
urethritis,  and  a urologist  recommended  treatment 
with  erythromycin,  which  could  not  be  given  be- 
cause it  would  have  been  inactivated  by  the  antac- 
ids he  was  taking  for  treatment  of  alcoholic  gastritis. 1 

This  report  exhibits  the  need  for  careful  differen- 
tial diagnosis  of  “routine”  cases,  the  necessity  for 
physicians  to  know  and  recognize  drug  interactions 
in  general  and  psychopharmacotherapy  in  particu- 
lar, and  affirms  the  identity  of  the  psychiatrist  as  a 
physician.2 

Jonathan  G.  Solomon,  MD 

Tower  Box  44,  2101  Executive  Drive 
Hampton  VA  23666 

1.  Physicians  Desk  Reference,  34th  Ed.  Oradell,  New 
Jersey,  Medical  Economics  Co.,  1980,  pp  591,  519 

2.  Ludwig  AM:  The  psychiatrist  as  physician.  JAMA 
234:603-604,  1975 


8th  ANNUAL  \ 
FAMILY  MEDICINE 
REVIEW  COURSE 
June  7-11,  1982 

Hyatt  Regency 
Baltimore  Inner  Harbor 
Baltimore,  Maryland 

Sponsored  by  the 
Department  of  Family  Medicine 
University  of  Maryland 
School  of  Medicine 


This  course  is  designed  to  update  the  family 
physician  in  current  concepts  of  medicine  with 
emphasis  on  practical  and  clinical  aspects  of 
patient  care.  New  diagnostic  and  therapeutic 
techniques  will  be  presented,  and  major  aspects 
of  traditional  care  will  be  reviewed. 

A wide  variety  of  teaching  formats  will  be 
used  including  lectures  by  nationally  respected 
experts,  live  case  presentations,  sessions  with 
mechanical  and  live  patient  simulators  and 
access  to  videotapes  and  computerized  learn 
mg  programs. 


For  further  information  contact: 


Program  of  Continuing  Education 
University  of  Maryland 
School  of  Medicine 
10  South  Pine  Street 
Baltimore.  Maryland  21201 
(301)  528  3956 


Dx:  recurrent  herpes  labialis 

,»u<>  ' 


OTC. 

See  PDR  for 
Product  Information. 


For  samples,  write: 
Campbell  Laboratories  Inc. 
P.O.  Box  812-M,  FDR  Sta. 
New  York,  NY  10150 


In  Virginia,  “Herpecin-L”  Up  Balm  Is  available  at  all 
Drug  Fair  and  other  select  pharmacies. 
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Charter  Medical  Corporation  proudly 
announces  the  opening  of  its  Stuart  Circle 
Medical  Building  on  Richmond's  historic 
Monument  Avenue. 

The  new  medical  building  offers 
physicians  the  opportunity  to  become  an 
integral  part  of  an  active  community. 
Located  in  the  center  of  the  beautiful  Fan 
district,  the  newly  renovated  office  building 
provides  space  for  physicians  to  practice, 
either  solo  or  in  groups. 

The  office  is  within  half  a block 
of  Stuart  Circle  Hospital,  a 153-bed,  short- 
term, medical/surgical  hospital  offering  the 
convenience  of  outpatient  testing  for  your 
patients.  A 24-hour  Outpatient  Department 
and  many  other  ancillary  services  are  also 
available  at  the  hospital. 

Although  renovated  for  modern-day 
patient/physician  comfort,  much  of  the 


townhouse-style  flavor  remains,  including 
fireplaces  and  mantels  in  selected  offices. 
The  floor-plan  design  insures  convenience 
and  patient  privacy  in  both  the  consul- 
tation and  examination  areas.  The  decor 
matches  the  traditional  elegance  of  the 
surrounding  historical  homes. 

Applications  are  now  being  accepted 
for  office  space.  Interested  physicians 
should  call  project  manager  Ray  Hayes  at 
(804)359-1843. 


The  Stuart  Circle  Medical  Building 

1617  Monument  Avenue 
Richmond,  Virginia 

-A  CHARTER  MEDICAL  CORPORATION  FACILITY- 


A Blueprint  for  a Community’s  Health: 
The  New  Stuart  Circle 
Medical  Building 
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OFFICERS  OF  COMPONENT 
MEDICAL  SOCIETIES  IN  VIRGINIA 


Accomack  County  Medical  Society  (1st) — President,  J.  Thomas  Edmonds,  MD.  Secretary,  Belle  DeCormis  Fears,  MD, 
Box  38,  Accomac  VA  23301. 

Albemarle  County  Medical  Society  (7th) — President,  Robert  Jennings,  MD.  Secretary,  William  K.  Orr,  MD.  Executive 
Secretary,  Mrs.  Betty  H.  Finn,  Box  157,  University  of  Virginia  Hospital,  Charlottesville  VA  22908. 

Alexandria  Medical  Society  (8th) — President,  Donald  D.  Haut,  MD.  Secretary,  J.  Pat  Tokarz,  MD.  Executive  Secretary, 
Mrs.  Diane  Funkhouser,  101  S.  Whiting  St.,  Room  210,  Alexandria  VA  22304. 

Alleghany-Bath  Counties  Medical  Society  (6th) — President,  Parviz  Sadjadi  III,  MD.  Secretary,  George  N.  Chucker,  MD, 
Alleghany  Regional  Hospital,  PO  Box  608,  Clifton  Forge  VA  24422. 

Arlington  County  Medical  Society  ( 10th) — President,  George  P.  Contis,  MD.  Secretary,  Roger  D.  Cornell,  MD. 
Executive  Director,  Mrs.  Patricia  A.  Murray,  4615  Fee  Highway,  Arlington  VA  22207. 

Augusta  County  Medical  Society  (6th) — President,  John  R.  Talbert,  MD.  Secretary,  Mardre  Bell,  MD,  38  Ridgeview  Rd., 
Staunton  VA  24401. 

Bedford  County  Medical  Society  (6th) — President,  John  A.  Wente,  Jr.,  MD.  Secretary,  Eileen  T.  Jennings,  MD,  1700 
Whitefield  Dr.,  Bedford  VA  24523. 

Buchanan-Dickenson  Counties  Medical  Society  (9th) — Rajni  R.  Patel,  MD.  Secretary,  Bradley  D.  Berry,  MD,  Grundy 
Hospital,  Grundy  VA  24614. 

Chesapeake  Medical  Society  (4th) — President,  Edwin  E.  Goldman,  MD.  Secretary,  Nicholas  Terry.  Jr.,  MD,  200  Medical 
Parkway,  #305,  Chesapeake  VA  23320. 

Culpeper  County  Medical  Society  (7th) — President,  Morton  P.  Chiles  III,  MD.  Secretary,  C.  Gordon  Heckel,  MD, 
Culpeper  Memorial  Hospital,  Culpeper  VA  22701. 

Danville-Pittsylvania  Academy  of  Medicine  (5th) — President,  James  E.  Nevin  III,  MD.  Secretary,  Cesar  S.  Guanzon,  130 
Gray  St.,  Danville  VA  24541. 

Fairfax  County  Medical  Society  (10th) — President,  David  E.  Robinette,  MD.  Secretary,  Louis  Q.  Pugsley,  MD. 
Executive  Director,  John  W.  Fitzgerald,  200  Little  Falls  Street,  Falls  Church  VA  22046. 

Fauquier  County  Medical  Society  (7th) — President,  Norris  A.  Royston,  MD.  Secretary,  Barbara  Kramer  Silbersiepe, 
MD,  Catlett  VA  22019. 

Floyd  County  Medical  Society  (5th) — President,  Lawrence  V.  Marshall,  MD.  Secretary,  Garry  H.  Kuiken,  MD,  Route  4, 
Box  233A,  Floyd  VA  24091. 

Franklin  County  Medical  Society  (5th) — President,  Robert  S.  Strong,  MD.  Secretary,  Christine  Barrett,  MD,  109 
Claiborne  Ave.,  N.W.,  Rocky  Mount  VA  24151. 

Fredericksburg  Area  Medical  Society  (7th) — President,  Raymond  S.  Jones,  MD.  Secretary,  Ronald  L.  Kelsey,  MD,  2300 
Fall  Hill  Avenue,  Fredericksburg  VA  22401. 

Halifax  County  Medical  Society  (5th) — President  Johnson  Willis,  MD.  Secretary,  William  McConahey,  MD,  405  Oak 
Lane,  South  Boston  VA  24592. 

Hampton  Medical  Society  (1st) — President,  Earl  D.  White  II,  MD.  Secretary,  Joseph  L.  Ward,  MD.  Executive 
Secretary,  Mrs.  Sara  C.  Coughenour,  Hampton  General  Hospital,  Drawer  640,  Hampton  VA  23669. 

Hanover  County  Medical  Society  (7th) — President,  Donald  B.  Longest,  MD.  Secretary,  James  J.  Deligio,  MD,  PO  Box 
98,  Beaverdam  VA  23015. 

James  River  Medical  Society  (5th) — President,  Eugene  C.  Corbett,  Jr.,  MD.  Secretary,  Russell  N.  Snead,  MD,  Point-of- 
Fork,  Columbia  VA  23038. 

Lee  County  Medical  Society  (9th) — President,  Nat  C.  Ewing,  MD.  Secretary,  H.A.  Kinser,  MD,  Hospital  Drive, 
Pennington  Gap  VA  24277. 

Loudon  County  Medical  Society  (10th) — President,  Robert  W.  Kimball,  MD.  Secretary,  Douglas  S.  Richardson,  MD,  310 
E.  Market  Street,  Leesburg  VA  22075. 

Lynchburg  Academy  of  Medicine  (6th) — President,  David  B.  Hill,  MD.  Secretary,  Jelfrey  W.  Wilson,  MD.  Executive 
Secretary,  Mrs.  Betty  P.  Pearson,  2025  Tate  Springs  Road,  Lynchburg  Va  24501. 
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Mid-Tidewater  Medical  Society  (1st) — President,  Richard  B.  Bowles,  MD.  Secretary,  Arthur  J.  Martin,  MD,  PO  Box 
485,  Bowling  Green  VA  22427. 

Newport  News  Medical  Society  (1st) — President,  Walter  H.  Graham,  MD.  Secretary,  Bobby  T.  Wood,  MD.  Executive 
Secretary,  Mrs.  Sandra  J.  Hill,  PO  Box  1834,  Yorktown  VA  23692. 

Norfolk  Academy  of  Medicine  (2nd) — President,  Harry  B.  Taylor,  Jr.,  MD.  Secretary,  Richard  L.  Cullen,  Jr.,  MD. 

Executive  Director,  Mrs.  Ruth  H.  Dize,  227  W.  Freemason  Street,  Norfolk  VA  23510. 

Northampton  County  Medical  Society  (1st) — President,  Ernest  C.  Gibb,  Jr.,  MD.  Secretary,  Robert  L.  Erdman,  MD, 
Nassawadox  VA  23413. 

Northern  Neck  Medical  Association  (1st) — President,  David  L.  Harris,  MD.  Secretary,  Norman  R.  Tingle,  MD,  PO  Box 
8,  Lively  VA  22507. 

Northern  Virginia  Medical  Society  (7th) — President,  Jeffrey  P.  Harris,  MD.  Secretary  Terry  L.  Sinclair,  MD,  PO  Box 
554,  Winchester  VA  22601. 

Orange  County  Medical  Society  (7th) — President,  Patricia  E.  Crowder,  MD.  Secretary,  Jeffrey  A.  Lovold,  MD,  PO  Box 
1256,  Orange  VA  22960. 

Patrick  Henry  Medical  Society  (5th) — President,  Clyde  A.  Swift,  MD.  Secretary,  James  E.  Layton,  MD,  1500  White  Oak 
Court,  Martinsville  VA  24112. 

Portsmouth  Academy  of  Medicine  (4th) — President,  Ronald  I.  Dozoretz,  MD.  Secretary.  Behrooz  Dayanim  111,  MD, 
Executive  Secretary,  Mrs.  Elsie  D.  Deaver,  3636  High  Street,  Portsmouth  VA  23707. 

Prince  William  County  Medical  Society  (8th) — President,  John  K.  Wadley,  MD.  Secretary,  Ek  Seng  Lou,  MD,  PO  Box 
1447,  Manassas  VA  221 10. 

Richmond  Academy  of  Medicine  (3rd) — President,  Duncan  S.  Owen,  Jr.,  MD.  Secretary,  Lindley  T.  Smith,  MD. 

Executive  Director,  Mrs.  M.  Sheffield  Smith,  1200  E.  Clay  Street,  Richmond  VA  23219. 

Roanoke  Academy  of  Medicine  (6th) — President,  James  E.  Comer,  Jr.,  MD.  Secretary,  John  T.  Allen,  MD.  Executive 
Secretary,  Mrs.  Rita  Roberts,  PO  Box  8398,  Roanoke  VA  24014. 

Rockbridge  County  Medical  Society  (6th) — President,  Robert  P.  Irons  Jr.,  MD.  Secretary,  James  R.  Busch,  MD,  1 E. 
Preston  Street,  Lexington  VA  24450. 

Rockingham  County  Medical  Society  (7th) — President,  Charles  H.  Henderson,  MD.  Secretary,  R.  M.  Senfield,  MD. 

Executive  Secretary,  Mrs.  Juanita  M.  Taylor,  738  S.  Mason  Street,  Harrisonburg  VA  22801. 

Scott  County  Medical  Society  (9th) — President,  James  W.  Wolfe,  MD.  Secretary,  Kenneth  Robertson,  MD,  PO  Box  175, 
Gate  City  VA  24251. 

Southside  Virginia  Medical  Society  (4th) — President,  H.  Alan  Bigley,  Jr.,  MD.  Secretary,  Harold  W.  Nase,  MD,  PO  Box 
504,  Farmville  VA  23901. 

Southwestern  Virginia  Medical  Society  (9th) — President,  Salvatore  D.  Barranco,  MD.  Secretary,  Donald  B.  Nolan,  MD. 

Executive  Secretary,  Mr.  Gregory  R.  Steele,  112  Painter  Street,  PO  Box  27,  Galax  VA  24333. 

Stuart  Medical  Society  (5th) — President,  Barry  Kahan,  MD.  Secretary,  Robert  R.  Bowman,  Jr..  MD.  Stuart  Clinic,  Box 
409,  Stuart  VA  24171. 

Tazewell  County  Medical  Society  (9th) — President,  Emile  Khuri,  MD.  Secretary,  Randy  Forehand,  MD,  PO  Box  CVP1, 
Richlands  VA  24641. 

Tri-County  Medical  Society  (4th) — President,  Joseph  L.  Verdirame,  MD.  Secretary,  J.  Floyd  Clingenpeel,  MD,  PO  Box 
655,  Franklin  VA  23851. 

Virginia  Beach  Medical  Society  (2nd) — President,  Colin  W.  Hamilton,  MD.  Secretary,  Richard  A.  Mladick,  MD. 
Executive  Secretary,  Mrs.  Joan  B.  Ward,  General  Hospital  of  Virginia  Beach,  1060  First  Colonial  Road,  Virginia 
Beach  VA  23454. 

Williamsburg-James  City  County  Medical  Society  (1st) — President,  Anthony  Taylor,  MD.  Secretary,  David  Hurt,  MD, 
Williamsburg  Community  Hospital,  Williamsburg  VA  23185. 

Wise  County  Medical  Society  (9th) — President,  Nalinchandra  G.  Shah,  MD.  Secretary,  L.  C.  Strong,  MD,  Norton 
Community  Hospital,  Norton  VA  24273. 

MCV  Student  Medical  Association  (3rd)— President,  Craig  Derkay,  Secretary,  Sam  Barton,  Box  449,  MCV  Station, 
Richmond  VA  23298. 

UVa  Student  Medical  Society  (7th ) — - President,  Cee  Ann  Davis.  Secretary,  Jorge  A.  Cortina,  c/o  Cee  Ann  Davis,  Box 
233,  McKim  Hall,  University  of  Virginia  Medical  Center,  Charlottesillve  VA  22903. 
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OFFICERS  OF  THE  LINE 


With  a series  of  photographs  of  their  presidents,  Virginia  Medical  salutes  the 
societies,  front  line  of  organized  medicine  in  Virginia.  This  is  the  fifth  entry  in  the  se 


component  medical 
ries. 


Presidents  past  and  present  of  the  Lynchburg  Academy  of 
Medicine  gathered  for  this  portrait.  Seated,  from  left,  are 
Dr.  Ernest  G.  Scott,  president  in  1940;  Dr.  Edwin  A. 
Harper,  1946;  Dr.  F.  Read  Hopkins,  1947;  Dr.  John  R. 
Saunders,  1954;  Dr.  J.  E.  Haynsworth,  1957;  and  Dr. 
George  B.  Craddock,  1958.  Standing,  left  to  right:  Dr. 
Lewis  F.  Somers,  1961;  Dr.  Frank  N.  Buck,  Jr.,  1962;  Dr. 


Phillips  R.  Bryan,  1964;  Dr.  Francis  R.  Whitehouse,  1965; 
Dr.  David  B.  Hill,  current  president;  Dr.  William  H. 
Barney,  1966;  Dr.  R.  Vincent  Crowder,  Jr.,  1969;  Dr. 
Robert  L.  Glenn,  1973;  Dr.  William  E.  Painter,  1977;  Dr. 
Joseph  H.  Callicott,  Jr.,  1979;  and  Dr.  R.  Terrell  Wing- 
field, 1980.  Dr.  William  Phillip  Gibbs  is  the  Academy’s 
president  elect. 


The  Lynchburg  Academy  of  Medicine  was  orga- 
nized on  February  14,  1883,  as  a local  organization 
of  17  physicians  out  of  the  20  or  so  in  practice  in 
Lynchburg  at  the  time. 

In  the  early  1900s  the  Academy  began  to  expand 
its  membership.  Organized  medicine  as  we  know  it 
today  was  beginning  to  be  stressed  at  the  local 
level,  and  in  1916  the  Academy  sent  a delegate  and 
an  alternate  to  The  Medical  Society  of  Virginia 
annual  meeting  in  Norfolk.  In  1952,  the  late  Dr. 
John  T.  T.  Hundley,  who  had  been  the  Lynchburg 
Academy’s  president,  was  elected  to  the  presidency 
of  the  state  Society. 

The  Medical  Society  of  Virginia  met  in  Lynch- 
burg in  October  1921,  an  accolade  not  previously 
bestowed  on  the  Academy.  In  the  late  1920s,  the 
Academy  voted  to  appoint  members  to  create  a 
joint  hospital  board  to  work  on  problems  and  coor- 
dinate resources  of  Lynchburg’s  three  hospitals. 
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Attention  was  turned  to  medical  library  services, 
primarily  Lynchburg  General  Hospital;  this  support 
continues  to  this  day. 

In  1932  the  constitution  was  modified  and  the 
Academy  was  incorporated.  Another  Academy 
experience  was  that  of  becoming  a sponsor,  albeit 
at  times  a reluctant  one,  of  a community  hospital 
program,  which  later  became  the  University  of 
Virginia  family  practice  residency,  now  operating 
with  full  Academy  backing. 

The  story  of  the  Lynchburg  Academy  of  Medi- 
cine has  been  repeated  time  and  again,  for  its 
development  paralleled  the  growth  of  similar  medi- 
cal organizations.  We  are  the  grass  roots  of  orga- 
nized medicine,  and  as  painful  as  the  growing 
sometimes  has  been  and  will  be,  the  Lynchburg 
Academy  is  our  organization,  dedicated  to  the  best 
in  health  care  for  Lynchburg’s  citizens  and  to  the 
mutuality  of  Lynchburg’s  physicians. 

— David  B.  Hill,  MD 

VIRGINIA  MEDICAL/APRIL  1982  225 


A y 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary 

Consult  the  package  literature  for  prescribing  Information. 
Indications  and  Usage:  CeclorK  (cefaclor,  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae). 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG  CLASSES 
Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Precautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and.  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g , pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulm  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborn?  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg's  solutions  and  also  with  Climtest’ 
tablets  but  not  with  Tes-Tape’1  (Glucose  Enzymatic  Test  Strip. 
USP,  Lilly) 

Usage  in  Pregnancy-  Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy-  Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor 
Hypersensitivity  reactions  have  been  reported  in  about  1 5 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor*  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eosmophiha 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients). 

Causal  Relationship  Uncertain- Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic  - Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic- Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200)  100281R! 

•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae 8 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 

References 
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7 Data  on  file.  Eli  Lilly  and  Company 

8 Principles  and  Practice  of  Infectious  Diseases  (edited  by 
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New  York  John  Wiley  & Sons.  1979 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina  Puerto  Rico  00630 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1-6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Cefaclor 


Pulvules'S),  250  and  500  mg 


200086 


•Rapidly  excreted  uncharged  in  urine. 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 
tDue  to  susceptible  orsanisms. 

3.  Data  on  file  Wyeth  Laboratories. 
Copyri3ht  © 1981,  Wyeth  Laboratories. 
All  rights  reserved. 

See  important  information  on 
adjoining  page. 

Wyeth  Laboratories 

| A A Philadelphia.  Pa  191O1 


Cydapen  -W  (cyclacillin) 


ndications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicil- 
lin  class  and  its  use  should  be  confined  to  these  indications:  Treat- 
'nent  of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta- 

hemolytic  streptococci 

Bronchitis  and  pneumonia  caused  by  S.  pneumoniae  ( for- 
merly D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D pneu- 
moniae) and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H 

influenzae  * 

'Though  clinical  improvement  has  been  shown,  bacteriologic 

cures  cannot  be  expected  in  all  patients  with  chronic  respira- 
tory disease  due  to  H . influenzae . 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  £ coh  and  P mirabilis. 
(This  drug  should  not  be  used  in  any  £.  coh  and  P mirabilis 
infections  other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria  Therapy  may  be  instituted  prior  to  results  of 
sensitivity  testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  in- 
dications listed  herein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is 
efficacious  for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylac- 
toid) reactions  have  been  reported  in  patients  on  penicil- 
lin. Although  anaphylaxis  is  more  frequent  following 
parenteral  use,  it  has  occurred  in  patients  on  oral  penicil- 
lins These  reactions  are  more  apt  to  occur  in  individuals 
with  history  of  sensitivity  to  multiple  allergens.  There  are 
reports  of  patients  witn  history  of  penicillin  hypersen- 
sitivity reactions  who  experienced  severe  hypersensitivity 
reactions  when  treated  with  a cephalosporin.  Before  peni- 
cillin therapy,  carefully  inquire  about  previous  hypersen- 
sitivity reactions  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and 
initiate  appropriate  therapy.  Serious  anaphylactoid  reac- 
tions require  immediate  emergency  treatment  with  epine- 
phrine Oxygen,  I V steroids,  airway  management, 
including  intubation,  should  also  be  administered  as 
indicated. 

Precautions  Prolonged  use  of  antibiotics  may  Dromote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs, 
take  appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin  There  are,  however,  no  adequate  and  well-con- 
trolled  studies  in  pregnant  women.  Because  animal  reproduction 
studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS  It  is  not  known  whether  this  drug  is  ex- 
creted in  human  milk  Because  many  drugs  are,  exercise  caution 
when  cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated 
As  with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  witn  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60)  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and  eosino- 
philic These  reactions  are  usually  reversible  on  discontinuation  of 
therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have 
been  reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bac- 
terial eradication  is  evidenced  In  Group  A beta-hemolytic 
streptococcal  infections,  at  least  10  days'  treatment  is  recom- 
mended to  guard  against  risk  of  rheumatic  fever  or  glomerulone- 
phritis. In  cnronic  urinary  tract  infection,  frequent  bacteriologic 
and  clinical  appraisal  is  necessary  during  therapy  and  possibly 
for  several  months  after  Persistent  infection  may  require  treat- 
ment for  several  weeks 


Cyclacillin  is  not  indicated  in  children  under  2 months  of  age 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINIS- 
TRATION in  package  insert). 

Dosage  (Give  in  equally  spaced  doses) 


INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q.i.d. 

body  weight  20  kg 
(44  lbs)  1 25  mg  q i d. 

Bronchitis  and 
Pneumonia 

body  weight  • 20  kg 
(44  lbs)  250  mg  q i.d 

Mild  or 

Moderate 

Infections 

250  mg  q.i.d. 

50mg/kg/dayq  i.d. 

Chronic 

Infections 

500  mg  q.i.d. 

1 00  mg/kg/day  q i.d. 

Otitis  Media 

250  mg  to  500  mg 
q i d 

50  to  100  mg/kg/day / 

Sfon  & Skin 
S'ructures 

250  mg  to  500  mg 

q i.d.  1 

50  to  100  mg/kg/day/ 

Urinary  Tract 

500  mg  q.  i.d 

1 00  mg/kg/day 

*D  sage  should  not  result  in  a dose  higher  than  that  for  adults, 
/depending  on  severity 

H w Supplied  Tablets  250  mg  and  500  mg  in  bottles  of  100 
C:  a I Suspension  125  mg  and  250  mg  per  5 ml  in  bottles  to  make 
1'0  ml  and  200  ml  of  Suspension 


Wyeth 
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Laboratories 

Philadelphia  Pa  1 9 1 0 1 


NEW 

MEMBERS 


Accomack  County  Medical  Society 
Edward  S.  White,  MD,  Family  Practice,  Box  85,  Bloxom 
VA  23308 

Albemarle  County  Medical  Society 
Ted  Alan  Glass,  MD,  Radiology,  113  David  Terrace, 
Charlottesville,  VA  22903 

W.  E.  Studdard,  Jr.,  MD,  Radiology,  16  Southampton 
Drive,  Charlottesville  VA  22901. 

Arlington  County  Medical  Society 
Padma  P.  Wijetilleke,  MD,  Pediatrics,  4723  40th  Street, 
Arlington  VA  22207. 

Augusta  County  Medical  Society 

John  A.  Stathos,  Jr.,  MD,  Ophthalmology,  2010  N.  Au- 
gusta Street,  Staunton  VA  24401 

Fairfax  County  Medical  Society 

Nancy  V.  Bruckner,  MD,  Dermatology,  2004  Swans  Neck 
Way,  Reston  VA  22091 

Ernest  M.  Dixon,  MD,  Preventive/Occupational  Medi- 
cine, 6305  Evermay  Drive,  McLean  VA  22101 
Chungkook  Kim,  MD,  Obstetrics/Gynecology,  9104 
Trusler  Court,  Manassas  VA  22110. 

Arnold  L.  Oshinsky,  MD,  Ophthalmology,  6060  Arlington 
Blvd.,  Falls  Church  VA  22044. 

Bernard  Zilberfarb,  MD,  Orthopedics,  1707  Osage  Street, 
Alexandria  VA  22302 

Hampton  Medical  Society 

N.  Norman  Cohen,  MD,  Family  Practice,  2726  West 
Mercury  Blvd.,  Hampton  VA  23666 
Mehmet  K.  Yillar,  MD,  Psychiatry,  2101  Executive 
Drive,  Hampton  VA  23666 

Lynchburg  Academy  of  Medicine 
Graham  Gilmer,  III,  MD,  Otolaryngology,  2259  Lang- 
home  Road,  Lynchburg  VA  24501 
James  R.  Hengerer,  MD,  Otolaryngology,  2259  Lang- 
horne  Road.  Lynchburg  VA  24501 

Norfolk  Academy  of  Medicine 

M.  Reed  Knight,  Jr.,  MD,  Radiology,  1900  Lynn  Cove 
Lane,  Virginia  Beach  VA  23454 

Prince  William  County  Medical  Society 
Michael  E.  Cohen,  MD,  Internal  Medicine/Neurology, 
14334  Jefferson  Davis  Highway,  Woodbridge  VA  22191 

continued  over 
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MORE  NEW 
MEMBERS 


Prince  William  County  Medical  Society  (continued) 
Daniel  Katcher,  MD,  Hematology/Oncology,  1986  Opitz 
Blvd.,  Woodbridge  VA  22191 
Abolhasan  Keshmiri,  MD,  Anesthesiology,  Potomac  Hos- 
pital, Woodbridge  VA  22191 

Richmond  Academy  of  Medicine 

John  J.  Bagley,  Jr.,  MD,  Obstetrics/Gynecology,  9606 
Patterson  Avenue,  Richmond  VA  23229 
Michael  J.  Ball,  MD,  Interanal  Medicine/Cardiology,  7115 
Jahnke  Road,  Richmond  VA  23225 
Barry  W.  Burkhardt,  MD,  Orthopedics,  1447  Johnston- 
Willis  Drive,  Richmond  VA  23235 
Nouhad  O.  Kronfol,  MD,  Internal  Medicine/Nephrology, 
Box  160,  MCV  Station,  Richmond  VA  23298 
Sherman  Master,  MD,  Psychiatry,  5855  Bremo  Road, 
Richmond,  VA  23226 

Harry  R.  Thomas,  Jr.,  MD,  Internal  Medicine,  P.O.  Box 
25206,  Richmond  VA  23260 

William  R.  White,  MD,  Neurosurgery,  7702  Parham 
Road,  Richmond  VA  23229 


Roanoke  Academy  of  Medicine 

William  M.  Jacobs,  MD,  Pediatrics,  2105  Crystal  Spring 
Ave.,  SW,  Roanoke  VA  24014 

A.  Reif  Kessler,  II,  MD,  General/Vascular  Surgery,  1902 
Braeburn  Drive,  Salem  VA  24153. 

Southside  Virginia  Medical  Society 

Yorckay  C.  Ishizawar,  MD,  General/Vascular  Surgery, 
510  S.  Sycamore,  Petersburg  VA  23803 

Southwestern  Virginia  Medical  Society 

Donald  E.  Yoder,  Internal  Medicine,  Pulaski  Medical 
Associates,  Pulaski  VA  24301. 

Tazwell  County  Medical  Society 

James  R.  Thompson,  MD,  Family  Practice,  PO  Box  645, 
Tazwell  VA  24651 

Virginia  Beach  Medical  Society 

Birgit  E.  Belcher,  MD,  Internal  Medicine,  816  Indepen- 
dence Blvd.,  Virginia  Beach  VA  23456 


HOLLY  HILL  HOSPITAL— A HOSPITAL  COMMUNITY 


• A private,  psychiatric  hospital  serv- 
ing adults  and  adolescents 

• An  open  medical  staff  of  22  psychi- 
atrists 

• A consulting  medical  staff  repre- 
senting all  specialties 

• Short,  intermediate,  and  long-term 
treatment  programs  tailored  to 
each  patient’s  needs 

• Psychiatric  consultation  and  hospi- 
talization on  a 24-hour  basis 


IP 

FjJFr.Ajj/ 

' <!  : j .. 

Fully  accredited  by  Joint  Commission  on  Ac- 
creditation of  Hospitals  for  adults,  children, 
adolescents,  and  drug-alcohol  abuse. 

Participants  in  Medicaid/Medicare  Program 
Licensed  by  the  State  of  North  Carolina 


For  further  information,  please  contact: 
Ms.  Mary  Donnelly,  Administrator 
Dr.  Robert  L.  Green,  Jr.,  Medical  Director 
3019  Falstaff  Road 
Raleigh,  North  Carolina  27610 
(919)  755-1840 
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TRUST  Gan  you 

imagine  a world  without  it? 


T 


rust.  It’s  why  your  patients 
turn  to  you  when  they  need 
help.  It’s  why  both  physicians 
and  patients  turn  to  Peoples 
Family  pharmacists  for  their 
prescription  needs. 


neric  drugs  to  be  equal  in  quali- 
ty to  brand  name  drugs . . . but 
save  your  patients  up  to  50% 
on  their  prescription  bills. 

Of  course,  if  your  patient 
asks  us  to  substitute,  we  first 


Over  75  years  of  caring  and 
quality  service  earned  Peoples 
the  trust  we  work  hard  to  keep. 
And  you  can  trust  Peoples  ge- 


'rm 

PEOPLES  DRUG 


the  prescription  stores 


J2 


T 


obtain  your  permission  by 
phone.  And  we  keep  the  widest 
stock  of  both  brands  and  gener- 
ics in  every  Peoples  Family 
Pharmacy. 

You  know  what’s  best. 
That’s  why  your  patients  trust 
you  for  their  health  care.  At 
Peoples,  we’ll  try  to  keep  the 
trust  we’ve  earned. 


UPFRONT 


WITH  THE  PRESIDENT 


When  did  you  last  negotiate? 
Probably  more  recently  than  you 
realize.  Perhaps  just  a few  minutes 
ago.  It  was  the  last  time  you 
reached  an  agreement  that  was  not 
exactly  what  you  wanted.  It  might 
have  been  an  agreement  with  your 
spouse  as  to  what  time  you  would 
have  breakfast,  or  perhaps  it  was  a 
call  schedule  negotiated  with  your 
partners.  For  most  of  us  the  tech- 
niques of  negotiation  are  learned 
by  experience,  but  there  are  formal 
negotiating  techniques  and  proce- 
dures that  have  been  developed.  If 
studied,  they  make  success  at  ne- 
gotiation much  likelier. 

Such  study  is  to  be  offered  by 
The  Medical  Society  of  Virginia  in 
a primary  seminar  on  negotiations 
on  Saturday,  May  22,  in  Rich- 
mond. It  is  sponsored  by  the  Soci- 
ety’s Negotiations  Committee,  Dr. 
Levi  W.  Hulley,  chairman,  and  the 
MSV  Public  Relations  Committee, 
Dr.  Frederick  K.  McCune,  chair- 
man. The  agenda  will  be  of  particu- 
lar value  to  those  frequently  in- 
volved in  the  negotiating  process. 


such  as  committee  chairmen  and 
component  society  officers,  and  it 
will  include  guidelines  to  effective 
communication  with  the  news  me- 
dia. The  program  will  be  conducted 
by  Jerry  P.  Clousson,  who  was 
formerly  with  the  American  Medi- 
cal Association’s  Department  of 
Negotiations. 

I feel  the  Society  is  providing  a 
service  both  necessary  and  timely 


by  holding  this  seminar,  and  I urge 
you  to  attend.  For  details,  fill  out 
and  mail  the  coupon  on  the  oppo- 
site page.  Do  it  promptly,  because 
enrollment  for  this  seminar  is  limit- 
ed to  32  physicians. 

Since  much  of  their  professional 
activities  are  authoritarian  in  na- 
ture, physicians  as  a group  are  not 
accustomed  to  negotiation.  There 
is  much  in  medicine,  in  fact,  that  is 
not  truly  negotiable.  There  is  no 
such  thing  as  a partial  appendecto- 
my, nor  does  anyone  want  partial 
anesthesia.  Some  areas  of  medicine 
are  not  negotiable  because  of  medi- 
cal-legal responsibilities  and  the 
physician’s  expertise.  Physicians’ 
orders  on  charts  should  not  be 
questioned,  nor  medications  and 
therapies  prescribed  by  physicians. 

In  other  professions,  however, 
negotiation  is  very  much  a part  of 
every  day’s  work.  Lawyers  argue 
cases  before  judges  and  juries,  but 
they  negotiate  settlements  out  of 
court  on  a daily  basis.  The  whole 
field  of  business-labor  relations  is 
an  area  of  negotiation,  and  here 
many  of  the  techniques  that  we 
study  have  been  developed.  Com- 


promise, so  much  a part  of  negotia- 
tion, is  an  everyday  matter  to  labor 
leaders,  businessmen,  and  many 
people  in  representative  govern- 
ment, such  as  congressmen.  These 
people  are  accustomed  to  being 
challenged  by  groups  of  equal  au- 
thoritarian power,  where  compro- 
mise is  the  order  of  the  day.  Physi- 
cians are  unaccustomed  to  such 
challenges  and  may  become  inef- 


fective and  even  abrasive  when 
they  encounter  them. 

Because  of  this,  I feel  that  physi- 
cians need  to  become  more  con- 
scious of  the  concepts  and  skills  of 
negotiations.  We  need  to  be  more 
aware  that  when  we  step  outside 
the  area  of  medical  care,  we  en- 
counter other  groups  with  positions 
of  strength  from  which  they  can 
deal  with  little  or  no  compromise. 
We  need  to  understand  the  effect  of 
a “no-win”  situation,  where  one 
party  has  nothing  that  it  can  gain. 
Equally  important  are  “win-lose” 
situations,  where  one  side  gets  it  all 
and  the  other  side  gets  nothing. 
This  often  creates  an  aftermath  of 
bitterness  and  seeking  for  revenge, 
so  that  cooperation  and  compro- 
mise are  much  more  difficult  in 
subsequent  encounters.  We  need 
to  understand  the  importance  of 
preparation  for  negotiations,  the 
mechanics  of  arriving  at  the  “bot- 
tom line”  and  just  what  we  are  not 
able  to  concede  at  all,  and  how  to 
get  concessions  as  well  as  make 
them. 

The  psychology  and  dramatics  of 
negotiations  are  important  skills. 
Everyone  wants  to  come  away 


46  It’s  a matter  of  give  and  take.W 
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from  the  table  with  a “win-win” 
feeling,  which  builds  mutual  trust 
and  satisfaction  between  two 
groups  and  leads  to  cooperation  in 
the  future.  We  need  to  learn  how  to 
play  certain  roles,  so  that  we  can 
take  both  sides  of  the  question  and 
be  prepared  to  deal  with  whatever 
maneuvers  and  manipulations  our 
adversaries  may  thrust  at  us. 

So  much  of  The  Medical  Society 
of  Virginia’s  activity  involves  ne- 
gotiation. Take,  for  example,  the 
Insurance  Committee.  Its  chair- 
man, Dr.  Alvin  Conner,  and  his 
committee  negotiate  in  a very  liter- 
al sense  at  every  meeting.  It  is  a 
matter  of  give  and  take  between 
what  we  want  for  our  malpractice 
and  health  insurance  coverages  and 
what  the  carriers’  representatives 
are  willing  and  able  to  give  us.  This 
committee  has  recently  been 
through  an  intense  period  of  negoti- 
ation, as  reported  in  Virginia 
Medical’s  News  Bureau  pages 
last  month. 

The  Legislative  Committee  is  an- 
other group  intensely  involved  in 
negotiation.  Their  activities  on 
Capitol  Hill  in  Richmond  are  a con- 
stant battle  of  giving  and  taking  in 
trying  to  reach  mutual  agreements 
on  various  issues. 

All  of  the  Society’s  committees 
that  are  involved  in  liaison  to  vari- 
ous groups  are  essentially  negotiat- 
ing committees;  the  Liaison  Com- 
mittee to  PSRO,  the  Liaison 
Committee  to  the  State  Bar,  the 
Rural  Health  Committee,  the  Advi- 
sory Committees  to  the  Virginia 
Hospital  Association  and  to  the 
Virginia  Insurance  Association. 
The  Joint  Practice  Committee 
serves  as  a negotiating  committee 


with  the  nursing  profession.  The 
same  is  true  for  the  Pharmacy 
Committee  and  the  Public  Rela- 
tions Committee.  In  fact,  in  looking 
over  the  list  of  the  committees,  it  is 
almost  impossible  to  find  one  that 
doesn’t  encounter  in  its  activities 
groups  outside  of  the  profession 
with  whom  it  must  work  out  mutual 
understandings  and  agreements. 

These  activities  are  repeated  by 
most  of  our  component  societies  on 
a somewhat  smaller  scale.  Much  of 
the  activity  regarding  medical  is- 
sues before  the  state  legislature  is 
best  handled  at  the  local  level  be- 
tween component  society  members 
and  their  legislators.  Constituents 
have  by  far  the  most  influence  on 
elected  representatives.  In  fact,  sit- 
uations in  one’s  hometown  often 
require  the  most  tact  and  skill  in 
working  out  successful  compro- 
mises. Things  are  often  much  more 
emotional  and  explosive  in  these 
situations  than  at  a statewide  level, 
perhaps  because  there  is  more  per- 
sonal contact  and  recognition. 

Certainly  those  physicians  on 


hospital  staffs  must  continually  ne- 
gotiate issues  with  hospital  admin- 
istration. The  necessity  of  negotia- 
tion has  been  recognized  by 
hospital-based  physician  groups, 
such  as  anesthesiologists,  radiolo- 
gists and  pathologists.  At  the 
negotiation  seminars  that  I have 
attended,  these  specialists  are  rep- 
resented quite  heavily. 

It  is  my  belief  that  all  of  us  would 
benefit  from  enhancing  our  skills  in 
negotiation.  It  is  all  a matter  of 
persuasion,  and  we  would  be  more 
effective  physicians  if  we  were 
more  persuasive  in  getting  our  pa- 
tients to  carry  out  our  therapeutic 
programs.  Compliance  is  the  key  to 
good  medical  care,  and  we  proba- 
bly negotiate  with  our  patients  far 
more  than  we  realize.  It  is  my  hope 
that  as  the  idea  of  negotiation  is 
better  understood  by  physicians, 
more  and  more  of  us  will  improve 
our  techniques  in  what  we  now 
recognize  as  a learned  skill. 

H.  C.  Alexander,  III,  MD, 
President, 

The  Medical  Society  of  Virginia 


MEMO 

To:  H.  C.  Alexander,  III,  MD,  President 
The  Medical  Society  of  Virginia 
4205  Dover  Road,  Richmond  VA  23221 

Please  send  me  details  of  the  Negotiations  Seminar  to  be  held  in 


Richmond  on  May  22. 
NAME 

ADDRESS 
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DRAMATIC 

NEWCLNGAL 

PROOF' 

In  the  treatment  off  impetigo  - 

•100%  cure  rate  with 

Tegopenlcloxacilin  sodium) 

• only  a 60%  cure  rate  with  penicillin  V-K 


As  seen  on  After  one  week  Two  weeks  after 

admission  of  penicillin  V-K  initiation  of 

therapy  TEGOPEN  therapy 

Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 

‘Data  on  file,  Bristol  Laboratories 


Brief  Summary  of  Prescribing  Information 

TEGOPEN* 

(cloxaciliin  sodium) 

Capsules  and  Oral  Solulion 

For  complete  information,  consult  Official  Package  Circular  (12)  9/11/75 

INDICATIONS 

Although  the  principal  indication  for  cloxaciliin  sodium  is  in  the  treatment  ot  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to  initiate  therapy  in  such  patients  in 
whom  a staphylococcal  infection  is  suspected  (See  Important  Note  below ) 

Bacteriologic  studies  to  deter  mine  the  causative  organisms  and  their  sensitivity  to  cloxaciliin 
sodium  should  be  performed 

IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  ot  cloxaciliin  sodium  should  take  into  consideration  the  fact  that  it 
has  been  shown  to  be  effective  only  in  the  treatment  ot  infections  caused  by  pneumococci, 
Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  the  infection  is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sensitive  to  cloxaciliin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxaciliin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  resistant  to 
penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  isolates  found  in  the  hospital  For  this  reason,  it  is  recommended  that  a 
penicillinase-resistant  penicillin  be  used  as  initial  therapy  for  any  suspected  staphylococcal 
infection  until  culture  and  sensitivity  results  are  known 
Cloxaciliin  sodium  is  a compound  that  acts  through  a mechanism  similar  to  that  of  methicillin 
against  penicillin  G-resistant  staphylococci  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these  strains  reported  has  been 
increasing  Such  strains  of  staphylococci  have  been  capable  of  producing  serious  disease,  in 
some  instances  resulting  in  fatality.  Because  of  this,  there  is  concern  that  widespread  use  of  the 
penicillinase-resistant  penicillins  may  result  in  the  appearance  of  an  increasing  number  of 
staphylococcal  strains  which  are  resistant  to  these  penicillins 
Methicillin-resistant  strains  are  almost  always  resistant  to  all  other  penicillinase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently). 
Resistance  to  any  penicillinase-resistant  penicillin  should  be  interpreted  as  evidence  of  clinical 
resistance  to  all,  in  spite  of  the  fact  that  minor  variations  in  in  vitro  sensitivity  may  be 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus 

CONTRAINDICATIONS 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the  penicillins  is  a contraindication. 


RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 

potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen® 

Given 

(cloxacillin  sodium) 

penicillin  V-K 

Staphylococcus  aureus  (78  patients) 

39 

39 

Returned  to  clinic  at  one  week 

29  f 

38| 

Treatment  failure  at  one  week 

0 

18  47.4%) 

Staphylococcus  aureus  and 
Streptococcus  pyogenes  (9  patients) 

4 

5 

Returned  to  clinic  at  one  week 

4 

5 

Treatment  failure  at  one  week 

0 

2 (40%) 

No  initial  bacterial  growth  (14  patients) 

9 

5 

All  14  healed,  regardless  of  which 

antibiotic  was  administered. 

Beta-hemolytic  Streptococcus  (1  patient) 

0 

1 

TOTALS:  102  patients 

52  patients 

50  patients 

tEleven  patients  did  not  return  for  their  one-week  checkup 
These  were  all  called  by  telephone,  and  their  families  reported 


the  lesions  had  healed  One  patient  was  dropped  from  the  study, 
early,  because  of  adverse  reaction  to  medication 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows:  77%  Staphylococcus  aureus, 
9%  mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes,  and  1 % beta-hemolytic 
Streptococcus 

• All  patients  were  given  randomized  therapy— 
Tegopen  capsules  or  oral  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 


• All  patients  were  evaluated  after  one  week's 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic  The 
"other  antibiotic'  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

tThe  remainder,  to  equal  100%,  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth  These  14  were  all 
healed,  whether  given  Tegopen  or  penicillin  V-K 


TEGOPEN 

(cbodln  sodium) 

-effective  therapy  for  staph  infections 
of  the  skin  and  skin  structures 


WARNING 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
in  patients  on  penicillin  therapy  Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions  are  more  apt  to  occur  in 
individuals  with  a history  of  sensitivity  to  multiple  allergens 
There  have  been  well  documented  reports  of  individuals  with  a history  ot  penicillin 
hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
allergens.  If  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents,  e g , pressor  amines,  antihistamines,  and  corticosteroids 
Safety  for  use  in  pregnancy  has  not  been  established 
PRECAUTIONS: 

The  possibility  ot  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics.  If  superintection 
occurs  during  therapy,  appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy 
ADVERSE  REACTIONS 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients  Mildly  elevated  SGOT  levels  (less  than  100  units)  have 
been  reported  in  a few  patients  for  whom  pretherapeutic  determinations  were  not  made  Skin 
rashes  and  allergic  symptoms,  including  wheezing  and  sneezing,  have  occasionally  been 
encountered  Eosinophilia,  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy 

USUAL  DOSAGE 

Adults:  250  mg.  q.6h 

Children:  50  mg  /Kg  /day  in  equally  divided  doses  q 6h.  Children  weighing  more  than  20  Kg 
should  be  given  the  adult  dose  Administer  on  empty  stomach  for  maximum  absorption 
N B INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 

SUPPLIED: 

Capsules— 250  mg.  in  bottles  of  100  500  mg  in  bottles  of  100 
Oral  Solution — 125  mg  /5  ml.  in  100  ml.  and  200  ml.  bottles 
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Division  of  Bristol-Myers  Company 

Syracuse,  New  York  13201 
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Come  join  us  this  summer: 


Eastern  Virginia  Medical  School  announces  a schedule 
of  CME  programs  that  promises  to  be  an  exciting 
combination  of  scientific  sessions  and  summer  fun. 


Pediatric  Ophthalmology  and  Strabisumus 
Cavalier  Resort  Hotel,  Virginia  Beach,  June  9-11,1982 

Internal  Medicine  Summer  Symposium,  Cavalier  Resort  Hotel,  Virginia  Beach 
June  24-26,  July  29-31,  and  September  30-October  1-2.  1982 

First  Annual  Family  Practice  Update,  Kingsmill  Hilton,  Williamsburg 
In  conjunction  with  the  Anheuser-Busch  PGA  Tournament,  July  22-24.  1982 


Working  Together  in  the  1980s;  Common  Concerns  of  Plastic  and  General  Surgeons 
Cavalier  Resort  Hotel.  Virginia  Beach,  August  19-21,  1982 
In  cooperation  with  the  Naval  Regional  Medical  Center,  Portsmouth 


ADVANCE  REGISTRATION 


Name 


Mailing  Address 


City/State/Zip 
I ( } 

Telephone  Speciality 

Please  call  Lou  Ann  Hamer  at  (804)  446-6159  for  additional  information.  Send  advance  registration  to: 
EVMS/CME,  P.O.  Box  1 980,  Norfolk,  VA  23501 . EVMS-CME  will  bill  you  on  receipt  of  advance  registration. 

^ J 


236 


VIRGINIA  MEDICAL/APRIL  1982 


VOLUME  109 


M EETINGS 

ABOUT 

MEDICINE 


April  21-24 

Urology  Conference  and  Vest  Memorial  Lectureship  (Uni- 
versity of  Virginia),  Charlottesville.  Oscar  A.  Thorup, 
Jr.,  MD,  Box  368,  UVa  School  of  Medicine,  Charlottes- 
ville VA  22908,  (804)  924-5318. 

April  22-24 

Cherry  Blossom  Sports  Medicine  and  Fitness  Symposium 

(Georgetown  University  School  of  Medicine),  Washing- 
ton, DC.  Robert  P.  Nirschl,  MD,  CME  Office,  Hospital, 
First  Floor,  3800  Reservoir  Road,  Washington  DC  20007. 

April  22-24 

Pediatric  Springfest  (Medical  College  of  Virginia),  Wil- 
liamsburg. Fee  $150.  Kathy  E.  Johnson,  Box  48,  MCV 
Station,  Richmond  VA  23298,  (804)  786-0494. 

April  23-25 

Emergency  Medicine  for  Primary  Care:  4th  Annual  Meet- 
ing (Medical  College  of  Virginia),  Williamsburg.  15  hrs. 
Cat.  I.  Fee,  $195.  Kathy  E.  Johnson,  Box  48,  MCV 
Station,  Richmond  VA  23298,  (804)  786-0494. 

April  25-29 

31st  Annual  Scientific  Session  of  the  American  College  of 
Cardiology.  Atlanta,  Georgia.  Meeting  Services  Dept., 
ACC,  9111  Old  Georgetown  Rd.,  Bethesda  MD  20814. 

April  28-May  1 

McLemore  Birdsong  Pediatric  Conference  (University  of 
Virginia),  Charlottesville.  Oscar  A.  Thorup,  Jr.,  MD,  Box 
368,  UVa  School  of  Medicine,  Charlottesville  VA  22908, 
(804)  924-5318. 

April  28-May  1 

American  Association  for  the  History  of  Medicine,  Wash- 
ington DC.  J.  J.  Bylebyh,  PhD,  1900  E.  Monument  St., 
Baltimore  MD  21205. 

May  2-9 

Diagnostic  Radiology  Update  (University  of  Virginia), 
Charlottesville.  Office  of  CME,  University  of  Virginia 
School  of  Medicine,  Box  365,  Charlottesville  VA  22908, 
(804)  924-5318 

May  5-8 

63rd  Annual  Meeting,  Virginia  Society  of  Ophthalmology 
and  Otolaryngology,  Williamsburg.  Mrs.  Donna  Straw- 


derman,  4205  Dover  Rd.,  Richmond  VA  23221,  (804)  353- 
2721. 

May  5-8 

Emergency  Medicine:  Pitfalls  and  Pearls  (George  Wash- 
ington University),  Washington,  DC.  21  credit  hrs.  Fee, 
$250-280  for  MDs,  $180  for  house  officers,  nurses,  and 
allied  health  professionals.  Mark  S.  Smith,  MD,  Office  of 
CME,  2300  K St.,  Washington  DC  20037. 

May  5-10 

Annual  Meeting  of  the  American  Society  for  Clinical 
Investigation,  Washington,  DC.  M.  M.  Frank,  MD,  Na- 
tional Institutes  of  Health,  Bldg.  10,  11  N 232,  Bethesda 
MD  20205. 

May  7-8 

Science  and  Practice  of  Intramedullary  Nailing  (University 
of  Maryland),  Baltimore.  Betty  B.  Saar,  10  S.  Pine  St., 
Baltimore  MD  21201,  (301)  528-3956. 

May  7-9 

1st  Educational  Symposium  (Carolina-Virginia  Society  of 
Critical  Care  Medicine),  Williamsburg.  10  credit  hrs.  Fee, 
$125  for  MDs,  $50  for  nurses,  technicians  and  therapists, 
and  $25  for  students  and  residents.  Charles  B.  Watson, 
MD,  Department  of  Anesthesiology,  UNC  School  of 
Medicine,  Chapel  Hill  NC  27514,  (919)  966-5140. 

May  8 

Symposium  on  Pediatrics  (Eastern  Virginia  Medical 
School),  Norfolk.  Lou  Ann  Hamer,  EVMS,  P.O.  Box 
1980,  Norfolk  VA  23501,  (804)  446-6158. 

May  8 

Spring  Scientific  Program:  Psychiatric  Aspects  of  Medical 
Practice  (Lewis-Gale  Medical  Foundation),  Salem.  Rob- 
ert F.  Roth,  MD,  (703)  774-4022. 

May  17-18 

Hans  Berger  Day:  EEG  Symposium  (Medical  College  of 
Virginia),  Richmond.  12  hrs.  credit.  Office  of  CME,  Box 
48,  MCV  Station,  Richmond  VA  23298,  (804)  786-0494. 

May  17-18 

Total  Knee  Arthroplasty  (Johns  Hopkins  University), 
Baltimore.  14?  credit  hrs.  Fee,  $325.  Program  Coordina- 

continued  over 
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tor,  720  Rutland  Ave.,  Turner  Room  22,  Baltimore  MD 
21205,  (301)  955-5880. 

May  17-24 

Sports  and  Tennis  Medicine  Symposium  (Northern  Virgin- 
ia Consortium  on  CME),  Hilton  Head,  South  Carolina. 
Robert  P.  Nirschl,  MD,  3801  N.  Fairfax  Dr.,  Arlington 
VA  22203,  (703)  525-2200. 

May  19-21 

Virginia  State  Department  of  Health  Spring  CME  Confer- 
ence, Charlottesville.  E.  G.  Stone,  Virginia  State  Depart- 
ment of  Health,  Richmond  VA  23219. 

May  20-22 

Recent  Trends  in  Clinical  Radiation  Technology  (Medical 
College  of  Virginia),  Williamsburg.  16  credit  hrs.  Fee, 
$250.  Office  of  CME,  Box  45,  MCV  Station,  Richmond 
VA  23298,  (804)  786-0494. 

May  21 

20th  Annual  Spring  Forum  for  Child  Psychiatry  (Virginia 
Treatment  Center  for  Children  and  Medical  College  of 
Virginia),  Richmond.  4 credit  hrs.  See  preceding  entry. 

May  21-22 

Current  Management  of  Solid  Tumors  (University  of 
Maryland),  Baltimore.  Betty  B.  Saar,  10  S.  Pine  St., 
Baltimore  MD  21201,  (301)  528-3956. 


May  26-30 

32nd  Annual  Assembly,  Virginia  Academy  of  Family  Physi- 
cians, Williamsburg. 

May  29-31 

Gynecologic,  Urologic  and  Pelvic  Surgery  (Medical  Col- 
lege of  Virginia),  Hot  Springs,  Virginia.  14  hrs.  credit. 
Office  of  CME,  Box  48,  MCV  Station,  Richmond  VA 
23298,  (804)  786-0494. 

June  4-5 

Interventional  Radiology:  a Comprehensive  Course  (Johns 
Hopkins  University),  Baltimore.  16  credit  hrs.  Fee,  $250 
for  MDs,  $175  for  technologists  and  others.  Justean  L. 
Coles,  Turner  22,  720  Rutland  Ave.,  Baltimore  MD 
21205,  (301)  955-5880. 

June  6-11 

8th  Annual  Family  Medicine  Review  (University  of  Mary- 
land), Baltimore.  Cat.  I credits.  Betty  B.  Saar,  10  S.  Pine 
St.,  Baltimore  MD  21201,  (301)  528-3956. 

June  10-12 

6th  Annual  Postgraduate  Course  on  the  Rehabilitation  of 
the  Traumatic  Brain  Injured  Adult  (Medical  College  of 
Virginia),  Williamsburg.  Ellen  F.  Walsh,  Box  233,  MCV 
Station,  Richmond  VA  23298,  (804)  231-9011,  ext.  607. 

Meetings  continued  on  page  240. 


IS  THERE  ANYTHING 
YOU  MISSED? 


As  you  know,  patients  you  see  frequently 
may  be  seeking  treatment  for  one  illness 
or  injury,  but  are  actually  presenting  a 
symptom  or  the  consequences  of  another 
disease  — alcoholism. 

If  one  of  your  patients  has  a problem 
with  alcohol,  please  call  Serenity  Lodge  for 
a consultation. 

Serenity  ledge 

THE  ALCOHOLISM  REHABILITATION  CENTER  OF  TIDEWATER 

2097  South  Military  Highway,  Chesapeake,  Virginia  23320 
Telephone  (804)  543-6888  • Barbara  Fay,  Director 

Accredited  by  the  JCAH  • Approved  for  coverage  by  Blue  Cross, 
CHAMPUS  and  other  health  insurance  programs. 
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It  all  adds  up, 

in  today's  major  hypertension  studies 


VA  Study1 

■ 450  patients  studied 

■ Mild  to  moderate 
hypertensives 

■ Comparison  of  propranolol 
and  reserpine  for  Step-2 
antihypertensive  therapy 

■ Conclusion:  when  added 
to  a thiazide  diuretic,  reser- 
pine was  effective  in  a larger 
percentage  of  patients  (88%) 
than  was  propranolol  (81%)! 


HDFP  Study2 

■ More  than  10,000  patients 
studied 

■ Conducted  at  14  centers 
over  5 years 

■ Proved  that  compliance 
with  Step  Care  lowers  death 
rate  from  all  cardiovascular 
causes 

■ Conclusion:  reserpine- 
thiazide  regimens  were 
preferred  for  Step-2  therapy, 
and  were  deemed  effective, 
without  significant  adverse 
effects! 


MRFIT  Study3 

■ 6-year,  12,000-patient 
study,  to  be  completed 
in  1982 

■ Assesses  factors  that  may 
increase  risk  of  cardio- 
vascular disease 

■ Preferred  Step-2  regimen: 
reserpine-thiazide 

■ Full  year's  data:  reserpine 
is  causing  less  depression 
than  methyldopa,  diuretics, 
or  placebo! 


That's  why  the  combination  in 


Salutensin 

(hydroflumethiazide  50  mg/ 
reserpine  0.125  mg) 

Is  the  preferred  Step-2  regimen 


Please  see  references  and  brief  summary  of  prescribing,  information  on  adjacent  page. 
Copyright  © 1982.  Bristol  Laboratories 
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Salutensin*J 

(hydroflumethiazide  50  mg/reserpine  0.125  mg) 

Salutensin-Demi™ 

(hydroflumethiazide  25  mg/reserpine  0.125  mg) 

Brief  Summary  of  Prescribing  Information  (12)  10/27/78 

For  complete  information  consult  Official  Package  Circular 

WARNING 

This  fixed  combination  drug  is  not  indicated  for  initial  therapy  of 
hypertension.  Hypertension  requires  therapy  titrated  to  the  individ- 
ual patient.  If  the  fixed  combination  represents  the  dosage  so 
determined,  its  use  may  be  more  convenient  in  patient  management 
The  treatment  of  hypertension  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant. 


CONTRAINDICATIONS 

Anuria,  oliguria,  active  peptic  ulceration,  ulcerative  colitis,  severe 
depression  or  hypersensitivity  to  its  components  contraindicates  the 
use  of  Salutensin. 

WARNINGS 

Small-bowel  lesions  (obstruction,  hemorrhage,  perforation  and  death) 
have  occurred  during  therapy  with  enteric-coated  formulations  contain- 
ing potassium,  with  or  without  thiazides.  Such  potassium  formulations 
should  be  used  with  Salutensin  only  when  indicated  and  should  be  dis- 
continued immediately  if  abdominal  pain,  distention,  nausea,  vomiting 
or  gastrointestinal  bleeding  occurs.  Use  cautiously,  and  only  when 
deemed  essential,  in  fertile,  pregnant  or  lactating  patients. 

Use  in  Pregnancy  — Thiazides  cross  the  placenta  and  can  cause  fetal 
or  neonatal  hyperbilirubinemia,  thrombocytopenia,  altered  carbohydrate 
metabolism  and  possibly  electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock  therapy;  discontinue  Salutensin 
2 weeks  before  such  therapy.  Increased  respiratory  secretions,  nasal 
congestion,  cyanosis  and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers. 

PRECAUTIONS 

Azotemia,  hypochloremia,  hyponatremia,  hypochloremic  alkalosis 
and  hypokalemia  (especially  with  hepatic  cirrhosis  and  corticosteroid 
therapy)  may  occur,  particularly  with  pre-existing  vomiting  and  diarrhea. 
Potassium  loss  may  cause  digitalis  intoxication.  Potassium  loss  responds 
to  potassium-rich  foods,  potassium  chloride  or,  if  necessary,  discontinu- 
ation of  therapy.  Serum  ammonia  elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue  therapy  2 weeks  before 
surgery  or  if  myocardial  irritability,  progressive  azotemia  or  severe 
depression  occur.  Exercise  caution  in  patients  with  chronic  uremia, 
angina  pectoris,  coronary  thrombosis  or  extensive  cerebral  vascular 
disease  or  bronchial  asthma  and  in  those  with  a history  of  peptic 
ulceration  or  bronchial  asthma;  in  post-sympathectomy  patients,  in 
patients  on  quinidine;  and  in  patients  with  gallstones,  in  whom  biliary 
colic  may  occur.  Patients  who  have  diabetes  mellitus  or  who  are  sus- 
pected of  being  prediabetic  should  be  kept  under  close  observation  if 
treated  with  this  agent. 

ADVERSE  REACTIONS 

Hydroflumethiazide  — Skin-rashes  (including  exfoliative  dermatitis), 
skin  photosensitivity,  urticaria,  necrotizing  angiitis,  xanthopsia,  granulo- 
cytopenia, aplastic  anemia,  orthostatic  hypotension  (potentiated  with 
alcohol,  barbiturates  or  narcotics),  allergic  glomerulonephritis,  acute 
pancreatitis,  liver  involvement  (intrahepatic  cholestatic  jaundice), 
purpura  plus  or  minus  thrombocytopenia,  hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fatigue,  paresthesias,  muscle 
cramps,  skin  rash,  epigastric  distress,  vomiting,  diarrhea  and  constipation 

Reserpine  — Depression,  peptic  ulceration,  diarrhea,  Parkinsonism, 
nasal  stuffiness,  dryness  of  the  mouth,  weight  gain,  impotence  or 
decreased  libido,  conjunctival  injection,  dull  sensorium,  deafness,  glau- 
coma, uveitis,  optic  atrophy,  and,  with  overdosage,  agitation,  insomnia 
and  nightmares. 

USUAL  DOSE 

The  usual  adult  dose  of  Salutensin  is  one  tablet  once  or  twice 
daily.  If  a smaller  amount  of  thiazide  diuretic  is  desired,  Salutensin- 
Demi,  one  tablet  once  or  twice  daily  can  be  given, 

SUPPLIED 

Bottles  of  10  and  1000  scored  tablets. 

REFERENCES 

1.  Propranolol  in  the  treatment  of  essential  hypertension.  Veterans 
Administration  Cooperative  Study  Croup  on  Antihypertensive  Agents. 
JAMA  237:2303-2310,  1977. 

2.  Five-year  findings  of  the  hypertension  detection  and  follow-up  pro- 
gram: I Reduction  in  mortality  of  persons  with  high  blood  pressure, 
including  mild  hypertension.  Hypertension  Detection  and  Follow-up 
Program  Cooperative  Croup.  JAMA  242:2562-2571,  1979. 

3.  Moser  M,  Kaplan  NM,  Sullivan  |M,  Paul  O,  in  discussion  Perspec- 
tives on  MRFIT : Can  the  interim  data  be  applied  to  your  practice . . . ? 

An  Interim  Report  on  the  Ongoing  Multiple  Risk  Factor  Intervention  Trial: 
MRFIT  New  Perspectives  on  Hypertension  2(1):10-19,  February  1981 . 
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MEETINGS  continued  from  page  238. 

June  10-12 

Review  Course  in  Reproductive  Endocrinology  (Johns 
Hopkins  University),  Baltimore.  30  credit  hrs.  Carlita 
Kearny,  Turner  19,  720  Rutland  Ave.,  Baltimore  MD 
21205,  (301)  955-3168. 

June  11-12 

19th  Annual  Meeting  of  the  Virginia  Society  of  Hematolo- 
gy. Virginia  Beach.  Charles  L.  Johnston,  Jr.,  MD,  Box 
597,  MCV  Station,  Richmond  VA  23298,  (804)  786-0251. 

June  11-13 

Arrhythmias  and  Cardiac  Ischemia:  Diagnosis  and  Man- 
agement (International  Medical  Education  Corporation), 
Virginia  Beach.  13  credit  hrs..  Cat  I.  Fee,  $245  for  MDs, 
$130  for  others.  IMEC,  64  Inverness  Dr.,  E.,  Englewood 
CO  80112,  toll-free  (800)  525-8646. 

June  12 

Symposium  on  Urology  (Eastern  Virginia  Medical 
School),  Norfolk.  Lou  Ann  Hamer,  EVMS,  P.O.  Box 
1980,  Norfolk  VA  23501,  (804)  446-6158. 

June  13-18 

6th  Annual  Myocutaneous  Flap  Dissection  Workshop 

(Plastic  Surgery  Specialists),  Norfolk.  Vicky  Martin,  400 
W.  Brambleton  Ave.,  Suite  300,  Norfolk  VA  23510,  (804) 
623-1090. 

June  16-20 

6th  Annual  Fitz-hugh  Symposium:  Facial  Plastic  Surgery 

(University  of  Virginia),  Charlottesville.  Office  of  CME, 
Box  368  Charlottesville  VA  22908,  (804)  924-5318. 

June  17-20 

86th  Annual  Session  of  the  Seaboard  Medical  Association, 

Kill  Devil  Hills,  North  Carolina.  Runette  S.  Boutwell, 
P.O.  Box  10387,  Raleigh  NC  27605,  (919)  821-2221. 

June  18-20 

Update  in  Cardiology  (Medical  College  of  Virginia),  Wil- 
liamsburg.  15  credit  hrs.,  Cat.  I.  Erma  Blanchard,  Box 
65,  MCV  Station,  Richmond  VA  23298,  (804)  786-0494. 

June  20-25 

Eastern  Shore  Medical  Symposium:  Problems  in  Diagnosis 
and  Treatment  Met  by  Every  Physician  (University  of 
Delaware  and  the  Medical  Society  of  Delaware),  Reho- 
both  Beach,  Delaware.  Fee,  $385.  Sylvia  Brocka,  Uni- 
versity of  Delaware,  2800  Pennsylvania  Ave.,  Wilming- 
ton DE  19806,  (302)  738-8151. 

June  23-26 

9th  Annual  Meeting  on  Sports  Medicine  (University  of 
Virginia),  Charlottesville.  Frank  C.  McCue,  III,  MD. 
UVa  Medical  Center,  Box  243,  Charlottesville  VA  22908, 
(804)  924-2083. 
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Tcix  shelter  up  to 
25%  of  your  income. 

The  pieces  are  in  place  to  give  even  small 
corporations  a custom  tailored,  tax-sheltered 
retirement  plan.  Contributions  are  invested  in 
high-yield  FSUC  insured  certificates  of  de- 
posit safe  from  stock  market  fluctuations. 

In  just  a few  hours  our  TaxShield®plan 
can  be  designed  to  fit  your  needs.  There  are 


One  of  Virginia’s  Oldest  and  Largest. 

Post  Office  Box  181 1 • Norfolk,  Virginia  23501  • 804/446-6600 
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THE  ARMY  NEEDS 
PHYSICIANS 
PART-TIME. 

The  Army  Reserve  offers  you  an  excellent 
opportunity  to  serve  your  country  as  a physician  and 
a commissioned  officer  in  the  Army  Reserve  Medical 
Corps.  Your  time  commitment  is  flexible,  so  it  can  fit 
into  your  busy  schedule.  You  will  work  on  medical 
projects  right  in  your  community.  In  return,  you  will 
complement  your  career  by  working  and  consulting 
with  top  physicians  during  monthly  Reserve  meetings 
and  medical  conferences.  You  will  enjoy  the  benefits 
of  officer  status,  including  a non-con  tributary  retirement 
annuity  when  you  retire  from  the  Army  Reserve, 
as  well  as  funded  continuing  medical  education  pro- 
grams.  A small  investment  of  your  time  is  all  it  takes 
to  make  a valuable  medical  contribution  to  your  com' 
munity  and  country.  For  more  information,  simply 
call  the  number  below. 

ARMY  RESERVE. 

BE  AIL  YOU  CAN  BE. 

MAJ  Sheila  T.  Bowman,  ANC  (301)  427-5101/5131  MAJ  David  F.  Alexander,  MSC  (804)  771-2401 
USAR  AMEDD  Procurement  USAR  AMEDD  Procurement 

Forest  Glen  Section  Federal  Office  Building 

Walter  Reed  Army  Medical  Center  400  North  - 8th  Street 

Washington,  DC  20012  Richmond,  VA  23240 
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Only  jobst  supports  are  custom  made  from  precise 
measurements  of  the  individual  extremity. 


Jobst 

Venous  Pressure  Gradient  Supports 

These  measured,  custom-made  therapeutic  elastic  supports  have  carried  the  jobst 
name  to  the  four  corners  of  the  world.  Prescription  only,  the  supports  can  be 
engineered  with  counterpressures  of  25,  30,  40  or  50  mm.Hg  at  the  ankle,  decreasing 
proximally  along  the  venous  pressure  gradient.  They  are  available  in  knee-length,  full- 
leg,  waist-height  and  lymphedema  sleeve  styles.  The  waist-height  Jobst  Pregnancy 
Leotard  deserves  special  mention  because  each  one  is  custom  made  with  an 
expandable  panel  according  to  the  patient's  own  measurements. 

Contact  your  local  Jobst  Service  Center  for  complete  details. 


JOBST  SERVICE  CENTER 

Suite  200 

818  Eighteenth  Street  N.W. 
Washington,  D.C.  20006 
202/298-5530 
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Southeast  Asians  in  Virginia: 

How  to  Manage  Their  Medical  Problems 

Richard  D.  Pearson,  MD,  Charlottesville,  Virginia 


Parasitic  diseases  reported  in  Virginia  have  shown  a dramatic  increase  in 
recent  years,  and  the  majority  have  occurred  in  Southeast  Asian  refugees. 
The  author  identifies  and  gives  the  treatment  for  the  parasites  most  frequent- 
ly encountered  in  these  refugees  and  discusses  the  other  medical  problems 
they  have  brought  with  them  to  Virginia. 


SINCE  the  Vietnam  War  ended,  in  mid-1975, 
more  than  300,000  Indochinese  refugees  have 
been  admitted  to  the  United  States.1  Approx- 
imately 13,000  of  them  have  found  new  homes  in 
Virginia,  primarily  in  Northern  Virginia. 

The  health  problems  of  this  refugee  population 
include  a number  of  conditions  not  usually  encoun- 
tered by  Virginia  physicians.  Chief  among  them  are 
parasitic  infections,  lack  of  immunization  against 
communicable  diseases,  tuberculosis,  hepatitis  B 
antigenemia,  cholera  and  hemorrhagic  conjuncti- 
vitis.2 

Parasitic  Infections 

There  have  been  dramatic  increases  in  the  num- 
bers of  parasitic  diseases  reported  in  Virginia  over 

From  the  Department  of  Medicine,  University  of  Vir- 
ginia School  of  Medicine.  Originally  presented  as  a Grand 
Rounds  discussion  on  April  3,  1980.  Edited  by  John  T. 
Bowers,  MD,  Marcia  Day  Finney,  and  Ann  Gray.  Ad- 
dress correspondence  to  Marcia  Day  Finney,  Box  466, 
University  of  Virginia  School  of  Medicine,  Charlottes- 
ville VA  22908. 


the  past  two  years,  according  to  Dr.  Harry  C. 
Nottebart,  Jr.,  director  of  Virginia’s  Bureau  of 
Communicable  Diseases,  and  the  majority  of  these 
have  occurred  in  Southeast  Asians  (Table  1).  The 
type  of  parasite  depends  on  the  refugee’s  nationali- 
ty and  travel  history  prior  to  entry  into  the  United 
States.  A Laotian  refugee  who  presented  recently  at 
the  University  of  Virginia  with  cavitary  lung  lesions 
was  found,  through  ova  identified  in  the  sputum,  to 
have  pulmonary  paragonimiasis. 

It  is  not  uncommon  to  find  multiple  parasites  in  a 
refugee.  For  example,  the  stools  of  the  Laotian 
patient  mentioned  above  contained  ova  of  hook- 
worm, Trichuris  trichiura , Clonorchis  sinensis  and 
Fasciolopsis  buski  as  well  as  those  of  Paragonimus 
westermani.  While  we  do  not  recommend  that 
refugees  be  routinely  screened  for  parasites,  testing 
for  parasites  should  be  part  of  the  complete  exami- 
nation of  any  refugee  who  requires  medical  care.2 

Protozoal  Infections 

Malaria.  The  protozoal  infections  most  prevalent 
among  refugees  are  malaria,  amebiasis  and  giardia- 
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sis.  Malaria  can  cause  life-threatening  illness.  The 
prevalence  of  malaria  among  the  refugee  population 
varies  according  to  ethnic  background  and  travel 
history.  One  to  2%  of  all  Indochinese  refugees  have 
parasitemia. 3 The  highest  rate  of  parasitemia  has  been 
noted  in  Vietnamese  from  urban  areas  who  so- 
journed in  Indonesian  camps  where  malaria  was 
endemic;  in  general,  this  group  lacks  immunity  to 
malaria.  In  contrast,  Laotian  and  Kampuchean  ref- 
ugees are  often  immune,  for  they  come  from  rural 
areas  hyperendemic  for  malaria.  The  distribution  of 
Plasmodium  species  in  refugee  cases  of  malaria 
reported  in  California  in  1979  was  as  follows:  P 
viva. x,  71%;  P falciparum , 20%;  P malariae , 5%; 
mixed  P falciparum/ P vivax , 2%;  and  undetermined 
species,  2%. 4 

Patients  with  malaria  may  present  with  a febrile 
illness  typical  of  the  infecting  species,  but  the 
symptoms  may  be  very  subtle  in  patients  from  areas 
where  the  disease  is  endemic.  In  the  immune  refu- 
gee, fever  may  not  be  present,  and  malaise,  back- 
ache and  headache  may  be  the  only  complaints.  P 
falciparum  can  produce  fulminant,  life-threatening 
disease  in  non-immune  hosts.  In  the  California 
series  cited  above,  onset  of  malarial  symptoms 
began  an  average  of  three  weeks  after  the  refugees 
arrived  in  the  United  States.  In  general,  refugees 
with  P falciparum  infection  become  symptomatic 
within  two  months  of  arrival,  but  longer  incubation 
periods  have  been  reported.  Symptoms  of  P vivax 
and  P malariae  infection  usually  appear  within 
weeks  to  months  of  the  refugee’s  arrival,  but  the 
infection  may  remain  latent  for  years.  Congenital 
malaria  has  been  seen  in  newborns  of  infected 
Indochinese  mothers. 

The  diagnosis  of  malaria  is  made  by  staining  thick 
and  thin  blood  smears  with  Wright  or  Giemsa 
stains.  Indirect  fluorescent  antibody  tests  for  malar- 
ia are  available  from  the  Centers  for  Disease  Con- 
trol. When  positive,  IFA  tests  indicate  past  or 


present  malarial  infection.  These  tests  are  more 
helpful  in  epidemiologic  studies  than  they  are  in  the 
diagnosis  of  acute  disease  in  the  refugee. 

Therapy  for  malaria  varies  according  to  the  in- 
fecting species.  P falciparum  malaria  requires  im- 
mediate treatment.  Since  P falciparum  isolates 
from  Southeast  Asia  are  often  resistant  to  chloro- 
quine,  initial  therapy  must  include  quinine  sulfate 
and  at  least  one  other  drug;  in  the  past,  a sulfon- 
amide and  pyrimethamine  were  added.  Recent  re- 
ports suggest  that  P falciparum  strains  in  the  Thai- 
Kampuchean  border  area  are  resistant  to 
sulfonamides  and  pyrimethamine.  In  treating  refu- 
gees from  this  area,  physicians  are  advised  to 
initiate  therapy  with  quinine  and  tetracycline.5  In 
young  children  and  pregnant  women,  for  whom 
tetracycline  is  relatively  contraindicated,  it  is  pref- 
erable to  reserve  the  quinine-tetracycline  combina- 
tion for  failures  of  quinine-sulfonamide-pyrimeth- 
amine  therapy.  P vivax  is  sensitive  to  chloroquine, 
but  definitive  treatment  includes  primaquine  for  the 
exoerythrocytic  phase  of  the  disease.  Since  10-12% 
of  the  Southeast  Asian  population  is  glucose-6- 
phosphate  dehydrogenase-deficient,  a patient's  G- 
6-PD  status  must  be  determined  before  primaquine 
or  a sulfonamide  is  administered;  G-6-PD  deficien- 
cy requires  an  alteration  in  the  primaquine  dose 
schedule.2  P malariae  infection  responds  to  chloro- 
quine alone. 

As  refugees  become  integrated  into  our  society 
and  become  blood  donors,  the  incidence  of  transfu- 
sion malaria  in  the  United  States  may  rise.  There  is 
also  a small  risk  of  domestic  transmission,  since 
anopheline  mosquitoes  in  North  America  can  serve 
as  vectors  for  malaria,  but  the  low  rate  of  infection 
in  refugees  and  a low  intensity  of  parasitemia  (per- 
cent of  parasitized  red  blood  cells)  make  this  unlike- 
ly. No  outbreaks  of  Indochinese  refugee-introduced 
malaria  have  been  reported  in  this  country. 

Giardiasis  and  amebiasis.  The  carriage  rates  of 


Table  1.  Reported  Parasitic  Diseases  in  Virginia,  1979-1981. 


Total 

1979 

Probably 

Southeast 

Asians 

Total 

1980 

Probably 

Southeast 

Asians 

Total 

1981 

Probably 

Southeast 

Asians 

Plasmodium  vivax 

23 

51  1 

23  3 

Plasmodium  falciparum 

2 

9 

5 

Plasmodium  malariae 

5 

L 7 

0 l 

43 

2 

12 

Plasmodium  ovale 

0 

1 

I 

Plasmodium , species  unknown 

0 

4 1 

2 

Amebiasis 

49 

9 

64 

35-42 

39 

16 

Giardia  lamblia 

210 

76 

396 

239-306 

216 

44 

Ascaris  lumbricoides 

318 

270 

616 

553-597 

86 

38 

Hookworm 

100 

100 

441 

436-439 

272 

256 

Strongyloides  stercoralis 

121 

41 

181 

133-150 

177 

81 

Trichuris  trichiura 

118 

106 

387 

351-374 

1 14 

97 

Clonorchis  sinensis 

34 

34 

187 

186 

32 

31 
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Fig.  1.  Typical  ova  of  Trichuris  trichiura  (A)  and  Ancylos- 
toma  duodenale,  or  hookworm  (B),  in  stool  sample. 

Bar  = 50  /xm. 

Giardia  latnblici  and  Entamoeba  histolytica  and  the 
pattern  of  disease  in  the  refugee  population  do  not 
differ  significantly  from  the  rates  and  pattern  in 
native  Americans.  The  most  common  finding  in 
infected  refugees  is  asymptomatic  cyst  excretion.  G 
lamblia  may  cause  acute,  subacute  or  chronic  diar- 
rhea and  may  be  associated  with  a malabsorption 
syndrome.  E histolytica  can  produce  amebic  dysen- 
tery and,  occasionally,  extra-intestinal  disease 
(e.g.,  liver  abscess). 

Helminthic  Infections 

In  helminthic  infections,  adult  parasites  do  not 
multiply  in  the  host,  although  autoinfection  may 
occur  with  Strongyloides  stercoralis  and  Hyme- 
noplepis  nana.  Adult  worms  have  finite  life  spans, 
which  range  from  a few  weeks  in  the  case  of 
Trichinella  spiralis  to  30  years  in  the  case  of  Clonor- 
chis  sinensis.  Tissue  damage  in  the  host  is  usually 
proportional  to  the  parasite  burden.  When  treating 
patients  infected  with  helminths,  it  is  not  necessary 
(indeed,  it  may  not  be  possible)  to  kill  all  of  the 
worms.  Finally,  patients  with  helminthic  infections 
often  have  eosinophilia. 

Intestinal  nematodes.  Intestinal  nematodes  are 
the  parasites  most  frequently  encountered  among 
Southeast  Asian  refugees.  The  likelihood  of  infec- 
tion with  a nematode  varies  according  to  the  ethnic 
background  and  travel  experience  of  the  patient.  In 
general,  Ascaris  lumbricoides  is  found  most  often. 
Hookworm  and  Trichuris  trichiura  are  quite  fre- 


Fig.  2.  Paragonimus  westermani  ovum  in  sputum  speci- 
men. Organism  is  contracted  away  from  wall  of  ovum 
during  storage.  Operculum  is  open.  Bar  = 50  pm. 

quently  seen  (Fig.  1).  Strongyloides  stercoralis  was 
prevalent  in  one  study,  but  the  high  frequency  was 
accounted  for  by  disease  within  a single  family.6 

There  has  been  debate  about  when  a patient  with 
intestinal  nematodes  should  be  treated.  Some  phy- 
sicians favor  withholding  therapy  for  hookworm 
infection  unless  the  patient  shows  signs  of  iron 
deficiency.  Most  physicians  agree  that  infection 
with  either  Ascaris  lumbricoides  or  Strongyloides 
stercoralis  should  be  treated  promptly.  Mebenda- 
zole is  highly  effective  against  hookworm,  Ascaris 
lumbricoides  and  Trichuris  trichiura ; however,  use 
of  this  drug  is  contraindicated  during  pregnancy,  for 
it  is  known  to  be  teratogenic.  There  are  other  drugs 
available  for  the  treatment  of  these  parasites.  Thia- 
bendazole is  the  drug  of  choice  for  Strongyloides 
stercoralis. 

Trematodes.  Infection  with  trematodes  is  seen  in 
members  of  the  Asian  immigrant  population.  Para- 
gonimus westermani  is  one  of  the  most  interesting 
of  these  flukes.  Lung  flukes  were  first  identified  in 
an  otter  in  Brazil  in  1850. 7 In  1877,  Westerman, 
director  of  the  Zoological  Gardens  in  Amsterdam, 
discovered  flukes  in  the  lungs  of  a tiger.  A friend  of 
his  classified  the  fluke,  naming  the  species  after 
Westerman.  By  1880,  eggs  of  similar  flukes  were 
identified  in  human  sputum  in  Japan  and  Formosa. 

P westermani  has  a complex  life  cycle  which 
begins  when  ova  from  an  infected  mammal  are 
introduced  into  fresh  water  via  sputum  or  feces. 
Embryonation  occurs  and  miracidia  are  released 


246 


VIRGINIA  MEDICAL/APRIL  1982 


VOLUME  109 


into  the  water.  The  miracidia  invade  snails,  undergo 
further  development  and  multiply.  Cercariae  are 
then  released  from  the  snails  and  infect  freshwater 
crustaceans — crabs  or  crayfish,  in  which  they  form 
cysts.  When  man  eats  raw  infected  crustaceans,  the 
larvae  escape  from  their  cysts,  penetrate  the  intesti- 
nal wall,  traverse  the  peritoneal  cavity,  migrate 
through  the  diaphragm  and  pleura  and  invade  the 
lungs.  In  approximately  one-third  of  the  cases  of 
paragonimiasis  with  pulmonary  involvement,  the 
worms  are  also  found  outside  the  lungs,  usually  in 
the  abdominal  cavity,  the  brain  or  the  kidneys. 

P westermani  is  native  to  China,  Taiwan,  Japan, 
Korea,  the  Philippines  and  certain  areas  of  Indo- 
china. At  one  time  Korean  children  with  measles 
were  treated  with  a potion  which  contained  minced 
raw  freshwater  crabs.  A species  of  Paragonimus 
has  been  identified  in  the  African  Cameroons. 
There,  it  is  customary  for  young  women  to  eat  raw 
crabs  in  an  attempt  to  increase  their  fertility.  Para- 
gonimiasis in  man  as  a result  of  infection  with  P 
kellicotti  has  been  reported  in  North  America.8  The 
organism  has  been  found  in  both  wild  and  domesti- 
cated animals  in  North  America  and  in  snails  in 
streams  in  Ontario  and  Michigan  and  in  the  St. 
Lawrence  River. 

A patient  with  pulmonary  paragonimiasis  is  likely 
to  present  with  a dry  cough  of  insidious  onset, 
blood-streaked  sputum,  a low-grade  fever,  dys- 
pnea, weight  loss  and  malaise.  The  patient  may 
have  eosinophilia.  Some  patients  experience  ab- 
dominal pain  or  gastrointestinal  hemorrhage  when 


Fig.  3.  Ovum  of  Clonorchis  sinensis  in  stool  specimen. 
Bar  - 50  fi m. 


the  worms  excyst  in  the  intestine.  Cases  of  paragon- 
imiasis in  Korea  have  been  associated  with  mass 
lesions,  seizures  and  cerebral  atrophy  with  resulting 
low  intelligence.  Typically,  roentgenographic  find- 
ings include  multiple  small  pulmonary  cavities, 
which  may  resemble  clusters  of  grapes.  Pleural 
involvement  is  seen  in  more  than  20%  of  cases. 
Pleural  effusions  are  relatively  common  but  are 
usually  small. 

A diagnosis  of  paragonimiasis  requires  that  oper- 
culated  ova,  85  x 55  /urn  in  diameter,  be  demon- 
strated in  the  sputum  or  feces  (Fig.  2).  A diligent 
search  through  multiple  sodium  hydroxide-concen- 
trated specimens  may  be  necessary.  In  Korea,  it 
has  often  been  necessary  to  examine  as  many  as  20 
sputum  specimens  before  a single  ovum  is  identi- 
fied. Ova  are  found  in  the  stool  in  approximately 
80%  of  cases.  According  to  a recent  report,  ova 
were  identified  in  the  gastric  aspirate  of  a young 
Filipino  child  with  pulmonary  paragonimiasis.9 

It  should  be  noted  that  acid-fast  staining  proce- 
dures destroy  Paragonimus  ova.  This  may  be  im- 
portant in  cases  of  cavitary  lung  disease  which  are 
thought  to  be  due  to  tuberculosis  and  in  which  the 
diagnosis  of  pulmonary  paragonimiasis  has  not  been 
entertained.  A reliable  complement  fixation  test  for 
Paragonimus  is  available  through  the  Centers  for 
Disease  Control. 

Bithionol  is  the  treatment  of  choice  for  Paragoni- 
mus infections  and  is  available  in  the  United  States 
through  the  Centers  for  Disease  Control.  It  is 
administered  orally.  Severe  adverse  reactions  are 


Fig,  4.  Ovum  of  F asciolopsis  buski  in  stool  specimen. 
Bar  = 50  jum. 
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rare,  but  diarrhea,  mild  abdominal  discomfort,  nau- 
sea and  vomiting  occur  occasionally  with  therapy. 

The  most  practical  means  of  avoiding  infection 
with  P westermani  is  to  refrain  from  eating  un- 
cooked freshwater  crustaceans  and  drinking  un- 
boiled, potentially  contaminated  creek  water  in 
endemic  areas. 

Southeast  Asian  refugees  may  be  infected  with 
other  trematodes,  such  as  the  Clonorchis  and 
Opisthorchis  species.  Clonorchis  sinensis  infection 
is  also  common  among  Chinese  immigrants  to  the 
United  States  and  among  native  Hawaiians  who 
have  eaten  contaminated  fish  imported  from  the 
Orient.  In  addition,  C sinensis  infection  is  seen  in 
German-Jewish  refugees  who  sojourned  in  Shang- 
hai during  World  War  II  before  they  immigrated  to 
the  United  States. 

The  life  cycles  of  the  Clonorchis  and  Opisthor- 
chis flukes  are  similar  to  that  of  P westermani.  The 
snail  serves  as  the  first  intermediate  host  and  fresh- 
water fish  as  the  second  intermediate  host.  When 
man  ingests  contaminated  fish,  the  larvae  excyst  in 
the  small  intestine,  migrate  up  the  common  bile 
duct  and  lodge  in  the  distal  biliary  ducts  of  the  liver; 
there  they  may  cause  epithelial  proliferation  and 
fibrosis,  which  may  result  in  local  obstruction. 
Clonorchiasis  has  been  associated  with  ascending 
cholangitis  and  cholangiocarcinoma.  Diagnosis  is 
made  by  identification  of  light  yellow-brown  ova,  29 
x 16  /am,  in  the  stool  (Fig.  3).  There  is  no  effective 
therapy  for  clonorchiasis,  although  high-dose  chlo- 
roquine  phosphate  has  been  administered  to  pa- 
tients with  heavy  infections. 

The  largest  trematode  to  infect  man  is  Fasciolop- 
sis  huski.  Man,  hogs  and,  occasionally,  dogs  are  the 
natural  definitive  hosts.  The  snail  is  the  organism’s 
only  intermediate  host.  Eggs  are  passed  in  feces, 
convert  in  fresh  water  to  miracidia,  then  penetrate 


suitable  snail  hosts.  Cercariae  are  eventually  liber- 
ated, and  they  encyst  on  the  surface  or  in  the 
integument  of  freshwater  plants  such  as  the  water 
hyacinth,  water  chestnut,  or  water  bamboo.  Per- 
sons who  ingest  these  plants  in  an  uncooked  state 
become  infected  with  F buski.  The  adult  worms 
excyst  in  the  gastrointestinal  tract  and  remain  in  the 
small  bowel.  There  are  usually  no  signs  or  symp- 
toms of  infection,  although  patients  with  very  heavy 
infestations  may  experience  diarrhea,  abdominal 
pain  or  malabsorption.  The  diagnosis  is  made  by 
identification  of  large  (130-140  x 80-85  pm), 
yellowish,  ellipsoidal  eggs  in  the  feces  (Fig.  4).  The 
treatment  for  symptomatic  fasciolopsiasis  is  hexyl- 
resorcinol  or  tetrachloroethylene. 

Other  Health  Problems 
Lack  of  Immunization 

Measles  outbreaks  have  been  reported  in  refugee 
camps  in  Indochina,  and  imported  and  acquired 
cases  of  measles  have  occurred  among  refugees 
settling  in  the  United  States.10  The  Centers  for 
Disease  Control  have  attempted  to  begin  vaccinat- 
ing refugees  before  they  leave  Indochina  for  the 
United  States;  the  series  of  vaccinations  are  then  to 
be  completed  after  the  refugees  arrive  here.  Chil- 
dren are  vaccinated  against  diphtheria,  tetanus, 
pertussis  and  poliomyelitis.  Because  of  its  toxicity, 
pertussis  vaccine  is  not  administered  to  persons 
over  the  age  of  6 years.  Children  are  also  immu- 
nized against  measles,  mumps  and  rubella.  Male 
adolescents  14-19  years  of  age  receive  measles, 
mumps  and  rubella  vaccines,  but  these  are  not 
given  to  adolescent  females  because  of  the  possibili- 
ty of  pregnancy.1 1 

The  prevalence  of  active  tuberculosis  among 
Southeast  Asians  entering  the  United  States  in  1979 
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was  926  per  100,000. 12  The  older  the  refugees,  the 
higher  the  incidence  of  tuberculosis.  Approximately 
90%  of  all  the  cases  of  tuberculosis  among  refugees 
are  pulmonary  tuberculosis.  Indochinese  refugees 
now  account  for  about  6%  of  all  cases  added  each 
year  to  the  tuberculosis  registers  in  the  United 
States.  A positive  PPD  has  been  reported  in  41%  of 
the  refugees  under  18  years  of  age  in  San  Francisco 
and  in  more  than  half  of  all  refugees  in  Washington, 
DC,  and  Los  Angeles.2  As  a result  of  language 
barriers  and  inadequate  or  nonexistent  health  rec- 
ords, it  is  difficult  to  determine  what  percentage  of 
the  refugee  population  received  BCG  vaccine 
against  tuberculosis  while  still  in  Indochina;  a re- 
cent report  from  Washington,  DC,  indicates  that 
only  7%  of  refugee  children  were  thought  to  have 
received  BCG  vaccine.6  In  January  1979,  manda- 
tory screening  of  all  Indochinese  refugees  entering 
Virginia  was  instituted  by  the  state’s  Bureau  of 
Tuberculosis  Control. 

Because  isoniazid-resistant  Mycobacterium  tu- 
berculosis is  isolated  more  frequently  from  South- 
east Asian  refugees  in  the  United  States  than  from 
native  Americans,  active  pulmonary  tuberculosis  in 
refugees  should  be  treated  with  three  drugs,  isonia- 
zid,  rifampin,  and  ethambutol,  pending  the  outcome 
of  sensitivity  testing.  Patients  under  35  years  of  age 
with  a positive  PPD  but  no  evidence  of  active 
disease  should  receive  isoniazid  therapy  for  one 
year.  The  guidelines  for  the  treatment  of  contacts  of 
patients  with  isoniazid-resistant  tuberculosis  con- 
tain three  alternatives;  (a)  patients  may  receive 
rifampin  with  or  without  isoniazid  for  one  year;  (b) 
patients  may  be  given  isoniazid  alone  for  one  year; 
or  (c)  patients  may  be  observed  closely  and  treated 
for  active  tuberculosis  only  when  they  manifest 
signs  or  symptoms  of  the  disease.2  At  the  Universi- 
ty of  Virginia  Medical  Center  we  favor  the  first 
alternative. 

Hepatitis  B 

As  many  as  13%  of  the  refugees  from  Indochina 
are  carriers  of  hepatitis  B surface  antigen.13  These 
individuals — and  any  newborn  infants  of  infected 
mothers — may  suffer  the  consequences  of  chronic 
hepatitis  B virus  infection.  In  addition,  this  subset 
of  the  refugee  population  poses  a potential  threat  to 
medical,  dental,  and  laboratory  personnel.  Appro- 
priate precautions  should  be  taken  by  health  profes- 
sionals so  that  the  risk  of  inoculation  from  infective 
blood  and  saliva  is  minimized. 

Cholera  and  Conjunctivitis 

Two  other  diseases  seen  in  refugees  are  cholera 


and  acute  hemorrhagic  conjunctivitis,  neither  of 
which  occurs  with  any  frequency  in  the  United 
States.  The  incubation  period  for  cholera  is  less 
than  five  days.  Cases  of  cholera  have  been  reported 
in  refugees  in  camps  in  Southeast  Asia  and  in 
refugees  shortly  after  they  have  arrived  in  the 
United  States.  Cholera  does  not  pose  a significant 
health  risk  in  North  America  because  of  the  gener- 
ally high  level  of  sanitation. 

Epidemic  outbreaks  of  acute  conjunctivitis, 
caused  by  enterovirus  70  and  adenoviruses  1 1 and 
8,  have  been  associated  with  crowded  conditions 
and  less  than  adequate  hygiene.  Screening  of  refu- 
gees in  transit  camps  and  surveillance  at  U.S. 
quarantine  stations  have  limited  the  number  of 
infected  refugees  admitted  to  this  country.  Some 
refugees  with  acute  hemorrhagic  conjunctivitis 
have  entered  the  United  States,  but  major  second- 
ary spread  of  the  disease  has  not  been  reported. 

We  wish  to  thank  Ms.  Karen  Sauer  for  technical 
assistance,  Mr.  James  Sullivan  for  photomicrography, 
and  Ms.  Margaret  Busch  for  assistance  with  manuscript 
preparation. 
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Watch  Out  for  Those  Zebras 

R.  B.  Dietrick,  MD,  Kwangu,  Korea 


Out  of  his  surgical  experience  in  Korea,  the  author  reports  three  cases  of 
parasitic  disease  common  in  the  Orient  but  uncommon  in  the  United  States 
and  points  out  that  the  increasing  mix  of  populations  and  cultures  is  blurring 
the  geographical  boundaries  of  these  and  many  other  diseases. 


WHEN  confronted  with  a group  of  signs 
and  symptoms,  the  physician  does  well 
to  think  first  of  the  commonest  disease 
possibilities.  This  is  summed  up  in  the  adage, 
“When  you  hear  hoofbeats,  think  of  horses,  not 
zebras.”  One  must  remember,  though,  that  the 
uncommon  possibilities  in  one  area  of  the  world 
(zebras)  may  be  a common  possibility  in  another 
(horses),  and  when  populations  are  mixed  the  “ze- 
bras” get  in  with  the  “horses”. 

With  the  immigration  of  hundreds  of  thousands  of 
people  into  the  United  States  in  recent  years,  and 
with  the  ever-increasing  numbers  of  American  citi- 
zens traveling  abroad,  the  American  physician 
needs  to  remember  there  is  the  possibility  of  some 
diagnostic  “zebras”  appearing  in  their  patients. 

We  here  present  case  reports  of  three  patients, 
each  of  whom  had  a disease  common  in  East  Asians 
but  not  common  in  native  and  untraveled  Ameri- 
cans. When  examining  and  treating  immigrants  to 
the  United  States  from  East  Asia,  these  diseases 
should  be  considered  as  real  rather  than  remote 
possibilities,  when  the  symptoms  are  appropriate. 

From  Kwangju  Christian  Hospital,  PO  Box  70,  Kwang- 
ju, Korea  500. 

Submitted  9-28-81 . 


Case  Reports 

Case  1,  Ascaris  lumbricoides  in  the  biliary  tree: 
Kwak  Chi  Su,  a 42-year-old  female,  was  admitted  in 
February  1981  with  a chief  complaint  of  intermittent 
attacks  of  right  upper  quadrant,  colicky  pain  of  two 
months  duration,  associated  with  chills  and  fever 
and  not  relieved  by  treatment.  There  was  a past 
history  of  similar  attacks.  Physical  examination  was 
not  revealing  except  for  mild  epigastric  tenderness. 
An  intravenous  cholangiogram  IVC  showed  a “lin- 
ear translucency  in  the  common  duct,  suggestive  of 
an  ascaris.”  Other  studies  were  not  helpful.  At 
exploratory  laparotomy  a dead  Ascaris  worm  was 
removed  from  the  common  duct. 

The  patient  made  a good  recovery,  and  was  last 
seen  one  month  after  discharge,  at  which  time  she 
was  asymptomatic. 

Case  2,  Clonorchis  sinensis  infestation:  Kim  Woo 
Sup,  a 45-year-old  male,  was  admitted  in  January 
1981  with  epigastric  distress  and  burning  pain, 
present  for  many  years  off  and  on  but  severe  for 
about  two  weeks.  Previous  treatment  had  brought 
no  relief.  The  patient  used  both  alcohol  and  tobac- 
co. Pertinent  physical  findings  were  a palpable  liver 
edge  with  a round  tender  mass  just  below  it,  5-6  cm 
in  diameter.  This  mass  was  sometimes  present  and 
sometimes  not.  Other  pertinent  findings  were  a 72% 
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eosinophilia  on  white  blood  count,  non-visualiza- 
tion of  the  gall  bladder  and  common  duct  by  X-ray 
study,  and  Ascaris  and  Clonorchis  eggs  in  the  stool. 

Operation  shortly  after  admission  revealed 
chronic  cholecystitis,  a nodular,  slightly  enlarged 
liver,  and  many  Clonorchis  flukes  in  the  common 
duct.  The  gall  bladder  was  removed,  many  Clonor- 
chis flukes  washed  out,  and  the  common  duct 
drained  by  T-tube. 

Recovery  was  without  incident.  Over  the  next  six 
months  two  T-tube  cholangiagrams  showed  dilata- 
tion of  the  intrahepatic  bile  ducts  and  multiple  filling 
defects  consistent  with  residual  clonorchiasis,  but 
the  patient  was  asymptomatic.  Eosinophilia  had 
decreased  dramatically. 

Case  3,  Paragonimus  westermani  causing  chron- 
ic empyema:  Song  Chi  Young,  a 15-year-old  male, 
was  admitted  in  April  1981  with  a history  of  cough, 
scant  sputum  without  blood  streaking,  and  mild 
dysnea  of  only  three  days  duration.  Other  pertinent 
findings  were  a chest  X-ray  interpreted  as  showing 
a massive  right  empyema  and  an  eosinophilia  of 
20%  on  white  blood  count.  Physical  examination 
revealed  an  afebrile  child  who  was  ill,  but  not  as  ill 
as  the  X-ray  might  indicate.  The  patient  was  treated 
for  tuberculus  empyema,  but  the  diagnosis  was 
changed  after  a tuberculin  test  was  negative,  and  a 
skin  test  for  paragonimiasis  was  positive.  The  em- 
pyema did  not  resolve  after  several  thoracenteses 
and  a course  of  bithionol,  so  a decortication  was 
done.  Pathologic  exam  of  the  empyema  “peel” 
revealed  Paragonimus  eggs.  One  month  after  dis- 
charge the  patient  was  asymptomatic  and  chest  X- 
ray  revealed  only  slight  haziness  at  the  right  base. 

Discussion 

These  case  reports  are  illustrative  of  problems 
not  uncommon  at  the  Kwangju  Christian  Hospital 
in  Korea,  where  I practice,  and  such  diagnoses 
occasion  no  surprise  there.  In  the  United  States 
they  would  be  unusual,  but  not  if  the  patients  were 
from  Korea  or  perhaps  from  another  of  several  East 
Asian  countries. 

All  of  these  parasites  are  found  through  much  of 
that  part  of  the  world.  Ascarides  are  ubiquitous, 
while  Paragonimus  and  Clonorchis  organisms  are 
found  in  Korea,  Japan,  the  Philippines,  Taiwan, 
China  and  Indochina.1 

In  general,  diagnosing  these  parasites  is  not  diffi- 
cult, provided  one  suspects  them,  asks  a few  perti- 
nent questions,  checks  some  points  on  physical 
examination,  and  performs  a few  appropriate  tests. 

In  diagnosing  ascariasis  and  its  complications, 
one  should  ask  the  patient  if  he  has  ever  passed  a 


worm.  Quite  often  he  will  have  done  so,  and  this 
may  be  the  clue  to  the  source  of  the  trouble.  In 
Americans  who  have  been  abroad  recently,  it  is 
wise  to  ask  if  they  have  eaten  uncooked  foods,  such 
as  leafy  vegetables. 

On  physical  examination  and  routine  blood  tests 
there  is  often  almost  nothing  to  be  found  when 
invasion  of  the  biliary  tree  by  an  Ascaris  worm  is 
the  problem.  The  patient  has  or  reports  excruciat- 
ing, colicky,  right  upper  quadrant,  or  epigastric, 
pain,  yet  there  is  little  to  show  for  it.  Some  patients 
report  tenderness  when  the  epigastrium  is  palpated 
just  to  the  right  of  the  xyphoid.  Wright  felt  that  this 
was  the  area  to  which  common  duct  pain  was 
referred  and  that  pain  there  was  typical  of  common 
duct  ascariasis  with  colic.2 

Certain  tests  are  also  of  value,  the  first  and 
cheapest  being  a stool  for  ova  and  parasites.  Find- 
ing Ascaris  ova  in  the  stool  should  certainly  raise 
suspicion  of  biliary  invasion  when  the  symptoms 
are  appropriate.  An  IVC  can  be  helpful,  as  it  was  in 
the  case  presented.  One  must  be  careful,  though, 
for  we  have  had  patients  who  had  a typical  translu- 
cency  on  IVC  yet  the  common  duct  was  empty  on 
exploration.  This  raises  the  question  as  to  whether 
the  parasite  was  there  and  left,  or  whether  some 
fold  or  indentation  of  the  common  duct  can  cause 
the  same  appearance.  In  recent  years  endoscopic 
retrograde  cholangiography/pancreatography  has 
also  been  helpful  on  occasion,  though  one  must 
exercise  the  same  caution  as  with  the  IVC.  More 
uncommonly,  the  endoscopist  may  actually  see  and 
grasp  the  tail  of  an  Ascaris  protruding  through  the 
ampulla  of  Vater  and  remove  it,  thereby  saving  the 
patient  an  operation. 

It  should  be  remembered  also  that  ascariasis  can 
cause  other  complications.  We  have  found  an  Asca- 
ris worm  in  an  appendiceal  abscess,  impacted  in  the 
ampulla  of  Vater  and  causing  pancreatitis,  and 
penetrating  a gastro-jejunal  suture  line  causing  leak- 
age of  the  anastomosis.3,4 

Korean  patients  with  chonorchiasis  are  usually 
male  and  middle-aged  and  often  have  a propensity 
for  “partying”,  since  the  disease  is  usually  con- 
tracted by  eating  contaminated  raw  fish,  which  are 
often  served  at  social  events. 

We  have  found  that  patients  with  chlonorchiasis 
often  have  a globular,  palpable,  tender  gall  bladder, 
although  these  symptoms  may  disappear  soon  after 
a colicky  attack  subsides.  A skin  test  positive  for 
chlonorchiasis,  a stool  positive  for  Clonorchis 
eggs,  eosinophilia  and  physical  or  laboratory  signs 
of  cirrhosis  are  also  helpful  in  making  the  diagnosis. 

At  operation  the  gall  bladder  is  usually  found  to 
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be  enlarged,  tense,  and  often  thin-walled.  Examina- 
tion of  bile  from  the  gall  bladder  may  reveal  numer- 
ous Clonorchis  eggs,  and  we  wonder  whether  these 
eggs  can  obstruct  the  cystic  duct  temporarily,  caus- 
ing the  attacks  of  pain. 

Pathology  examination  of  the  cystic  duct  reveals 
periductal  fibrosis,  so  that  the  duct  is  constricted. 
This  periductal  fibrosis  is  typical  of  the  disease 
throughout  the  liver.3  We  always  remove  the  gall 
bladder  and  also  open  the  common  duct  and  wash 
out  as  many  Clonorchis  flukes  as  possible.  Over  the 
years  we  have  occasionally  tried  postoperative  irri- 
gation of  the  T-tube  but  not  with  any  salutary  effect. 
Once  the  gall  bladder  is  gone,  the  patients  are 
symptomatically  relieved,  however.  Also,  over  the 
past  20  years  we  have  seen  four  cases  of  common 
duct  carcinoma  associated  with  Clonorchis  infesta- 
tion, an  association  also  noted  by  others.5 

Korean  patients  with  paragonimiasis  are  usually 
young  males  who  have  caught  and  eaten  contam- 
inated, fresh-water  crayfish.  Of  course  others  may 
eat  such  crayfish  on  occasion,  and  the  disease  has 
been  reported  in  those  who  have  only  handled 
contaminated  crayfish.  Simple  paragonimiasis  is 
marked  by  cough,  rusty  sputum,  which  the  patient 
often  describes  as  having  a fishy  odor,  malaise,  and 
a healthy  appearance  that  belies  the  reported  sever- 
ity of  the  symptoms.  Pleurisy  is  common,  and 
empyema  occurs  more  often,  we  believe,  than  has 
been  reported.6 

Physical  examination  is  not  particularly  helpful, 
and  chest  X-ray  may  or  may  not  be,  according  to 
whether  the  disease  mimics  tuberculosis  and  how 
alert  the  radiologist  is  to  the  possibility  of  the 
diagnosis.  In  our  area  in  Korea,  where  there  is  a 
great  deal  of  pulmonary  tuberculosis,  paragoniasis 
is  often  mistaken  for  pulmonary  tuberculosis,  and 
indeed  the  two  diseases  often  coexist,  which  further 
complicates  the  problem.7  Finding  Paragonimus 
eggs  in  the  sputum  or  stool  will  clinch  the  diagnosis, 
but  this  is  not  always  easy  to  do,  especially  in  light 
infestations.8  Fortunately,  the  skin  test  for  paragoni- 
miasis is  quite  reliable,  being  positive  almost  100% 
of  the  time  in  infected  persons,  with  false  positives 
rare.9  There  is  a cross  sensitivity  to  Clonorchis , but 
the  age  grouping  of  the  patients  and  the  nature  of 
the  symptoms  are  so  different  than  confusion  rarely 
arises.  We  maintain  that  in  patients  with  appropri- 
ate symptomatology  and  with  a negative  tuberculin 
test,  a skin  test  positive  for  P westermani  is  tanta- 
mount to  a diagnosis  even  though  a sputum  test 
does  not  show  it.  We  treat  these  patients  with 
bithinol,  which  has  been  on  the  market  in  the  Orient 
for  about  20  years  and  is  quite  effective. 


Complications  of  paragonimiasis,  such  as  in  the 
patient  reported  can  be  more  of  a problem  than  the 
disease  itself.  The  same  diagnostic  criteria  apply, 
however,  and  in  any  Oriental  who  has  an  empyema, 
especially  when  the  symptoms  are  not  as  severe  as 
the  chest  X-ray  suggests,  a diagnosis  of  paragoni- 
miasis should  be  strongly  considered. 

Summary 

In  summary,  we  have  presented  case  reports  of 
three  diseases  common  in  the  Orient,  specifically 
Korea,  but  uncommon  in  the  United  States.  In 
each,  the  dietary  history  and  presence  of  eosino- 
philia  may  point  to  the  diagnosis.  Finding  the  para- 
site’s eggs  in  the  sputum  (Paragonimus)  or  stool 
(Paragonimus,  Clonorchis  and  Ascaris),  gives  fur- 
ther diagnostic  support.  A skin  test  positive  for  P 
westermani  is  strong  evidence  for  active  infesta- 
tion, when  symptoms  are  appropriate  and  tubercu- 
losis can  be  excluded. 

Thus  in  caring  for  East  Asians  the  American 
physician  should  consider  these  diseases,  which  are 
uncommon  in  the  American  experience,  simply 
because  they  are  common  in  other  cultures.  In  the 
future,  as  populations  and  cultures  mix  more  and 
more,  there  will  be  more  “zebras”  among  the 
“horses.” 
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Vitamin  D Disorders  in  Children 
with  Chronic  Renal  Failure 


James  C.  M.  Chan,  MD,  Richmond , Virginia 

Mineral  balances  and  radiography  document  an  often  dramatic  response  to 
1, 25-dihydroxy vitamin-D3  therapy  in  children  with  chronic  renal  failure 
whose  growth  rate  is  impaired.  Accelerated  deterioration  of  renal  function, 
once  proposed  as  a hazard,  seems  not  be  be  a factor. 


In  1883,  Lucas1  noted  the  association  between 
late  onset  of  rickets  and  albuminuria,  but  it  was 
Fletcher2  who  first  rcognized  the  association 
between  chronic  renal  failure  and  development  of 
metabolic  bone  diseases.  In  1937,  Albright  and 
others3,4  demonstrated  the  association  between  hy- 
perplasia of  the  parathyroid  gland  to  the  develop- 
ment of  renal  rickets.  Finally,  in  1943,  Liu  and  Chm 
characterized  the  malabsorption  of  calcium  and 
“resistance”  to  vitamin  D therapy  in  chronic  renal 
failure  and  proposed  the  term  “renal  osteodys- 
trophy” for  this  constellation  of  metabolic  and 
clinical  disorders  involving  the  bone. 

The  etiology  of  growth  failure  in  chronic  renal 
disease  involves  a combination  of  the  following 
factors:  1)  metabolic  acidosis;  2)  the  deficiency  in 
calorie-protein;  3)  defects  in  the  formation  of  the 
renal  hormone  1 ,25-dihydroxyvitamin-D3  and  per- 

From  the  Nephrology  Section,  Department  of  Pediat- 
rics, Medical  College  of  Virginia/Virginia  Commonwealth 
University,  where  this  material  was  presented  at  Pediat- 
ric Grand  Rounds  on  March  10,  1981.  Address  correspon- 
dence to  the  author  at  Box  498.  MCV  Station.  Richmond 
VA  23298 


haps  other  such  metabolites;  4)  the  presence  of 
azotemia;  5)  the  presence  of  hyposthenuria;  6) 
hormonal  disorders  such  as  insulin  and  glucose 
malfunctions  as  well  as  7)  the  presence  of  trace 
mineral  metabolic  defects. 

McSherry  et  al  and  others6'8  have  demonstrated 
the  growth  failure  associated  with  the  persistence  of 
metabolic  acidosis  and  the  reversal  of  such  growth 
failure  after  treatment  with  adequate  amounts  of 
bicarbonate  therapy.  In  addition,  during  the  1970s 
Holliday  and  associates9  emphasized  the  impor- 
tance of  calorie-protein  malnourishment  in  the  de- 
velopment of  growth  failure  in  chronic  renal  dis- 
eases. Finally,  in  the  late  1970s,  Chan  et  al  and 
Chesney  et  al 10,11  demonstrated  the  reversal  of 
growth  failure  in  chronic  renal  disease  secondary  to 
treatment  with  vitamin  D metabolites. 

Vitamin  D Metabolism 

It  is  now  well  accepted  that  vitamin  D must  be 
activated  in  the  liver  to  form  25-hydroxyvitamin-D3 
and  then  in  the  kidney  to  form  either  1 ,25-dihydrox- 
yvitamin-D3  or  24,25-dihydroxyvitamin-D3  (Fig.  1), 
depending  on  calcium,  phosphorus  and  parathyroid 
hormone  concentrations.  Usually,  normalcy  or  hy- 
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Fig.  1.  Metabolic  pathway  of  vitamin  D,  which  3-6  hours 
after  ingestion  is  metabolized  in  liver  to  25-hydroxyvita- 
min-D,  with  addition  of  hydroxy  molecule  at  carbon  25 
position;  in  another  4-6  hours,  kidney  activates  it  to  1,25- 
dihydroxyvitamin-D  (l,25-[OH]2D3)  or  24, 25-dihydroxy  vi- 
tamin-D3  (24,25-[OH]2D3),  depending  on  concentrations  of 
parathyroid  hormone  (PTH),  calcium  (Ca)  and  phosphorus 
(P).  Reproduced  by  permission  from  Advances  in  Pediat- 
rics, Volume  27.  © 1980  Year  Book  Publishers,  Chicago. 


Fig.  2.  Upper  panel:  Reversal  of  growth  failure  in  12-year- 
old  girl  on  hemodialysis  for  one  year,  who  failed  to  grow 
but  after  one  year  of  l-a-hydroxyvitamin-D3  achieved 
height  velocity  close  to  mean.  Lower  panel:  Similar  findings 
in  four  children  with  chronic  renal  insufficiency.  Arrows 
show  initiation  of  vitamin  D metabolites.  Redrawn10  11 


percalcemia  will  promote  the  formation  of  the 
24,25-dihydroxyvitamin-D3,  which  has  an  addition- 
al function  of  inhibiting  parathyroid  hormone  secre- 
tion12. In  the  presence  of  hypocalcemia,  1,25-dihy- 
droxyvitamin-D3  is  secreted  in  increasing 
concentrations  in  the  body’s  attempt  to  restore  the 
serum-calcium  concentrations  to  normal. 

Intense  research  went  into  the  discovery  in  1970 
of  1 ,25-dihydroxyvitamin-D313"15.  Within  two  years 
after  discovery  of  1 ,25-dihydroxyvitamin-D3,  the 
first  intravenous  use  of  1 ,25-vitamin-D3  in  treating 
the  hypocalcemia  of  the  hemodialysis  patients  was 
demonstrated16,  followed  by  the  first  short-term 
report  of  oral-administration  of  1 ,25-dihydroxyvita- 
min-D3  in  1974. 17  The  first  short-term  study  using  1- 
alpha-hydroxyvitamin-D3  in  children  in  1 975 18  ade- 
quately demonstrated  the  reversal  of  the 
malabsorption  of  calcium  in  the  intestinal  tract.  The 

1,25 -Dl  HYDROXY  VITAMIN  - D3 


MONTHS 

Fig.  3.  Progression  of  renal  failure  in  four  children  repre- 
sented by  composite  plot  of  reciprocal  serum-creatinine 
concentrations  (in  dl/mg)  versus  months  of  observation 
before  and  after  initiation  of  1, 25-dihydroxy vitamin-D3 
(arrow).  Steady  rate  of  decline  of  renal  function  is  shown 
before  therapy  (solid  line)  and  as  projected  (interrupted 
line).  In  first  patient,  slight  reversal  occurred  after  therapy 
(p<0.05);  in  three  patients  there  was  no  change. 
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Fig.  4.  Chronic  renal  insufficiency  (creatinine  clearance  42  ± 11  mg/min/1.73m2)  in  a 9-year-old  white  male  who 
represented  with  evidence  of  secondary  hyperparathyroidism  and  renal  osteodystrophy.  Panel  A:  Severe  rickets  with  loss  of 
provisory  zone  of  calcification  and  irregularity  of  metaphyses  of  both  distal  femur  and  proximal  tibias.  Panel  B:  Two  years 
later  after  therapy  with  1, 25-dihydroxy vitamin-D3,  restoration  of  calcification,  sustained  healing  of  ricketic  changes. 


first  long-term  study  of  this  metabolite  in  children 
was  in  1977  and  showed  sustained  reversal  of  renal 
osteodystrophy19.  Finally,  the  first  demonstration 
that  vitamin  D metabolites  can  achieve  reversal  of 
growth  failure  in  chronic  renal  disease  was  success- 
fully reported  in  a 12-year-old  girl  who  was  on 
hemodialysis,  and  who  showed  no  growth  in  the 
preceeding  year  but  demonstrated  accelerated 
growth  velocity  after  treatment  with  1-alpha-hy- 
droxyvitamin-D3  at  2 mcg/day1  and  later  in  four 
children  with  chronic  renal  disease  who  experi- 
enced accelerated  growth  velocity  after  treatment 
with  14  ng/kg/day  of  1 ,25-dihydroxyvitamin-D3' 1 
(Fig.  2). 

This  early  experience  has  now  been  extended  to  3 
years  and  to  1 1 children  (mean  age  8 ± 5 years)  with 
chronic  renal  insufficiency  (glomerular  filtration 
rate  18%  ± 13%  of  normal).2  The  height  velocity  of 
six  of  the  children  under  12  years  of  age  (75%), 
improved  markedly  over  that  expected  for  chrono- 
logic and  bone  ages  after  one  year  of  treatment  with 
orally-administered  1 ,25-dihydroxyvitamin-D3  at 
15-35  ng/kg/day.  Growth  velocity  was  unimproved 
in  two  of  the  three  children  more  than  12  years  old 
at  initiation  of  1 ,25-dihydroxyvitamin-D3. 

Reciprocal  serum  creatinine  concentrations  ana- 
lyzed retrospectively  and  prospectively  to  32 
months  of  1 ,25-dihydroxyvitamin-D3  showed  pro- 
gression of  renal  failure  at  rates  linearly  identical  to 
those  before  treatment,20  thus  suggesting  that  the 
treatment  did  not  accelerate  the  rate  of  deteriora- 
tion of  glomerular  filtration  rate  in  chronic  renal 
insufficiency  (Fig.  3).  Indeed,  one  patient  manifest- 
ed a slight  improvement  in  renal  function  (p  < 0.05). 

Mineral  balance  data20  show  significant  retention 
of  calcium,  phosphorus,  magnesium  and  zinc  (357 


± 32  mg/m2/day,  250  ± 82  mg/m2/day,  38  ± 32  mg/ 
nr/day  and  1157  ± 283  mcg/m2/day  respectively) 
after  12  months  of  treatment  with  1 ,25-dihydroxy  vi- 
tamin-05 at  15-35  ng/kg/day.  In  addition,  serum 
calcium,  alkaline  phosphatase  and  parathyroid  hor- 
mone concentrations  returned  to  normal.  Finally, 
healing  of  renal  osteodystrophy  was  radiologically 
evident  after  six  months  of  therapy20  (Fig.  4). 

In  1976,  Tougaard  et  al21  and  later  Christiansen  et 
al::  pointed  out  the  possible  deterioration  of  renal 
function  after  initiation  of  1 ,25-dihydroxyvitamin- 
D3  therapy.  However,  their  data  came  into  dispute 
because  of  the  unreliability  of  single  determination 
of  creatinine  clearances  before  and  after  initiation 
of  1, 25-dihydroxy  vitamin-D3  therapy.23  It  was 
pointed  out  in  an  accompanying  commentary  that 
except  in  the  presence  of  hypercalcemia,  deteriora- 
tion of  renal  function  was  not  observed.23 

It  was  demonstrated  by  Mitch  and  associates  in 
1976  and  others24-23  that  the  progression  of  renal 
failure  can  be  estimated  by  reversing  the  serum 
creatinine  concentration  and  plotting  it  against 
time.  There  is  a mathematical  and  linear  correlation 
between  these  two  variables.  By  plotting  the  1/ 
serum  creatinine  concentrations  (dl/mg)  before  initi- 
ation of  1 ,25-dihydroxyvitamin-D3  therapy,  the  pro- 
gression of  renal  failure  can  be  established  (Fig.  3) 
Projecting  this  to  the  period  after  initiation  of  1,25- 
dihydroxyvitamin-D3  therapy  demonstrates  that  the 
rate  of  deterioration  remains  the  same,  excluding 
vitamin  D therapy  as  a potential  hazard  to  renal 
function20. 

Summary 

Growth  potentials  in  children  with  chronic  renal 
failure  appear  to  be  significantly  enhanced  if  I ,25- 
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dihydroxyvitamin-D3  therapy  was  initiated  early. 
Accelerated  deterioration  of  renal  function,  once 
proposed  as  a hazard,  seems  not  to  be  an  influenc- 
ing factor. 

Given  the  fact  that  conventional  treatment  with 
vitamin  D,  phosphate  binders  and  calcium  supple- 
mentation can  only  partially  reverse  renal  osteodys- 
trophy, the  often  dramatic,  sustained  response  to 

I , 25-dihydroxyvitamin-D3  therapy  documented  by 
mineral  balances  and  radiography  implies  that  we 
may  now  have  the  means  to  prevent  or  control  the 
dystrophic  process. 
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Can  You  Diagnose  This? 

A medical  puzzle  prepared  by 
Donald  W.  Romhilt,  MD,  Richmond , Virginia 


This  electrocardiogram  was  obtained  routinely  on  a 62-year-old  man  with  thrombophlebitis.  From  the 
Department  of  Medicine,  Division  of  Cardiology,  Medical  College  of  Virginia,  Richmond. 
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Diagnosis:  Dextrocardia 

Discussion 

The  typical  electrocardiogram  in  dexrocardia  has 
a negative  P wave,  QRS  complex,  and  T wave  in 
lead  I,  and  QRS  complexes  of  decreasing  amplitude 
across  the  precordium.  The  negative  P wave  in  lead 
I is  particularly  important  since  in  the  presence  of  a 
sinus  node  pacemaker,  it  is  usually  seen  only  in 
dextrocardia  and  reversal  of  the  right  and  left  arm 
leads.  When  the  right  and  left  arm  leads  are  re- 
versed, the  limb  leads  will  be  similar  to  dextrocar- 
dia, but  the  precordial  leads  will  not  be  affected  and 
will  have  the  normal  progressive  increase  in  the  R 
wave  and  decrease  in  the  S wave  across  the  precor- 
ium.  When  the  right  and  left  arm  leads  are  reversed, 
there  will  be  a marked  difference  in  the  QRS 
configuration  between  leads  I and  V6  in  contrast  to 
the  normal  similarity  of  the  QRS  in  these  leads 
which  will  aid  in  the  recognition  of  the  erroneous 
lead  placement.  An  ectopic  atrial  pacemaker  may 
result  in  a negative  P wave  in  lead  I but  the  QRS 
complex  should  have  the  usual  positive  configura- 
tion. 

Mirror  image  dextrocardia  with  situs  inversus 


occurs  in  about  one  in  10,000  subjects.  It  is  general- 
ly not  associated  with  other  congenital  cardiac 
anomalies  and  is  often  found  on  routine  examina- 
tion. Subjects  with  mirror  image  dextrocardia  have 
a normal  life  span  and  may  experience  any  of  the 
acquired  cardiac  diseases.  When  an  electrocardio- 
gram is  taken  to  evaluate  a patient  with  dextrocar- 
dia for  one  of  these  conditions,  such  as  chest  pain,  it 
is  important  to  take  the  precordial  leads  to  the  right 
of  the  sternum  to  obtain  the  proper  information.  In 
this  situation  the  right  and  left  arm  leads  should  also 
be  reversed  to  obtain  the  appropriate  limb  lead 
configurations. 

Dextroversion  is  a second  cardiac  malposition 
and  results  in  the  cardiac  apex  being  positioned  to 
the  right,  but  the  left  atrium,  stomach  and  descend- 
ing aorta  remain  in  the  normal  position.  This  is  in 
contrast  to  mirror  image  dextrocardia  with  situs 
inversus,  when  the  stomach,  left  atrium  and  de- 
scending aorta  are  reversed  to  the  right  side.  In 
dextroversion,  additional  cardiac  congenital  anom- 
alies are  common  and  occur  in  about  99%  of  pa- 
tients. Since  in  dextroversion  the  atria  are  posi- 
tioned in  the  normal  relationship  with  respect  to 
each  other,  the  P wave  will  be  upright  in  lead  I. 
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Exercise  and  Cardiovascular  Function: 
Benefits  and  Risks 


Stanley  C.  Tucker,  MD,  Richmond,  Virginia 


The  beneficial  effects  of  exercise  training  on 
cardiovascular  function  are  well  documented. 
Many  who  engage  in  regular  exercise,  however,  do 
so  not  only  with  the  expectation  of  improving 
cardiovascular  fitness  but  also  with  the  hope  of 
reducing  the  risk  of  atherosclerotic  coronary  dis- 
ease. This  paper  reviews  the  evidence  for  the  role  of 
exercise  in  prevention  and  therapy  of  coronary 
heart  disease. 

Although  retrospective  and  imperfect,  epidemio- 
logical studies  have  indicated  fewer  coronary  ath- 
erosclerotic events  in  more  active  subjects.  Morris 
and  co-workers  reported  fewer  fatal  coronary  ath- 
erosclerotic events  among  more  active  conductors 
compared  with  sedentary  bus  drivers  in  the  British 
transportation  system.1  Zukel  pointed  out  the  bene- 
ficial effects  of  increased  physical  activity  among 
farmers  in  reporting  that  only  48%  of  farmers  at  risk 
had  myocardial  infarctions  when  compared  to  the 
non-farmer  community.2  And  Paffenbarger  reported 
reduced  myocardial  infarction  rates  associated  with 
increased  activity  levels  among  Harvard  alumni, 
with  a 64%  reduced  myocardial  infarction  rate 
occurring  in  alumni  exercising  at  a level  of  2000 
kilocalories  per  week  when  compared  to  sedentary 
alumni.3  The  work  expenditure  required  to  run  one 
mile  in  10  minutes  is  approximately  100  kilocalories 
for  a 150-pound  person.  This  energy  threshold, 
which  may  be  protective,  can  be  translated  into 
jogging  approximately  5 miles  four  times  a week  or 

From  the  McGuire  Clinic,  7702  Parham  Road,  Rich- 
mond VA  23229.  Presented  in  part  before  the  Richmond 
Academy  of  Medicine  on  February  10,  1981. 


20  miles  a week.  There  does  not  appear  to  be  a 
significant  further  decrease  in  coronary  risk  beyond 
the  2000-kilocalorie  threshold,  perhaps  because  the 
number  of  individuals  exercising  at  this  level  is 
quite  small. 

The  same  investigators  demonstrated  decreased 
risk  of  coronary  heart  disease  with  increasingly 
vigorous  physical  activity  among  various  categories 
of  longshoremen.  The  more  sedentary  longshore- 
men had  80%  greater  risk  of  fatal  myocardial  infarc- 
tion compared  to  workers  whose  jobs  required 
vigorous  physical  activity  and  high  energy  output.4 
Furthermore,  the  findings  of  the  Framingham  study 
definitely  show  an  inverse  relationship  between 
activity  levels  and  coronary  heart  disease  mortal- 
ity.5 There  seems  to  be  no  difference,  however,  in 
the  incidence  of  angina  pectoris  in  those  who  exer- 
cise and  those  who  are  sedentary.6 

The  consistent  effect  of  physical  training  is  to 
enhance  work  capacity  as  measured  by  maximal 
oxygen  uptake.  The  amount  of  increase  in  oxygen 
uptake  depends  upon  the  intensity,  duration  and 
frequency  of  exercise.  The  training  effect  of  exer- 
cise lowers  heart  rate,  increases  cardiac  output, 
lowers  blood  pressure,  increases  coronary  artery 
size,  increases  maximal  oxygen  consumption  and 
increases  myocardial  fiber-to-capillary  ratio.7  In 
order  to  sustain  a training  effect,  exercise  should  be 
performed  at  least  three  times  weekly  and  for  30  to 
40  minutes  at  each  interval. 

Blood  viscosity  is  lower  in  runners  than  in  normal 
sedentary  controls.8  Increased  exercise  levels  will 
lead  to  a decrease  of  triglycerides,  platelet  adhe- 
siveness and  low  density  lipoprotein  cholesterol 
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while  increasing  the  more  favorable  high  density 
lipoprotein  cholesterol.910  Subjects  who  have 
trained  demonstrate  enhanced  fibrinolysis  in  their 
response  to  venous  occlusion."  These  experimen- 
tal findings  offer  mechanisms  for  the  protective  and 
preventive  role  of  exercise  in  coronary  disease. 

Exercise  and  Coronary  Disease 

Exercise  produces  an  increase  in  heart  rate, 
blood  pressure  and  cardiac  output  in  the  normal 
heart.  As  the  body  reaches  its  maximal  ability  to 
consume  oxygen,  there  is  a plateau  effect  of  blood 
pressure  and  pulse  rate.  Patients  with  coronary 
heart  disease  are  limited  in  their  exercise  capacity 
in  that  the  diseased  coronary  circulation  cannot 
maintain  the  necessary  increased  myocardial  oxy- 
gen demand  during  exercise.  Therefore  myocardial 
ischemia  develops  and  angina  occurs.  Exercise  in 
patients  with  coronary  disease  can  also  induce  left 
ventricular  dysfunction,  causing  elevated  left  ven- 
tricular end  diastolic  pressure  or  reduction  in  stroke 
volume,  so  that  the  response  of  patients  with  coro- 
nary disease  to  exercise  can  be  limited  by  dyspnea 
and  fatigue  as  well  as  angina.  Ventricular  arrhyth- 
mias may  occur  during  exercise,  possibly  second- 
ary to  myocardial  ischemia  or  left  ventricular  fail- 
ure.12 

The  major  determinants  of  myocardial  oxygen 
demand  are  heart  rate,  ventricular  wall  tension,  and 
contractility.  In  the  clinical  assessment  of  coronary 
disease,  this  can  be  estimated  by  the  products  of  the 
heart  rate  and  mean  blood  pressure  (rate  pressure 
product).  Patients  with  coronary  disease  can  in- 
crease their  maximal  oxygen  consumption,  howev- 
er.13 While  normal  subjects  increase  maximal  oxy- 
gen consumption  by  increasing  both  cardiac  output 
and  maximal  arterial-venous  oxygen  extraction,  pa- 
tients with  coronary  heart  disease  only  increase 
maximal  arterial-venous  extraction,  because  stroke 
volume  and  heart  rate  and  therefore  cardiac  output 
are  restricted  and  relatively  fixed.  The  predominant 
mechanism  for  this  increase  in  arterial-venous  ex- 
traction is  an  increase  in  oxygen  extraction  by 
peripheral  skeletal  muscles,  felt  to  be  due  to  mitro- 
chondrial  and  enzyme  changes  in  trained  skeletal 
muscle.14  The  increased  maximal  work  capacity 
observed  in  patients  with  coronary  heart  disease 
who  undergo  training  is  primarily  due,  therefore,  to 
the  effect  of  exercise  on  the  trained  peripheral 
skeletal  muscles.  None  of  the  angiographic  studies 
of  coronary  artery  disease  in  man  has  shown  in- 
creased collateral  circulation  resulting  from  exer- 
cise training.15 

Individualization  of  an  exercise  program  is  inte- 


gral to  success  since  people  have  varying  interests 
and  levels  of  motivation.  The  type  of  activity  cho- 
sen should  be  based  on  the  patient’s  preferences,  as 
this  will  most  certainly  effect  long-term  adherence 
to  a training  plan.  It  should  be  emphasized  to  the 
patient  that  activities  which  produce  a sustained 
and  contant  as  well  as  controlled  level  of  exertion 
(for  example,  running,  swimming,  biking  or  walk- 
ing) will  offer  significant  physiologic  advantages 
when  compared  with  activities  which  are  composed 
of  varying  levels  of  exertion  (e.g.,  tennis  or  racquet 
ball). 

The  key  to  any  exercise  program  for  a sedentary 
individual  is  to  start  slowly  and  gradually  build  to  a 
desired  training  level.  This  may  be  accomplished  by 
monitoring  the  heart  rate.  Patients  with  coronary 
heart  disease  can  be  taught  to  monitor  and  record 
their  pulse  rate  following  exercise  and  a predeter- 
mined target  heart  rate  can  be  determined  by  exer- 
cise tolerance  testing  prior  to  entering  the  training 
program.  Pollock  has  found  that  a safe  training 
program  consists  of  exercise  for  20  to  40  minutes  a 
day  three  times  a week  while  attempting  to  achieve 
a level  of  exercise  adequate  to  maintain  the  heart 
rate  at  50-80%  of  predicted  maximal  heart  rate.16 

Certainly  the  coronary  patient  should  be  advised 
to  stop  exercise  immediately  if  he  should  experi- 
ence chest  discomfort,  unusually  severe  shortness 
of  breath,  palpitations  or  persistent  fatigue. 

Exercise  and  Sudden  Cardiac  Death 

Ischemic  heart  disease  remains  the  overwhelming 
cause  of  sudden  cardiac  death,  claiming  up  to 
350,000  lives  in  the  United  States  each  year.17 
Sudden  death  in  younger  individuals  is  frequently 
the  result  of  valvular  or  congenital  organic  heart 
disease  previously  undetected.  These  younger  sub- 
jects are  frequently  highly  conditioned  athletes  un- 
der age  30. 18 

A distinction  must  be  established  between  cardio- 
vascular deaths  in  young  athletes  from  non-coro- 
nary  organic  heart  disease  and  exercise-related  sud- 
den death  in  patients  with  undetected  coronary 
heart  disease.  Older  subjects  undertaking  vigorous 
exercise  with  various  degrees  of  underlying  coro- 
nary heart  disease  are  surely  at  increased  risk  for 
precipitating  an  atherosclerotic  event  during  strenu- 
ous exercise,  as  was  confirmed  recently  in  a report 
of  18  exercise-related  sudden  deaths,  13  of  which 
were  due  to  underlying  coronary  heart  disease.19  A 
genuine  controversy  persists  as  to  whether  these 
exercise-related  sudden  deaths  represent  an  actual 
increase  in  the  frequency  of  sudden  death  over  that 
which  would  be  expected  by  chance  from  the 
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prevalence  of  coronary  heart  disease  in  the  general 
population. 

The  Role  of  Exercise 

Thomas  Jefferson  made  the  following  observa- 
tion: Exercise  and  recreation  . . . are  as  necessary’ 
as  reading;  I will  say  rather  more  necessary,  be- 
cause health  is  worth  more  than  learning.  A strong 
body  makes  the  mind  strong  . . . the  object  of 
walking  is  to  relax  the  mind.  You  should  therefore 
not  permit  yourself  even  to  think  while  you  walk; 
but  divert  yourself  by  the  objects  around  you. 
Walking  is  the  best  possible  exercise. 

Jefferson  may  have  struck  upon  the  cardinal 
aspect  of  the  issue  when  he  emphasized  the  impor- 
tance of  diversion  and  relaxation  as  having  a central 
role  in  enhancing  health.  Exercise  produces  im- 
proved cardiovascular  fitness,  increased  sense  of 
well  being,  decreased  adiposity,  decreased  glucose 
tolerance,  and  lessened  time-pressure  conscious- 
ness. 

Patients  should  be  encouraged  to  exercise.  Youn- 
ger individuals  can  be  encouraged  to  participate  in 
dynamic  exercise  which  is  diversionary  and  relax- 
ing and  which  produces  a sustained  rise  in  heart  and 
respiratory  rate.  For  older  individuals  with  coro- 
nary heart  disease  and  other  limiting  physical  dis- 
abilities, walking  often  is  the  best  possible  exercise. 

Clearly  there  is  an  association  between  increased 
physical  activity  and  reduced  atherosclerotic  coro- 
nary events.  A cause  and  effect  relationship,  how- 
ever, has  not  been  definitely  established. 
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ABSTRACTS 

These  are  abstracts  of  papers  to  be  presented  at  the  annual  meeting  of  the  Virginia  Surgical  Society  from 
April  30  to  May  2 at  the  Homestead.  Dr.  Stanton  P.  Nolan  is  program  chairman. 


Detection  and  Localization  of  Gastrointestinal  Bleed- 
ing Using  Technetium-99m  Labeled  Red  Blood  Cells. 

James  S.  Mustol,  MD,  Marshall  A.  Wakat,  MD, 
and  Robert  E.  Berry,  MD,  Roanoke. 

A nuclear  medicine  study  is  described  which 
utilizes  technetium-99m  labeled  red  blood  cells  with 
serial  scintillation  scanning  of  the  abdomen  to  de- 
tect and  localize  gastrointestinal  bleeding.  The  re- 
sults of  a series  of  40  patients  are  presented. The  scan 
may  be  capable  of  detecting  and  localizing  bleeding 
rates  as  low  as  0.1  cc/min.  The  potential  usefulness 
of  this  technique  in  clinical  practice  is  discussed. 

Pancreatitis  Associated  Obstructive  Jaundice — 
Causes  and  Management  Options.  H.  J.  Sugerman, 
MD,  M.A.  Turner,  MD,  R.  Finch,  MD,  and  J. 
Wolper,  MD,  Richmond. 

Fourteen  patients  have  been  treated  at  the  Medi- 
cal College  of  Virginia  for  extrahepatic  biliary 
obstruction  secondary  to  pancreatitis  since  1974. 
The  diagnosis  was  confirmed  by  percutaneous 
transhepatic,  intravenous,  endoscopic  retrograde  or 
operative  cholangiography.  Chronic  fibrosing  pan- 
creatitis, seen  in  1 1 patients,  was  the  most  common 
etiology.  Other  causes  noted  were:  obstruction 
from  pancreatolithiasis  in  a long  "common  chan- 
nel” following  pancreatic  pseudocyst-duodenos- 
tomy  or  following  drainage  of  a pancreatic  abscess 
in  the  presence  of  necrotizing  pancreatitis.  Because 
of  the  risk  of  biliary  cirrhosis  or  ascending  cholangi- 
tis, persistent  extrahepatic  biliary  obstruction 
should  be  relieved.  Treatment  was  surgical  in  11 
patients  and  included  pancreato-biliary  resections 
in  three  patients  in  biliary  drainage  procedures  in  8 
patients.  A longitudinal  pancreatojejunostomy  was 
also  performed  in  two  of  these  patients.  Non- 
surgical  treatment  was  accomplished  in  three  pa- 
tients and  included  percutaneous  transhepatic  bili- 
ary dilatation  (PTBD)  in  one  patient  and  dilatation 
of  the  stricture  through  a previously  placed  T-tube 
in  two  patients.  Complete  resolution  of  the  obstruc- 
tion in  the  patients  with  biliary  dilatation  permitted 
removal  of  the  drainage  tubes  after  two  to  three 
months  without  recurrence  over  a six-  to  nine- 
month  followup.  Non-surgical  dilatation  of  biliary 
strictures  secondary  to  pancreatitis  represents  a 


new  treatment  option  in  those  patients  in  whom 
surgery  is  hazardous  or  contraindicated.  Long  term 
results  of  this  method  remain  to  be  determined.  In 
conclusion,  a number  of  diagnostic  and  treatment 
options  are  available  for  the  treatment  of  biliary 
obstruction  secondary  to  pancreatitis.  Because  of 
the  variety  of  causes,  management  must  be  individ- 
ualized. 

Periampullary  Duodenal  Diverticulum.  Wayne  W. 
Ferguson,  MD,  Charles  M.  Earley,  Jr.,  MD,  John 
P.  Clarke,  MD,  and  J.  Robert  Morris,  MD,  Virginia 
Beach. 

Duodenal  diverticula  are  usually  of  no  surgical 
importance  and  are  to  be  avoided  surgically  if 
possible.  However,  periampullary  duodenal  diver- 
ticula pose  special  problems  due  to  their  potential 
interference  with  proper  function  of  the  ampulla  of 
Vater,  thus  affecting  biliary  and  pancreatic  func- 
tion. A wide  range  of  symptoms  can  occur,  from 
vague,  intermittent  pain  to  severe,  life-threatening 
pancreatitis.  Therefore,  diagnosis  is  difficult,  and 
approach  to  treatment  remains  controversial. 

This  paper  will  describe  case  reports  of  four 
patients  who  have  undergone  successful  excision  of 
periampullary  duodenal  diverticula.  These  cases 
are  illustrative  of  diagnostic  procedures,  safe  surgi- 
cal approaches,  and  postoperative  management. 

The  surgical  approach  should  include:  1)  opera- 
tive cholangiography  to  define  the  relationship  of 
the  common  bile  duct/ampulla  of  Vater  to  the 
diverticulum;  2)  cholecystectomy,  if  not  done  at  an 
earlier  date;  3)  thorough  mobilization  of  the  duode- 
num and  head  of  pancreas  via  a Kocher  maneuver; 
4)  passage  of  a rubber  catheter  or  biliary  dilators 
through  a choledochotomy  into  the  duodenum;  5) 
performance  of  a duodenotomy  and  sphinctero- 
plasty, if  necessary;  6)  excision  and  transverse 
closure  of  the  diverticulum,  either  from  the  exterior 
posterior  surface  of  the  duodenum  or  through  the 
duodenotomy  with  a rubber  catheter  through  the 
ampulla  to  avoid  the  ampullary  mechanism  while 
suturing;  7)  T-tube  drainage  of  the  common  bile 
duct  and  drainage  of  the  operative  field;  8)  nutri- 
tional support  during  the  postoperative  period  when 
necessary. 


264 


VIRGINIA  MEDICAL/APRIL  1982 


VOLUME  109 


Mastectomy  and  Breast  Reconstruction  Refine- 
ments. I.  Kelman  Cohen,  MD,  and  Michael  Sche- 
flan,  MD,  Richmond. 

During  the  past  few  years,  several  refinements 
have  been  made  in  breast  reconstruction  which  may 
modify  the  general  surgeon’s  design  and  execution 
of  mastectomy  as  well  as  the  plastic  surgeon’s 
approach  to  reconstruction.  The  following  points 
will  be  made:  1)  Subcutaneous  mastectomy  is  not 
an  acceptable  procedure  for  prophylaxis  against 
cancer.  Total  mastectomy  offers  a more  logical 
approach;  2)  Modified  radical  mastectomy  may 
allow  for  breast  reconstruction  without  additional 
muscle  and  skin  if  the  muscle  is  not  denervated  or 
divided  and  adequate  skin  remains;  3)  Breast  im- 
plants should  be  placed  under  the  pectoralis  major 
and  serratus  anterior  muscles  to  avoid  the  firm 
unnatural  breasts  which  result  from  subcutaneous 
placement;  4)  Nipple/areolar  preservation  after 
mastectomy  should  be  avoided  because  malignant 
potential  remains  in  these  tissues.  Cancer  has  been 
seeded  in  banking  sites,  and  nipple/areolar  recon- 
struction provides  better  aesthetic  results  than 
banked  tissues.  Nipple/areolar  reconstruction  is 
easily  performed  under  local,  as  an  outpatient  pro- 
cedure, and  allows  accurate  placement  of  this  com- 
plex; 5)  Use  of  the  lower  transverse  abdominal 
island  flap  allows  one  stage  breast  reconstruction 
without  the  use  of  a silicone  implant  and  improves 
the  appearance  of  the  abdomen  at  the  same  time. 
Indications  compared  to  the  latissimus  dorsi  flap 
will  be  discussed. 

Perioperative  Monitoring  of  Carotid  Endarterectomy 
with  Doppler  Ultrasound.  Robert  W.  Barnes,  MD, 
Richmond. 

Systematic  evaluation  with  Doppler  ultrasound 
permits  monitoring  of  patients  prior  to,  during,  and 
after  carotid  endarterectomy.  Preoperative  indirect 
(periorbital)  and  direct  carotid  flow  velocity  analy- 
sis differentiates  operable  stenoses  from  inoperable 
occlusions,  predicts  the  need  for  intraoperative 
carotid  shunt,  and  provides  baseline  information  for 
future  studies.  Intraoperative  use  of  a sterile  Dopp- 
ler probe  on  the  exposed  carotid  branches  1)  docu- 
ments the  location  and  extent  of  disease;  2)  permits 
educational  reinforcement  of  the  characteristics  of 
abnormal  flow  signals  in  comparison  with  noninva- 
sive  studies;  3)  establishes  shunt  patency;  4)  defines 
the  integrity  of  endarterectomized  segments  prior  to 
wound  closure;  and  5)  provides  a baseline  for 
postoperative  studies.  Postoperative  Doppler  ex- 
amination permits  rapid  evaluation  of  carotid  paten- 
cy in  patients  suffering  a neurologic  deficit  and 


provides  a baseline  for  followup  studies.  Periopera- 
tive Doppler  monitoring  has  been  performed  in  67 
patients  undergoing  80  carotid  endarterectomies 
during  the  past  54  months. 

The  predictive  value  of  preoperative  Doppler 
examination  in  identifying  carotid  occlusion  or  op- 
erable stenosis  was  94%  and  86%,  respectively. 
Absence  of  antegrade  ophthalmic  artery  flow  during 
carotid  compression  correlated  with  an  internal 
carotid  collateral  (stump)  pressure  of  less  than  50 
mm  Hg  and,  thus,  the  need  for  an  indwelling  shunt 
during  carotid  endarterectomy.  Intraoperative 
Doppler  monitoring  identified  inadvertent  obstruc- 
tion of  one  shunt,  residual  stenosis  of  two  internal 
carotid  arteries,  and  occlusion  of  five  external  ca- 
rotid arteries  by  intimal  flap.  After  repair  of  these 
technical  defects,  normal  Doppler  signals  were  es- 
tablished prior  to  wound  closure.  Postoperatively 
one  temporary  and  one  permanent  mild  neurologic 
deficit  occurred,  both  of  which  were  associated 
with  a patent  carotid  artery  by  Doppler  examina- 
tion. 

Pacemaker  Generator  Erosion  and  its  Permanent 
Exteriorization.  Albert  Lee  Daw,  MD,  South  Hill. 

In  the  early  history  of  permanent  pacemaker 
generators,  the  generators  were  occasionally  car- 
ried exteriorly  in  slings.  Because  of  the  depression 
associated  with  failing  to  prevent  recurrent  pace- 
maker generator  erosion,  the  patient  in  the  follow- 
ing case  limited  more  extensive  options  in  manage- 
ment and  has  accepted  the  fairly  successful 
permanent  exteriorization  of  the  generator,  carried 
in  her  brassiere.  The  first  generator  erosion  occur- 
rence was  managed  by  debridement  and  continuous 
Ringers-Kantrex  irrigation.  The  second  erosion  oc- 
curred five  months  later  and  was  managed  by 
repositioning  the  generator  medial  to  the  original 
compartment  site.  The  third  and  last  generator 
erosion  occurred  2 months  later  and  was  managed 
by  simply  exteriorizing  the  generator  after  lengthen- 
ing the  electrode  subcutaneous  tunnel,  having  been 
encouraged  by  the  successes  reported  in  the  litera- 
ture of  longterm  hyperalimentation  central  catheter 
asepsis  apparently  enhanced  by  longer  catheter 
tunnel  producing  a greater  natural  anti-bacterial 
defense  barrier. 

The  problem  of  generator  erosion  and  its  manage- 
ment is  reviewed  and  presently  consists  of  the 
following  alternatives:  saline-antibiotic  continuous 
irrigation;  reimplanting  more  medially;  sub-pectora- 
lis  major  muscle  implantation;  and  rotation  of  local 
skin  flap;  omental  graft;  implantation  of  a smaller 
and  lighter  battery  in  a different  site;  and  suture 
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fixation  of  the  generator  to  the  pre-pectoral  fascia. 

Generator  pressure  necrosis  occurs  in  approxi- 
mately 4%  to  10%  in  large  series  and  occurs  more 
frequently  in  a)  thin  persons,  b)  the  elderly,  c) 
orientals,  and  d)  persons  with  reimplantations. 

Choledochal  Cyst  with  Atypical  Adenomatous  Hy- 
perplasia. Robert  R.  Harry,  MD,  Fredericksburg. 

Of  955  reported  cases  of  choledochal  cysts,  2.5% 
had  associated  extrahepatic  biliary  tract  malignan- 
cy. This  constitutes  a 20  times  greater  risk  of  biliary 
carcinoma  than  the  general  population’s  incidence 
of  0.0007%  to  0.014%. 

Traditional  American  treatment  of  choledochal 
cysts  has  been  internal  drainage.  Recently,  numer- 
ous authors  have  advocated  total  excision  of  chole- 
dochal cysts  to  prevent  malignancy  from  develop- 
ing within  the  cyst. 

A case  of  a choledochal  cyst  with  associated  focal 
atypical  adenomatous  hyperplasia  of  the  gallbladder 
is  reported.  Initial  surgical  treatment  consisted  of 
cholecystectomy  and  internal  drainage  via  a chole- 
dochocystduodenostomy.  However,  following  a re- 
view of  the  gallbladder  pathology,  a second  proce- 
dure was  performed.  The  choledochal  cyst  was 
excised  with  a Roux-en-Y  choledochojejunostomy 
reconstruction. 

A cyst  excision  technique  which  leaves  a thin 
posterior  wall  is  reviewed.  This  procedure  permits 
total  cyst  excision  and  avoids  potential  damage  to 
adjacent  biliary,  vascular,  and  pancreatic  struc- 
tures. This  resection  is  advisable  because  of  the 
high  incidence  of  primary  biliary  tract  carcinoma 
associated  with  choledochal  cysts. 

Melanoma  of  the  Anus.  Robert  P.  Irons,  MD,  Lex- 
ington. 

The  anorectum  is  the  primary  site  of  1-3%  of  all 
melanomas,  yet  is  the  third  most  common  site  of 
melanoma  occurrence.  To  date  about  200  cases 
have  been  reported.  Although  various  treatment 
modalities  have  been  employed,  no  satisfactory 
management  has  yet  been  devised  and  survival 
following  diagnosis  averages  less  than  two  years. 
Two  additional  cases  are  discussed. 

Complicated  Penetrating  Injury  of  the  Abdomen. 

Gerrit  Peereboom,  MD,  Springfield. 

A 61 -year-old  white  woman  who  was  stabbed  in 
the  abdomen  sustained  a laceration  of  the  pancreas 
and  of  the  liver.  The  patient  underwent  surgery  and 
a distal  pancreatectomy  was  performed.  Subse- 
quently, she  developed  a pancreatic  fistula  and  a 
pancreatic  abscess  was  drained.  She  did  well. 


Later,  she  was  admitted  to  the  hospital  with 
sepsis.  A CAT  scan  showed  an  abscess  of  the  lesser 
sac  extending  to  the  spleen.  A fistulogram  showed 
communication  of  the  abscess  with  the  main  pan- 
creatic duct.  The  abscess  was  drained  through  the 
left  flank,  anterior  to  the  spleen.  The  patient  suf- 
fered cardiorespiratory  arrest  from  which  she  was 
successfully  resuscitated.  A suspected  pulmonary 
embolus  was  not  confirmed  by  appropriate  studies. 
A fistulogram  showed  a colocutaneous  fistula  with 
dye  entering  the  colosplenic  flexure.  The  further 
course  was  prolonged  due  to  frequent  vomiting  and 
central  hyperalimentation  was  administered.  Even- 
tually, all  fistulas  closed  and  the  patient  was  dis- 
charged in  good  condition. 

False  Aneurysm  Following  Aortic  Surgery  for  Aneu- 
rysmal Disease.  Marc  H.  Glickman,  MD,  Norfolk, 
William  Evans,  MD,  Columbus,  Ohio,  and  Richard 
L.  Hurwitz,  MD,  Norfolk. 

A retrospective  review,  with  mean  followup  of 
6.3  years  of  182  patients  who  underwent  elective 
aortic  aneurysm  resection,  was  analyzed  for  devel- 
opment of  peripheral  vascular  problems.  It  was 
noted  that  24  femoral  aneurysms  were  noted  among 
366  femoral  vessels  (7%).  However,  a 12%  inci- 
dence of  femoral  false  aneurysm  was  noted  in 
patients  who  underwent  aorto-bifemoral  bypass  for 
aneurysmal  disease.  This  is  statistically  significant 
when  compared  to  a 1 .8%  incidence  of  femoral  false 
aneurysm  seen  in  aorto-bifemoral  grafts  for  occlu- 
sive disease.  The  mean  time  for  development  of 
these  femoral  false  aneurysms  was  4.2  years. 

Two  major  complications  of  femoral  false  aneu- 
rysms were  noted  in  this  group  of  patients.  They 
were  thrombosed  iliac  limb  secondary  to  a throm- 
bosed femoral  aneurysm  and  distal  emboli  from 
thrombus  in  a femoral  false  aneurysm.  The  major 
clinical  presentation  for  a femoral  false  aneurysm 
was  lateral  femoral  nerve  neuralgia  and  a mass  in 
the  groin.  Through  pathologic  analysis  of  these 
femoral  false  aneurysms,  this  study  helps  to  delin- 
eate the  pathophysiology  of  femoral  false  aneurysm 
formation.  It  is  shown  that  native  vessel  degenera- 
tion leads  to  femoral  false  aneurysm  formation  as 
opposed  to  previous  hypothesis  of  graft  or  suture 
material  degeneration. 

Surgical  Correction  of  Chylous  Ascites  in  Infancy. 
Stephen  W.  Unger,  MD,  and  James  G.  Chandler, 
MD,  Charlottesville. 

Chylous  ascites  in  infancy  is  an  unusual  condition 
embedded  in  mystique  and  controversy.  It  has  been 
termed  congenital,  but  the  accumulation  of  chyle 
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usually  develops  from  several  days  to  months  after 
birth.  Chylous  ascites  has  been  said  by  some  to  be 
self-limited,  and  by  others  to  be  a serious  life- 
threatening  affliction  if  not  managed  promptly  and 
effectively.  Blockage  of  the  cysterna  chyli,  damage 
to  intestinal  lymphatics  by  inguinal  hernia  entrap- 
ment, mesenteric  lymphatic  obstruction  as  a conse- 
quence of  malrotation,  and  malignant  lymphoma- 
tous  diseases  have  been  implicated  as  being 
causative,  but  with  the  exception  of  the  malignan- 
cies, documentation  has  been  scant.  The  single 
aspect  of  commonality  has  been  the  disappearance 
or  diminution  of  the  chyle  with  cessation  of  oral 
intake,  which  has  led  several  workers  to  conclude 
that  parenteral  nutritional  support  should  be  the 
mainstay  of  therapy.  Our  experience  with  chylous 
ascites  in  infancy  has  led  us  to  conclude  that  three 
weeks  of  parenteral  nutrition  is  sufficient  to  deter- 
mine whether  or  not  simple  flow  reduction  will 
allow  the  lymph  leak  to  seal.  Babies  who  develop 
recurrent  ascites  when  feeding  is  resumed  should  be 
subjected  to  operation.  Milk  should  be  given  up 
until  six  hours  preoperatively.  Effective  exploration 
requires  a complete  Kocher  maneuver,  mobiliza- 
tion of  the  spleen,  left  colon,  and  pancreas  as  a unit, 
and  dissection  of  the  mesenteric  root  of  the  small 
bowel.  Using  3-6x  magnification,  the  precise 
source  of  the  leak  can  be  identified  without  resort- 
ing to  staining  techniques  which  can  be  more  con- 
fusing than  helpful.  Finally,  fine  vascular  suture 
obliteration  will  yield  an  immediate,  lasting  cure. 

Applications  of  Microsurgical  Techniques  in  Plastic 
Surgery.  Richard  L.  Morris,  MD,  and  Richard  A 
Mladick,  MD,  Virginia  Beach. 

The  pertinent  history  of  the  development  of  the 
operating  microscope  and  microsurgical  instrumen- 
tation is  reviewed.  The  application  of  microvascular 
repair  and  microneurorraphy  to  the  replantation  of 
amputated  parts  is  demonstrated  with  the  presenta- 
tion of  a bilateral  foot  replantation,  an  arm  replant, 
and  two  cases  of  digital  replantation.  The  efficacy  of 
revascularization  of  partially  amputated  parts  is 
addressed.  The  major  thrust  of  the  paper  is  then  to 
review  a 2-year  experience  in  major  reconstruction 
utilizing  free  tissue  transfers.  Illustrative  cases  in- 
clude toe  to  thumb  transfer,  free  transfer  of  the 
jejunum  in  esophageal  reconstruction,  omental 
transfer  to  face  for  correction  of  Romberg’s  dis- 
ease, free  flaps  for  reconstruction  of  lower  extrem- 
ity defects,  and  free  vascularized  rib  transfer  for 
mandible  recontruction.  The  paper  is  intended  as  a 
general  update  on  the  state  of  the  art  and  as  a 
stimulus  for  innovative  thought. 


Advice  to  Authors 

Copyright  of  an  article  published  in  Virginia  Medi- 
cal is  retained  by  the  author,  but  the  copyright  to  each 
entire  issue  as  a collective  work  is  the  property  of  The 
Medical  Society  of  Virginia,  and  permission  to  reprint 
all  or  any  part  of  a published  article  must  be  negotiated 
with  the  author  and  the  Editors  jointly.  The  reprinted 
material  must  carry  a credit  line  signifying  that  it  first 
appeared  in  Virginia  Medical. 

Manuscript  Preparation 

Medical  articles,  editorials,  essays,  Letters  to  the 
Editor  and  all  other  text  submitted  for  publication  must 
be  double-spaced  throughout,  including  references,  leg- 
ends and  all  other  elements.  The  material  should  be 
typed  on  one  side  of  the  paper,  with  generous  margins  of 
at  least  1 14  inches  all  around.  Do  not  use  all-caps  or  a 
script  typeface.  Submit  one  original  of  the  communica- 
tion and  one  copy.  If  the  material  is  not  accepted,  the 
original  will  be  returned;  the  copy  will  be  retained. 

The  author  is  responsible  for  the  accuracy  of  all 
statements  and  references.  Acronyms  and  other  abbre- 
viations should  be  kept  to  a minimum;  unless  an  acro- 
nym is  widely  known  and  used  by  all  specialties,  it 
should  be  fully  explained  in  the  text.  Refer  to  pharma- 
ceutical products  by  their  generic  names;  brand  names 
may  follow  in  parentheses  and  should  carry  registered 
trademarks  where  applicable.  All  units  of  measure 
should  appear  in  the  metric  system.  References,  typed  in 
double-space,  should  be  listed  in  the  order  of  their 
citation  in  the  text,  not  alphabetically.  They  should 
follow  Virginia  Medical’s  typographic  style  for  refer- 
ences; the  typist  should  study  this  style  as  it  appears  in 
each  issue. 

Illustrations  should  be  black  and  white  glossy  prints, 
with  legends  typed  in  double-space  on  a separate  sheet  of 
paper.  Virginia  Medical  has  no  budget  for  printing  in 
color;  the  author  who  wishes  to  publish  a four-color 
figure  may  negotiate  to  pay  for  the  costs. 

Attach  to  the  contribution  a covering  letter  giving  the 
address  and  telephone  number  of  the  person  who  will 
correspond  about  it  and  address  the  completed  commu- 
nication to  the  Editors,  Virginia  Medical,  4205  Dover 
Road,  Richmond  VA  23221. 

All  manuscripts  are  subject  to  editorial  changes.  If 
extensive  revision  is  deemed  necessary,  the  author  will 
receive  for  approval  a draft  of  the  article  as  edited. 

There  are  many  excellent  handbooks  of  effective 
writing,  among  them  The  Elements  of  Style,  by  William 
Strunk,  Jr.,  and  E.  B.  White  (MacMillan);  The  Careful 
Writer:  A Modern  Guide  to  English  Usage,  by  Theodore 
M.  Bernstein  ( Atheneum);  and  How  to  Write  and  Publish 
a Scientific  Paper,  by  Robert  A.  Day  (ISI  Press). 
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Making  Contact. 

That’s  what  the  Adolescent  Treatment  Program  at  Westbrook  Hospital 
is  all  about. 

By  keeping  in  touch  with  a child's  individual  needs,  a professional 
treatment  team  can  help  him  leam  to  adjust  to  difficult  life  situations. 

A carefully  planned  school  program  provides  individualized  continuing 
education  and  encourages  goal-oriented  growth.  And  our  individual 
group,  and  family  therapy  programs  help  develop  self-awareness  and 
communications  skills. 

We  Ye  making  contact . . . helping  a child  to  know  HKR 
himself  as  well  as  others  around  him.  The  Adolescent  w SSmIi 
Treatment  Program.  It’s  a growing  environment.  W 

lie  re  Proud  of  How  We  Care. 


24  Hour  Admissions,  1500  Westbrook  Avenue,  Richmond,  Va.  23227  (804)266-9671. 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 


■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 


Write  “D.A.  W.,  ” “No  Sub,  ” or  “Medically  Necessary, 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


U.  S.  ARMY  MEDICAL  DEPARTMENT 


First  Year  Graduate  Medical  Education 

General 

The  Army  Medical  Department  (AMEDD)  operates  the  largest  unified  Graduate 
Medical  Education  (GME)  program  in  the  United  States  and  probably  in  the  free 
world.  The  AMEDD  is  one  of  the  most  mature  educational  systems  in  America.  The 
AMEDD’s  purpose  is  to  conduct  quality  GME  in  accredited  programs  of  the 
specialties  and  numbers  needed  to  produce  a Medical  Corps  composition  and 
strength  that  is  appropriate  to  the  needs  of  the  total  Army.  Programs  are  conducted 
at  all  eight  medical  centers  and  at  five  community  hospitals  (Forts  Benning,  Belvoir, 
Bragg,  Hood  and  Ord),  but  through  outreach  programs  from  these  parent  facilities 
many  other  Army  hospitals  are  involved  with  residency  training.  All  Army  medical 
training  programs  are  approved  by  the  Council  on  Medical  Education  of  the 
American  Medical  Association.  Virtually  all  recognized  residencies  are  offered.  Each 
Army  training  hospital  is  affiliated  with  a leading  nearby  medical  school.  The  range 
of  cases,  both  in  complexity  and  age,  is  virtually  impossible  to  duplicate  and  medical 
records  keeping  is  excellent.  The  well  trained  and  competent  ancillary  support  staff 
of  an  Army  Hospital  allows  residents  to  spend  a majority  of  their  time  treating 
patients,  not  doing  chores.  Also,  we  have  designed  our  programs  to  ensure  that  our 
residents  are  used  as  full-time  doctors  — not  part-time,  tag-along  onlookers.  Total 
patient  care  responsibility  is  stressed. 

Application 

During  the  summer  of  1983  the  AMEDD  will  offer  approximately  350  First  Year 
Graduate  Medical  Education  (FYGME)  positions.  Historically,  most  positions  are  fill- 
ed by  medical  school  graduates  who  were  Army  scholarship  participants.  However, 
the  AMEDD  actively  seeks  highly  qualified  civilian  student  applicants  who  have  no 
current  affiliations.  FYGME  programs  are  available  in  the  flexible,  categorical  and 
categorical  diversified  categories. 

Deadline  for  applications  is  1 September  1982.  All  applicants  are  encouraged  to  also 
participate  in  the  NIRMP.  Selections  for  the  Army  FYGME  Program  will  be 
announced  in  sufficient  time  for  selectees  to  withdraw  from  the  NIRMP. 

To  find  out  more  information  concerning  this  program,  the  eligibility  criteria,  service 
obligation,  benefits,  and  application  procedures  contact: 

CPT  John  G.  Kitsopoulos,  MSC  Federal  Office  Bldg,  RM  8004 
400  North  8th  Street  Richmond,  VA  23240  (804)  771-2354 
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Burroughs  Wellcome 


100  mg  300  mg 

ZYLOPRIM®  tablets 

(allopurinol) 


Boots 


100  mg  300  mg 

LOPURIN  tablets 

(allopurinol) 


One  can 

cost  your  patients 
up  to  19%  less* 


LOPURIN 

Allopurinol  / Boots 


available  in  100  mg  & 300  mg 
The  Alternative  Allopurinol 


Lopurin®  is  a product  of  Boots  Pharmaceuticals,  Inc.,  a subsidiary 
of  Boots  Co.  Ltd.  of  Nottingham,  England,  one  of  the  world's 
largest  health-care  companies— over  S2.5  billion  in  sales 


BOOTS  PHARMACEUTICALS,  INC. 

Shreveport,  Louisiana  71106 

Pioneers  in  medicine  for  the  family 


L P-042 


’Reference:  1981/82  American  Druggist  Blue  Book 
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Printed  in  U.S.A 


Liquid  Tonic 

A Tonic  for  Geriatric  Patients 

A pleasant  tasting  tonic  containing  iron,  vitamins,  minerals, 
and  an  analeptic.  Ideal  for  those  who  may  benefit  from  vitamin 
deficiency  prevention.  Just  one  tablespoon  before  each  meal. 


DESCRIPTION  Forty-five  milliliters  ot  SU-TON  contains  the  following  ingredients  Pentylenetetrazol 
30  mg  • Niacin,  50  mg  • Vitamin  B-l , 1 0 mg  • Vitamin  B-2,  5 mg  • Vitamin  B-6,  1 mg  • Vitamin 
B 12.  3 meg  • Manganese  (as  Manganese  Sulfate).  1 mg  • Magnesium  (as  Magnesium  Sulfate),  2 
mg  • Zinc  (as  Zinc  Sulfate),  1 mg  • Iron  (as  Ferric  Pyrophosphate,  Soluble),  22  mg  • Alcohol  18% 
INDICATIONS  AND  USAGE  SU-TON  contains  pentylenetetrazol  which  may  be  helpful  in  the  older 
patient  as  an  analeptic  agent  when  mental  confusion  and  memory  defects  are  present  SU-TON  also 
contains  vitamins,  trace  minerals,  and  iron,  tor  those  patients  who  may  benefit  by  preventing  the 
development  of  a deficiency, 

CONTRAINDICATIONS  Epilepsy,  convulsive  disorders  or  known  history  of  sensitivity  to  any  of  the 
listed  active  ingredients 

WARNINGS  The  safety  of  this  preparation  during  pregnancy  and  lactation  has  not  been  established 
Use  of  this  drug  requires  that  the  physician  evaluate  the  potential  benefits  of  the  drug  against  any 
possible  hazard  to  the  mother  and  child 

PRECAUTIONS  Although  there  are  no  absolute  contraindications  to  pentylenetetrazol,  it  should  be 
used  with  caution  in  epileptic  patients  or  those  known  to  have  a low  convulsive  threshold  or  a focal 
brain  lesion  Caution  should  be  exercised  when  treating  patients  with  high  doses  ot  SU-TON  who 
have  heart  disease  While  pentylenetetrazol  does  not  act  directly  on  the  myocardium,  the  results 
from  central  vagal  stimulation  could  cause  bradycardia 


ADVERSE  REACTIONS  Pentylenetetrazol  in  high  doses  may  produce  toxic  symptoms  typical  of 
central  nervous  system  stimulants,  which  act  on  the  higher  motor  centers  and  the  spinal  cord 
Convulsions  resulting  from  this  drug  are  spontaneous  and  are  not  induced  by  external  stimuli  They 
usually  last  for  several  minutes  and  are  followed  by  profound  depression  and  respiratory  paralysis 
Death  has  been  reported  from  the  ingestion  of  10  grams  of  pentylenetetrazol 
DRUG  ABUSE  Drug  dependence  has  not  been  reported  with  SU-TON 

OVERDOSAGE  Signs  and  symptoms  of  acute  overdose  may  be  due  principally  from  overstimulation  of 
the  central  nervous  system  and  from  excessive  vasodilatation  with  resulting  autonomic  nervous 
system  imbalance  The  symptoms  may  include  the  following  vomiting  agitation  tremors  hyper- 
reflexia.  sweating  contusion,  hallucinations  headache  hyperpyrexia,  tachycardia  Treatment 
consists  ot  appropriate  supportive  measures  It  signs  and  symptoms  are  not  too  severe  and  the 
patient  is  conscious,  gastric  evacuation  may  be  accomplished  by  induction  of  emesis  or  gastric 
lavage  Intensive  care  must  be  provided  to  maintain  adequate  circulation  and  respiratory  exchange 
DOSAGE  AND  ADMINISTRATION  One  tablespoonful  1 15  ml)  3 times  a day  20-30  minutes  before 
meals  This  drug  is  not  for  use  in  children  under  12  years  of  age 

HOW  SUPPLIED  Bottles  of  473  ml  (16  fl  oz  ) NDC  0524  1015-16 

Federal  law  prohibits  dispensing  without  prescription  February  1982 

MANUFACTURED  & DISTRIBUTED  BY 


In  Vertigo 


On  Balance... 

U-VERT 

Each  Tablet  Contains: 

Pentylenetetrazol 25.0  mg 

Pheniramine  maleate 12.5  mg 

50.0  mg 


Clinically  proven  actions 

• Antihistaminic 

• Cerebral  stimulant 

• Vasodilator 


Few  side  effects 

• Vasodilation  occasionally  causes 
facial  flushing  which  can  be  mini- 
mized by  recommending  that 
Ru-Vert®  be  taken  following  meals  or 
with  food. 


Dosage 


• One  or  two  tablets  three  times  a day 

Please  see  next  page  for  a summary  of  prescribing  information 
MANUFACTURED  & DISTRIBUTED  BY 


BOOTS  PHARMACEUTICALS,  INC. 

Shreveport,  Louisiana  71106 

Pioneers  in  medicine  for  the  family 


l 


n Vertigo  -■ 

On  Balance... 

RU-VERT 

See  following  prescribing  information. 

DESCRIPTION:  Each  tablet  contains  the  following  active  ingredients: 

Pentylenetetrazol 25.0  mg 

Pheniramine  maleate 12.5  mg 

Nicotinic  acid 50.0  mg 

INDICATIONS:  Ru-Vert  is  indicated  as  an  adjunct  therapy  in  the  symptomatic  treat- 
ment ot  acute  or  chronic  vertigo. 

CONTRAINDICATIONS:  Convulsive  disorders  or  known  history  of  sensitivity  to  any 
of  the  listed  active  ingredients.  Because  of  the  vasodilating  action  of  nicotinic  acid, 
Ru-Vert  should  not  be  used  in  patients  with  hypotension. 

WARNINGS:  The  safety  of  this  preparation  during  pregnancy  and  lactation  has  not 
been  established.  Use  of  this  drug  requires  that  the  physician  evaluate  the  potential 
benefits  of  the  drug  against  any  possible  hazard  to  the  mother  and  child. 
PRECAUTIONS:  Although  there  are  no  absolute  contraindications  to  pentylene- 
tetrazol, it  should  be  used  with  caution  in  epileptic  patients  or  those  known  to  have  a 
low  convulsive  threshold  or  a focal  brain  lesion.  Caution  should  be  exercised  when 
treating  patients  with  high  doses  of  Ru-Vert  who  have  heart  disease.  While  pentylene- 
tetrazol does  not  act  directly  on  the  myocardium,  the  results  from  central  vagal 
stimulation  could  cause  bradycardia. 

Pheniramine  maleate,  like  other  antihistamines,  may  produce  sedative  side  effects 
in  certain  patients. 

Transient  vasodilatation  due  to  rapid  absorption  of  nicotinic  acid  may  produce 
facial  flushing  and  a sensation  of  warmth.  These  effects  may  be  ameliorated  by 
recommending  that  Ru-Vert  be  taken  following  meals  or  with  food. 

ADVERSE  REACTIONS:  Pentylenetetrazol  in  nigh  doses  may  produce  toxic  symptoms 
typical  of  central  nervous  system  stimulants,  which  act  on  the  higher  motor  centers 
and  the  spinal  cord.  Convulsions  resulting  from  this  drug  are  spontaneous  and  are 
not  induced  by  external  stimuli.  They  usually  last  for  several  minutes  and  are  followed 
by  profound  depression  and  respiratory  paralysis.  Death  has  been  reported  from  tbe 
ingestion  of  10  grams  of  pentylenetetrazol. 

DRUG  ABUSE:  Drug  dependence  has  not  been  reported  with  Ru-Vert. 

OVERDOSAGE:  Signs  and  symptoms  of  acute  overdose  may  be  due  primarily  from 
overstimulation  of  the  central  nervous  system  and  from  excessive  vasodilatation 
with  resulting  autonomic  nervous  system  imbalance.  The  symptoms  may  include  the 
following:  vomiting,  agitation,  tremors,  hyperreflexia,  sweating,  confusion,  hallucina- 
tions, headache,  hyperpyrexia,  tachycardia.  Treatment  consists  of  appropriate  sup- 
portive measures.  If  signs  and  symptoms  are  not  too  severe  and  the  patient  is 
conscious,  gastric  evacuation  may  be  accomplished  by  induction  of  emesis  or 
gastric  lavage 

Intensive  care  must  be  provided  to  maintain  adequate  circulation  and  respiratory 
exchanae 

DOSAGE  AND  ADMINISTRATION:  The  recommended  dosage  of  Ru-Vert  for  vertigo 
or  motion  sickness  is  1 or  2 tablets  three  times  a day  with  meals  or  light  snacks. 

This  drug  is  not  for  use  in  children  under  1 2 years  of  age. 

HOW  SUPPLIED: 

Bottles  of  1 00  tablets  NDC  0524-0060-01 

Bottles  of  300  tablets  NDC  0524-0060-03 

Federal  law  prohibits  dispensing  without  prescription. 


MANUFACTURED  & DISTRIBUTED  BY 

BOOTS  PHARMACEUTICALS,  INC. 

Shreveport,  Louisiana  71106 

Pioneers  in  medicine  for  the  family 


up  the 
practice 
you  want. 


in  the  area 
you  want. 


it's  a goal  we  achieve  by  offering  you  a 
choice  of  over  60  well  equipped  acute  care 
hospitals  coast  to  coast;  by  offering  you 
selected  financial  assistance,  and  by  offering 
you  management  consulting  when  you  begin 
your  practice. 

At  National  Medical  Enterprises,  we  ll  help 
you  establish  a comfortable  and  successful 
Primary  Care  practice. 

Where  you  want  it. 

How  you  want  it. 

So  whether  you're  interested  in  a solo, 
partnership,  or  a group  practice,  you  should 
contact  nme. 

we  re  the  experts. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  Wlishlre  Blvd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  (213)  479-5526. 


nfmoMb  meoicnu 

BDTBRPRISBS,  I|1C. 


"The  Total  Health  care  Company." 

An  Equal  Opportunity  Employer  M/F 


THE  HARD  PAR! 

COmES  AFTER  THE  DETOX 

Our  nationally  recognized  Alcoholism  Treatment  Program  at 
The  Arlington  Hospital  is  fully  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  We  are  successful  because  we  offer  a total 
treatment  program,  including: 

• 21-28  day  inpatient  treatment  including  detoxification 

• Separate  adolescent  program  for  patients  ages  13-18 

• Professional  counseling  staff 

• Primary  nursing  care 

• 1 5-week  aftercare  group  treatment 

• One-year  aftercare  follow-up 


For  an  Informative  brochure  and  rate  information,  call  or  write: 


Alcoholism  Treatment  Program 
The  Arlington  Hospital 

1701  North  George  Mason  Drive 
Arlington,  Virginia  22205 
703/558-6536 


Charles  G.  Smith,  M.D 
Medical  Director 
Morris  A.  Hill,  M.H.S. 
Program  Director 


The  Arlington  Hospital  is  a 350-bed  nonprofit  institution,  extending  a 
commitment  in  community  health  care. 


McGuire  Clinic, 

7702  Parham  Road,  Richmond,  Virginia  23229 


ANESTHESIOLOGY 

G.  A.  Weimer,  M.D. 

Boyd  H.  May,  M.D. 

Steven  M.  Hopper,  M.D. 

DERMATOLOGY 

E.  Randolph  Trice,  M.D. 

FAMILY  PRACTICE 

Charles  F.  Irwin,  M.D. 

Frank  N.  Bain,  M.D. 

L.  Michael  Breeden,  M.D. 
Stuart  S.  Solan,  M.D. 

INTERNAL  MEDICINE 

John  P.  Lynch,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  Sr.,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  M.D. 
Randolph  M.  Halloran,  M.D. 
Hilton  R.  Almond,  M.D. 

James  A.  Repass,  M.D. 
Michael  J.  Miller,  M.D. 

Stanley  C.  Tucker,  M.D. 
Marigail  Wynne  David,  M.D. 
Richardson  Grinnan,  M.D. 
Joseph  Longacher,  M.D. 
Richard  L.  Glazier,  M.D. 

David  D.  Vaughan,  M.D. 


Joseph  S.  Galeski,  III,  M.D. 

N.  Michael  Vranian,  M.D. 
Martin  T.  Starkman,  M.D. 
Robert  W.  Bedinger,  Jr.,  M.D. 

ALLERGY 

John  B.  Catlett,  M.D. 

David  D.  Vaughan,  M.D. 

CARDIOLOGY 

Randolph  M.  Halloran,  M.D. 
Stanley  C.  Tucker,  M.D. 

GASTROENTEROLOGY 

Hilton  R.  Almond,  M.D. 
Joseph  Longacher,  M.D. 

GERIATRICS 

John  P.  Lynch,  M.D. 

HEMATOLOGY  & ONCOLOGY 

Burness  F.  Ansell,  M.D. 
Richard  L.  Glazier,  M.D. 

NEPHROLOGY 

James  A.  Repass,  M.D. 
Ronald  N.  Kroll,  M.D. 

Martin  T.  Starkman,  M.D. 

W.  Wayne  Key,  M.D. 

PULMONARY  DISEASES 

Richardson  Grinnan,  M.D. 


Inc. 

(804)  270-0240 

NUCLEAR  MEDICINE  & 
ENDOCRINOLOGY 

David  L.  Litchfield,  M.D. 

RHEUMATOLOGY 

Michael  J.  Miller,  M.D. 

OPHTHALMOLOGY 

T.  Todd  Dabney,  M.D. 

NEUROLOGY 

Stephen  L.  Jaffe,  M.D. 

PATHOLOGY 

Hubert  R.  White,  Jr.,  M.D. 

RADIOLOGY-DIAGNOSTIC 

Henry  S.  Spencer,  M.D. 

Donald  P.  King,  M.D. 

William  F.  Proctor,  M.D. 

J.  Gregory  South,  M.D. 

Karsten  F.  Konerding,  M.D. 

RADIOLOGY-THERAPEUTIC 

A.  W.  Burke,  Jr.,  M.D.,  PhD. 

SURGERY  & GYNECOLOGY 

Joseph  W.  Coxe,  III,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Charles  S.  Drummond,  Jr.,  M.D. 
Martin  T.  Evans,  M.D. 


Established  1923  by  Stuart  McGuire,  M.D. 


LEWIS-GALE 

1802  BRAEBURN  DRIVE. 

TELEPHONE 


CLINIC,  INC. 

SALEM,  VIRGINIA  24153 
(703)  774-9241 


Anesthesiology 

Leigh  O Atkinson,  M D 
George  P Baron  M.D 
Daniel  C.  Summerlin,  Jr.,  M.D 

Dermatology 

Gary  P Gross,  M.D. 

Emergency  Medicine 

Benjamin  N.  Jones,  M D 
John  S.  Jeremiah,  M D. 

John  M.  Garvin,  M.D. 

Robert  0.  McGuffin,  M.D 
Darrell  F.  Powledge,  M.D. 

Industrial  Medicine 

E.  Wilson  Watts,  Jr.,  M.D 
Family  Practice 

Allen  M Clague,  M D 
Keith  C Edmunds,  M D 
William  C Crow,  Jr. , M D 
Preston  H Edwards,  M D 
Samuel  N Smith,  M D 
Howard  M Lebow,  M D 
Wilson  H Coulter,  M D 
John  F Daugherty,  M D 
Lewis  B.  Hock,  III,  M.D 


General  Surgery 

W Langley  Sibley,  Sr  M D 
Emeritus 

William  R Whitman,  Jr  , M D 
Emeritus 

William  L Sibley,  III.  M D 
George  R Shumate,  M D 
A Reif  Kessler,  M.D 

Hematology  and  Oncology 

J Milton  Miller,  M D 
John  C.  Morrison,  Jr  , M D 

Internal  Medicine 

Robert  F Bondurant,  M D 
Frank  Alton  Wade,  M D 
George  H Wall,  M D 
J Milton  Miller,  M D 
David  S Miller,  II,  M D 
Michael  J Moore,  M D 
William  M Blaylock,  M D 
James  A Witten,  M D 
E Blacktord  Noland,  Jr  , M.D 
Myron  S Levey,  M D 
Jacob  P Neathawk,  Jr  , M D 
John  C.  Morrison,  Jr  , M.D. 
Douglas  D Blevins,  M.D 


Cardiology 

David  S Miller  HMD 
Jacob  P Neathawk,  Jr  , M D 

Obstetrics  and  Gynecology 

Garrett  G Gooch,  III,  M D 
Carl  B.  Harms,  MD 
James  A Kelly,  MD 

Orthopaedic  Surgery 

Richard  H Fisher,  M D 
Alonzo  H Myers,  Jr  , M D 
S Curtiss  Mull,  M D 
Bertram  Spetzler,  M D 

Arthritis  and  Rheumatology 

William  M Blaylock,  M D 

Gastroenterology 

George  H Wall,  M D 

Infectious  Diseases 

Douglas  D Blevins,  M D 

Otolaryngology 

J Bruce  Hagadorn,  M D 

Pulmonary  Disease 

James  A Witten,  M D 


Pediatrics 

Thomas  J Humphries  M D 
John  T Walke,  M D 
F.  Joseph  Duckwall,  M D 
William  J Kagey.  M D 
Luthur  A Beazley  III,  M D 
Conrad  V Wynne,  Jr.,  M D 

Plastic  and  Reconstructive  Surgery 

Warren  L Moorman  M D 
Robert  F Roth,  M D 

Radiology  and  Nuclear  Medicine 

Carl  M Russell,  M D 
Donald  W Spicer,  M D 
Clyde  F Lloyd,  M D 
William  A Cassada,  Jr.,  M.D 
J William  Barnard.  M D 
James  A Walsh,  M.D 

Thoracic  and  Vascular  Surgery 

William  L Sibley,  III,  M D 
George  R Shumate,  M D 
A Reif  Kessler  M D 

Urology 

Thomas  S R Ward,  M D 
Jeffrey  S Jones,  M D 


Satellite  Clinics  in  Fincastle,  Poages  Mill,  West  Salem,  Peters  Creek  Road  and  New  Castle  For  information  Darrell  D Whitt,  Administrator 
Accredited  by  the  Accreditation  Council  for  Ambulatory  Health  Care 


VIRGINIA 

HEART 

INSTITUTE 

OUTPATIENT  HOSPITAL 


•Stress  and  ambulatory 
electrocardiography 
•Vectorcardiography 

• Echocardiography 
•Pulmonary  function  studies 
•Cardiac  rehabilitation 
•Cardiac  catheterization 

• Cardiac  nuclear  medicine 


Charles  L.  Baird,  Jr.,  M.D.,  Director,  205  North  Hamilton  Street,  Richmond,  Virginia  23221 , (804)  359-9265. 
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LONG-TERM  CARE: 
FTVE  DEC  ADES 
OF  EXCELLENCE 


Accredited  by  JCAH 

2420  Pemberton  Rd.,  Richmond  VA  23229 
804  747-9200 


Mrs.  Plyler’s 

Residential  Care 

1615  Grove  Ave.,  Richmond  VA  23220 
804  353-3981 


University  Park 


THE  PRATT  CLINIC,  LTD. 

1701  Fall  Hill  Avenue,  Fredericksburg,  Virginia  22401,  (703)  373-5501 

Established  in  1937 


CARDIOLOGY 

Robert  C.  Wheeler,  M.D. 

Michael  J.  Olichney,  M.D. 

Robert  B.  Vranian,  M.D. 

FAMILY  PRACTICE 

David  L.  Johnson,  M.D. 

Donald  E.  Bley,  M.D. 

J.  Thomas  Ryan,  M.D. 

Nurse  Practitioner 
Patricia  Sutherland 

GASTROENTEROLOGY 

John  C.  Spivey,  Jr.,  M.D. 

David  B.  Rice,  M.D. 

GENERAL  SURGERY 

Lawrence  R.  Moter,  M.D. 

Richard  N.  Thompson,  M.D. 

GYNECOLOGY  & OBSTETRICS 

T.  Stacy  Lloyd,  Jr.,  M.D. 

Donald  R.  Stoker,  M.D. 

Frank  J.  Durcan,  M.D. 

HEMATOLOGY-ONCOLOGY 

LeRoy  J.  Essig,  M.D. 


INTERNAL  MEDICINE 

Lloyd  F.  Moss,  M.D. 

Michael  J.  Olichney,  M.D. 
Jerry  A.  Trice,  M.D. 

David  B.  Rice,  M.D. 

Robert  C.  Wheeler,  M.D. 
John  C.  Spivey,  Jr.,  M.D. 
LeRoy  J.  Essig,  M.D. 

Robert  B.  Vranian,  M.D. 
William  E.  Byrd,  M.D. 

NEUROLOGY 

Richard  E.  Ranels,  M.D. 

OTOLARYNGOLOGY 
HEAD  & NECK  SURGERY 

Raymond  E.  Matson,  M.D. 

PULMONARY  DISEASE 

Jerry  A.  Trice,  M.D. 

RHEUMATOLOGY 

William  E.  Byrd,  M.D. 

CLINIC  ADMINISTRATOR 

Thomas  A.  Girton 
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Head  Hunting 


In  the  past  year  the  Membership  Committee  of 
The  Medical  Society  of  Virginia  has  been  in- 
strumental in  recruiting  nearly  200  new  members, 
raising  the  Society’s  total  current  membership  to 
around  6,400.  The  committee  has  supported  the 
establishment  of  a medical  student  component  soci- 
ety at  each  of  Virginia’s  three  medical  schools,  so 
that  these  young  professionals  can  participate  in 
The  Medical  Society  of  Virginia.  And  the  commit- 
tee has  produced  a mechanism  whereby  resident 
and  fellowship  physicians  may  become  members  of 
our  state  Society.  There  are  nearly  2,000  of  these 
housestaff  physicians  in  Virginia  and  another  2,000 
practicing  physicians  who  are  potential  members. 

Now  the  Medical  Society  of  Virginia’s  President, 
Dr.  Chris  Alexander,  has  made  membership  recruit- 
ment in  organized  medicine  at  all  levels — local, 
state  and  national — a top  priority  of  his  administra- 
tion and  has  charged  the  Membership  Committee 
with  implementing  that  priority.  Following  his  di- 
rective, the  committee  proposed  to  Council  that  the 
membership  rolls  be  increased  by  publicizing  the 
Society's  services,  and,  as  reported  elsewhere  in 
this  issue,  the  councilors  approved  that  plan. 

Accordingly,  you  will  find  bound  into  the  center- 
fold of  this  issue  of  Virginia  Medical  a brochure 
describing  the  benefits  of  membership  in  The  Medi- 
cal Society  of  Virginia.  The  information  in  this 
brochure  is  a reminder  of  the  many  services  the 
Society  offers  to  those  of  us  who  belong  to  it,  and  it 
will  be  used  as  a recruiting  tool  for  the  solicitation 


of  new  members.  This  issue  with  the  brochure  is  to 
be  mailed  not  only  to  Society  members,  as  is 
customary,  but  to  all  physicians  practicing  in  Vir- 
ginia, a total  mailing  of  upwards  of  1 1,000  copies. 

Additionally,  there  will  be  letters,  calls,  and 
personal  contacts  to  present  the  benefits  of  mem- 
bership to  non-member  physicians  over  Virginia 
and  a staff  member  in  the  field  to  support  the  effort. 

The  Membership  Committee  is  comprised  of  The 
Medical  Society  of  Virginia’s  vice  councilors  from 
each  of  Virginia’s  ten  congressional  districts.  Their 
names  appear  in  the  list  of  officers  on  page  216  of 
this  journal  issue.  Each  year  the  President  appoints 
a councilor  as  the  committee’s  chairman.  I am  that 
chairman  this  year.  Dr.  John  A.  Owen,  Jr.,  is  vice 
chairman,  and  Richard  G.  Immel,  a new  member  of 
the  MSV  staff,  functions  as  secretary.  The  commit- 
tee meets  before  each  session  of  Council  and  holds 
additional  meetings  as  called  by  the  chairman.  I 
welcome  every  member  of  the  Society  to  our  meet- 
ings, and  I invite  the  help  of  every  member  in  our 
recruiting  effort. 

Membership  in  this,  the  state’s  largest  profes- 
sional medical  organization,  is  of  emphatic  value  to 
the  Virginia  physician,  both  personally  and  profes- 
sionally. The  Membership  Committee  wants  every 
Virginia  physician  to  appreciate  that  value. 

Charles  H.  Crowder,  Jr.,  MD 

212  Mecklenburg  Avenue 
South  Hill  VA  23970 
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The  High  Price  of  Progress 


American  medicine  changed  more  between 
. 1960  and  1980  than  it  did  between  1800  and 
1900.  The  past  two  decades  saw  a series  of  concur- 
rent and  interacting  revolutions  in  technology,  eco- 
nomics, morality,  and  attitudes. 

An  example  of  one  of  these  revolutions  is  the 
number  of  therapeutic  regimens  now  available. 
These  include  beta  blockers,  antibiotics,  drugs  used 
in  psychoses  and  neuroses,  vaccines,  diuretics 
(when  was  the  last  time  you  used  a mercurial 
diuretic?!),  birth  control  pills,  cimetidine.  Radio-  and 
chemo-therapy  now  can  cure  neoplastic  diseases 
that  20  years  ago  had  dismal  one-year  survival 
rates.  And  we  are  on  the  brink  of  another  revolution 
using  recombinant  DNA.  interferon,  endorphins, 
enkephlins,  and  the  like. 

Look  what  has  happened  in  resuscitation  of  car- 
diac and  pulmonary  arrest.  Cardiac  catheterization 
and  open  heart  surgery  are  now  routine  events. 
Two  cases  were  reported  recently  by  the  Medical 
College  of  Virginia  of  the  transuterine  removal  of 
pleural  fluid  from  fetuses.  Ultrasound  techniques 
were  used.  Computed  tomography  has  revolution- 
ized neurology  and  neurosurgery  particularly. 
Transplantation  techniques  have  been  mastered, 
and  a great  deal  has  been  learned  about  the  rejec- 
tion phenomenon.  Intensive  care  units,  rare  in  1960, 
are  today  quite  common.  Infant  mortality  is  about 
half  what  it  was  in  1960.  Adults  are  living  about  five 
years  longer.  And  on  and  on. 

Associated  with  this  great  medical  progress  has 
been  a huge  rise  in  the  cost  of  medical  care.  The 
nation’s  yearly  medical  expenditure  has  skyrocket- 
ed from  $27  billion  in  1960  to  $250  billion  in  1981.  I 
remember  so  clearly  when  Dr.  John  Knowles,  then 
director  of  Massachusetts  General  Hospital,  spoke 
in  1970  at  the  Medical  College  of  Virginia  and 
reported  that  that  hospital  had  just  increased  its 

Excerpted  from  Dr.  Owens'  presidential  address  before 
the  Richmond  Academy  of  Medicine  on  January  12,  1982. 


room  rates  to  $50  a day;  he  added  that  a New  York 
hospital  had  recently  raised  its  rate  to  $75.  I thought 
to  myself  at  the  time,  "That  can’t  happen  in  Rich- 
mond." Famous  last  words. 

Twenty  years  ago  patients  paid  from  their  own 
pockets  almost  half  of  the  nation's  medical  expendi- 
tures, while  the  government  paid  a little  more  than 
20%.  The  patient's  share  has  now  decreased  by 
one-half,  and  the  government's  share  has  doubled. 
If  trends  continue,  the  nation’s  total  medical  expen- 
diture could  hit  $1  trillion  in  1990  and  could  repre- 
sent 15%  of  the  gross  national  product.  Dr.  Jay 
Winsten  of  the  Harvard  School  of  Public  Health 
recently  wrote  in  the  New  England  Journal  of 
Medicine : "We  are  approaching  the  point  at  which 
medicine  can  offer  more  than  society  can  afford." 

Much  of  medicine  has  been  effectively  socialized 
by  the  enormous  growth  of  third-party  payment, 
including  Medicare,  Medicaid,  and  private  insur- 
ance. What  does  this  mean?  Well,  to  quote  Harry 
Schwartz,  "The  physician  as  a small  businessman 
and  independent  entrepreneur  will  share  the  fate  of 
the  dodo  and  the  dinosaur.”  I hope  this  is  not  so. 
but  the  pendulum  is  swinging  that  way. 

The  Richmond  Academy  of  Medicine  is  con- 
cerned over  the  rise  in  medical  costs.  Many  of  our 
members  have  spent  many  hours  in  committees 
trying  to  get  a handle  on  the  problem  and  work  out 
solutions.  Countless  hours  are  being  spent  in  a 
consumer/provider  group  called  the  Business/Medi- 
cal Coalition.  I have  been  impressed  with  the  dedi- 
cation these  people  show.  The  coalition  consists  of 
six  separate  task  forces,  which  are  studying  these 
six  main  items:  1)  benefit  package:  2)  reimburse- 
ment system;  3)  medical  utilization,  which  includes 
physicians’  practice  habits  and  provider  attitudes; 
4)  facilities’  needs;  5)  consumer  attitudes;  and  6) 
legislative  and  regulatory  issues. 

The  task  forces  are  still  very  hard  at  work,  and  it 
would  be  premature  to  discuss  data,  but  I have 
heard  some  things  that  show  great  promise.  For 
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example,  one  idea  to  rectify  alleged  over-utilization 
of  hospital  beds  is  to  eliminate  first-dollar  hospital 
insurance  coverage,  i.e.,  the  employee  or  employ- 
ee’s family  would  have  to  pay  a certain  amount  or 
percentage  of  the  hospital  bill.  Plans  along  these 
lines  have  already  been  instituted  in  our  area. 

Union  leaders  are  very  concerned  about  the  cost 
of  medical  care.  On  top  of  that,  chief  executive 
officers  of  both  unionized  and  non-unionized  corpo- 
rations are  speaking  out.  Complaints  now  include 
long  waiting  times  in  physician’s  offices,  not  accept- 
ing insurance  payments  as  payments  in  full,  and 
“unnecessary  hospitalizations.”  The  president  of  a 
large  Richmond  corporation  recently  told  me  of 
meetings  he  has  been  having  with  his  employees. 
They  have  plans  to  institute  deductibles  in  their 
hospital  insurance  coverage  and  to  promote  outpa- 
tient coverage.  His  ideas  apparently  have  been  well 
accepted  by  his  employees,  and  other  employers 
are  waiting  to  see  the  results.  A recent  study  from 
the  Rand  Corporation  indicated  that  persons  fully 
covered  for  medical  services  spend  about  50%  more 
on  medical  services  than  do  similar  persons  whose 
medical  insurance  has  a high  deductible  clause. 

Two  regulatory  mechanisms  to  control  the  rise  in 
hospital  costs.  Professional  Standards  Review  Or- 
ganizations and  approval  of  capital  expenditures  by 
certificate  of  need,  have  not  been  shown  to  contain 
costs  significantly.  There  is  evidence,  however, 
that  rate  setting  through  mandatory  “prospective 
reimbursement”  slows  the  growth  of  hospital  ex- 
penditures. This  type  of  reimbursement  is  very 
complex,  and  its  long-term  effectiveness  remains  to 
be  determined. 

All  of  us  are  concerned  about  inflation.  My 
purchasing  power  is  much  less  than  it  was  ten  years 
ago.  I dislike  seeing  double  digit  prices  on  automo- 
bile window  stickers  as  much  as  anyone  else.  I am 
also  appalled  at  the  inferior  quality  of  some  Ameri- 
can-made products  when  compared  with  those 
made  in  Japan,  e.g.,  automobiles,  cameras,  and 


certain  electronic  products.  The  medical  care  in  the 
United  States,  however,  is  of  the  highest  order. 

It  is  very  distressing  that  the  consequence  of  the 
finest  medical  care  in  the  world  is  the  high  cost  of 
this  care.  There  are  simple  measures  that  can  be 
taken,  such  as  changes  in  the  reimbursement  plans 
to  hospitals  by  insurance  companies  and,  as  previ- 
ously mentioned,  deductibles  in  the  health  insur- 
ance plans.  I hope  cooperation  among  all  parties 
will  result  in  medical  cost  containment  without 
sacrificing  quality  of  medical  care.  If  this  is  not 
done,  I can  foresee  another  federal  regulatory  agen- 
cy being  born  which  will  affect  patient  care  adverse- 
ly and  create  social  and  political  turmoil. 

Duncan  S.  Owen,  Jr.,  MD 


THANK  YOU! 

The  Editors  are  immensely  grateful  to  these 
physicians  who  performed  special  tasks  of 
review  and  consultation  during  the  year  1981: 

Michael  C.  Beachley,  MD 
W.  Kline  Bolton,  MD 
John  A.  Board,  MD 
Herman  A.  Bosch,  MD 
Donald  M.  Brummer,  MD 
Robert  W.  Cantrell,  MD 
Thomas  M.  Daniel,  MD 
Andrew  P.  Ferry,  MD 
Hermes  A.  Kontos,  MD 
Peter  Mamunes,  MD 
Lockhart  B.  McGuire,  MD 
Wyndell  H.  Merritt,  MD 
William  W.  Miller,  MD 
Arnold  M.  Salzberg,  MD 
James  A.  Shield,  Jr.,  MD 
C.  Michael  Sheppa,  MD 
Warren  G.  Stamp,  MD 
Paul  M.  Suratt,  MD 
Frederick  S.  Vines,  MD 
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Bringing  it  all 


^ 9 Radiologic  services  at  Bluefield 

hAfni>  Community  Hospital  are  improving 
WJ  AA/11K*  the  quality  of  medical  care  in 
southern  West  Virginia  and  southwestern  Virginia. 

Bluefield  Community  Hospital  is  the  only  hospital  within  100 
miles  to  provide  such  specialized  services  as  cobalt  radiation 
therapy  and  CT  scanning. 

By  bringing  these  services  to  Bluefield,  we're  making 
medical  care  less  expensive  and  more  convenient  for  physi- 
cians and  their  patients.  These  services  also  mean  families 
can  provide  more  support  for  patients. 

For  a free  brochure  on  radiologic  services,  including  our 
new  cobalt  unit,  call  or  write  Stephen  Raskin,  M.D.,  Chief 
Radiologist. 


Bluefield  Community  Hospital  t 

500  Cherry  Street,  Bluefield,  WV  24701  304/327-2511 
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VIRGINIA  MEDICAL  OBITUARY 


W.  A.  Brown,  Jr.,  MD 

Dr.  William  Ambrose  Brown,  Jr.,  general  practi- 
tioner in  Portsmouth  for  more  than  50  years,  died 
January  23  in  a Portsmouth  hospital.  He  was  75 
years  old. 

Son  of  the  late  Right  Rev.  William  A.  Brown,  Sr., 
former  bishop  of  the  Southern  Diocese  of  Virginia, 
Dr.  Brown  was  graduated  from  the  Virginia  Episco- 
pal School  in  Lynchburg,  then  went  on  to  the 
University  of  Virginia,  receiving  his  medical  degree 
in  1931  and  serving  his  internship  at  the  UVa 
Hospital.  During  World  War  II  he  served  as  a 
captain  in  the  Army  Medical  Corps.  For  almost  the 
length  of  his  practice  Dr.  Brown  was  a member  of 
both  the  Portsmouth  Academy  of  Medicine  and  The 
Medical  Society  of  Virginia. 


Paul  B.  Toms,  MD 

Dr.  Paul  B.  Toms,  Martinsville,  died  January  31 
at  the  age  of  61.  He  was  a general  surgeon. 

Dr.  Toms  was  a graduate  of  the  University  of 
Maryland  School  of  Medicine  and  trained  at  Mary- 
land’s Union  Memorial  Hospital  and  Martinsville 
General  Hospital.  He  had  been  a member  of  The 
Medical  Society  of  Virginia  37  years  and  belonged 
also  to  the  Patrick  Henry  Medical  Society  and  the 
American  Society  of  Abdominal  Surgeons. 


James  R.  McArtor,  MD 

Dr.  James  Richard  McArtor,  Fredericksburg 
ophthalmologist,  died  January  23  in  Fredericks- 
burg. He  was  65  years  old. 

A native  of  New  Concord,  Ohio,  Dr.  McArtor 
was  a graduate  of  Miami  University  and  the  Univer- 
sity of  Cincinnati  College  of  Medicine.  He  moved  to 
Fredericksburg  while  on  a tour  of  duty  at  the  Naval 
Hospital  in  Quantico,  establishing  his  private  prac- 
tice after  retiring  from  the  Navy  in  1963  with  the 


rank  of  captain.  He  started  glaucoma  screening 
clinics  in  Woodbridge  and  Fredericksburg  receiving 
a number  of  honors  from  the  Lions  Club  for  his  help 
in  eye  care  for  children,  and  taught  in  the  registered 
nursing  program  of  Germanna  Community  College. 

Dr.  McArtor  came  to  membership  in  The  Medical 
Society  of  Virginia  through  the  Fredericksburg 
Area  Medical  Society  and  belonged  to  many  other 
professional  organizations,  including  both  the  Vir- 
ginia Society  and  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  Society  of  Eye 
Surgeons,  and  the  National  Rehabilitation  Associa- 
tion. 

Philip  S.  Grant,  MD 

Dr.  Philip  S.  Grant,  Staunton,  died  January  31 
at  the  age  of  57.  He  was  an  obstetrician  and 
gynecologist. 

Dr.  Grant  earned  his  medical  degree  at  the 
Georgetown  University  School  of  Medicine,  then 
trained  at  the  Greater  Baltimore  Medical  Center 
and  the  Washington  Hospital  Center.  He  came  to 
membership  in  The  Medical  Society  of  Virginia 
through  the  Augusta  County  Medical  Society. 


Philip  B.  Parsons,  MD 

Dr.  Philip  Brower  Parsons,  Chatham  Township, 
New  Jersey,  died  July  18  at  the  age  of  69.  Formerly 
a resident  of  Virginia,  Dr.  Parsons  was  at  his  death 
a staff  radiologist  for  the  East  Orange,  New  Jersey, 
Veterans  Hospital. 

A graduate  of  Duke  University’s  School  of  Medi- 
cine, Dr.  Parsons  also  interned  at  Duke.  In  1958- 
1959  he  was  president  of  the  Virginia  Radiology 
Society,  and  he  had  belonged  to  The  Medical  Socie- 
ty of  Virginia  for  41  years.  His  other  professional 
memberships  included  the  American  Medical  Asso- 
ciation, American  Roentgen  Society  and  American 
College  of  Radiology. 
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WHO’S  WHO 


Taking  the  spotlight  in  this  issue 
are  The  Medical  Society  of  Virgin- 
ia’s best  friends,  the  county  and 
city  medical  societies  of  Virginia. 
On  page  225  the  Lynchburg  Acad- 
emy of  Medicine  is  featured  in  an- 
other of  Virginia  Medical’s  Offi- 
cers of  the  Line  series.  Listed  for 
reference  on  pages  223-224  are  the 
presidents  and  secretaries  of  all  the 
component  medical  societies  in  the 
state.  And  on  page  280  you  will  find 
an  excerpt  from  the  inaugural  ad- 
dress of  the  Richmond  Academy  of 
Medicine’s  new  president,  Dr. 
Duncan  S.  Owen,  Jr. 

Many  of  the  local  medical  societ- 
ies elect  officers  at  the  start  of  the 
year;  here  following  are  some  of 
these  newly  elected  slates. 

To  serve  the  Richmond  Acad- 
emy of  Medicine  with  Dr.  Owen, 
these  officers:  Dr.  Ronald  K.  Davis, 
president  elect;  Dr.  C.  M.  Kinloch 
Nelson  and  Dr.  Edward  A.  Zakaib, 
vice  presidents;  Dr.  Lindley  T. 


Smith,  secretary;  and  Dr.  J.  Latane 
Ware,  treasurer. 

To  serve  the  Rockingham  Coun- 
ty Medical  Society,  these  officers 
were  elected  recently:  Dr.  Charles 
H.  Henderson,  president;  Dr.  Paul 
T.  Yoder,  vice  president;  Dr.  R.  M. 
Senfield,  secretary;  and  Dr.  Regis 
Kohring,  treasurer. 

New  complement  of  officers  for 
the  Portsmouth  Academy  of  Medi- 
cine is  Dr.  Ronald  I.  Dozoretz, 
president;  Dr.  H.  Dale  Sponaugle, 
vice  president;  Dr.  Behrooz  Day- 
anim.  III,  secretary;  and  Dr.  J.  C. 
P.  Collier,  Jr.,  treasurer. 

The  Northern  Neck  Medical  As- 
sociation has  elected  new  officers. 
Dr.  John  W.  Johnson  is  president 
elect  and  Dr.  Carl  A.  Broaddus  is 
vice  president;  both  practice  in  Kil- 
marnock, Dr.  Norman  R.  Tingle, 
Lively,  was  reelected  secretary- 
treasurer,  and  Dr.  David  L.  Harris, 
Irvington,  was  installed  as  presi- 
dent. 


These  new  officers  of  the  Alex- 
andria Medical  Society  were  in- 
stalled early  this  year:  Dr.  Donald 
David  Haut,  president;  Dr.  John  P. 
McDade,  president  elect;  Dr.  San- 
ford Warshauer,  vice  president; 
Dr.  J.  Pat  Tokarz,  secretary;  and 
Dr.  Antonio  M.  Longo,  treasurer. 

Leading  the  Fairfax  County 
Medical  Society  in  1982  is  Dr.  Da- 
vid E.  Robinette,  who  was  installed 
as  president  at  the  society’s  annual 
dinner  meeting  late  last  year.  The 
society’s  other  new  officers  are  Dr. 
Paul  G.  Rochmis,  president  elect; 
Dr.  William  L.  Rich,  III,  vice  presi- 
dent; Dr.  Louis  Q.  Pugsley,  secre- 
tary; and  Dr.  Richard  J.  Hart,  Jr., 
treasurer. 

Almost  a half  a century  of  gener- 
al practice  in  Bowling  Green  came 
to  an  end  late  last  year  when  Dr. 
George  A.  Reynolds  retired.  Dr. 
Reynolds,  73,  is  a native  of  Blue- 
field,  Virginia  and  was  educated  at 
Bluefield  State  College  and  Emory 
University  in  Atlanta.  He  came  to 
Bowling  Green  in  1936  after  intern- 
ing in  Richmond  and  Norfolk. 

Dr.  Reynolds  has  not  only 
played  a key  role  in  his  community 
as  a physician,  but  he  has  been 
mayor  of  Bowling  Green  and  spent 
several  terms  on  the  town  council. 
He  is  also  a member  of  the  choir  at 
Bowling  Green's  United  Methodist 
Church.  Retiring  with  him  is  his 
wife,  the  former  Pearle  Young, 
who  has  served  as  his  nurse  and 
office  assistant  throughout  his 
practice. 

Dr.  Richard  W.  Lindsay,  Char- 
lottesville, has  been  appointed  to 
the  Advisory  Panel  on  Geriatrics  of 
the  United  States  Pharmacopeia, 


After  45‘/2  years,  good-bye  to  BP  readings:  Dr.  George  A.  Reynolds. 

Photograph  courtesy  the  Caroline  Progress 
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and  in  that  capacity  will  help  devel- 
op, review  and  revise  the  Pharma- 
copeia’s publications  and  its  con- 
tinuing drug  education  and 
information  programs.  Dr.  Lindsay 
is  head  of  the  Division  of  Geriatrics 
at  the  University  of  Virginia  School 
of  Medicine. 

Dr.  Leslie  L.  Peters,  Arlington , 
has  been  reelected  president  of  Jef- 
ferson Memorial  Hospital  in  Alex- 
andria, a post  he  has  held  for  the 
past  six  years. 

At  a recent  meeting  in  New  Or- 
leans, Dr.  Randolph  M.  Jackson, 

Winchester,  was  elected  assistant 
secretary  of  the  American  Society 
of  Anesthesiologists. 

Dr.  Shiv  Navani,  Big  Stone  Gap, 
was  eleced  to  fellowship  in  the  In- 
ternational College  of  Surgeons 
during  its  recent  meeting  in  Coro- 
nado, California. 

Newly  elected  president  of  the 
medical  staff  of  St.  Luke's  Hospi- 
tal, Richmond,  is  Dr.  Richardson 
Grinnan,  Richmond  internist. 

These  Medical  Society  of  Virgin- 
ia members  were  elected  to  fellow- 
ship in  the  American  College  of 
Physicians  and  will  be  formally  in- 
ducted at  the  College's  session  in 
Philadelphia  this  month:  Dr.  Peter 
S.  Ross  and  Dr.  Bertram  C.  Snyder, 
Arlington;  Dr.  Jack  B.  Spainhour, 
Jr.,  Danville;  Dr.  William  E.  Byrd. 
Norfolk;  Dr.  Michael  L.  Cherwek, 
Fredericksburg;  Dr.  Carl  P.  Laugh- 
lin  and  Dr.  St.  George  T.  Lee,  Jr., 
Newport  News;  Dr.  Rodney  H. 
Smith  and  Dr.  William  T.  Tucker, 
Richmond;  Dr.  Eugene  B.  Noland, 


Jr.,  Roanoke;  and  Dr.  A.  Sidney 

Barritt,  III,  Salem. 

New  chairman  of  the  department 
of  radiology  at  Eastern  Virginia 
Medical  School  is  Dr.  Robert  A. 
Woolfit,  who  joined  the  EVMS  fac- 
ulty in  1978  as  an  assistant  profes- 
sor and  had  been  serving  as  the 
department’s  interim  chairman. 

A family  tradition  of  doctoring 
came  to  an  end  late  last  year  when 
Dr.  Rupert  W.  Quaintance,  Jr., 
Culpeper,  retired  from  his  general 
practice  of  30  years,  citing  his 
health  as  the  principal  reason.  Dr. 
Quaintance’s  grandfather,  father 
and  an  uncle  were  physicians.  His 
grandfather  set  up  his  horseback 
practice  in  Rappahannock  in  the 
early  1870s,  and  his  father,  who 
practiced  in  Slate  Milles,  Virginia, 
was  still  seeing  patients  when  he 
died  at  the  age  of  85. 

Dr.  Quaintance,  Jr.,  followed  in 


their  footsteps  when  he  enrolled  at 
the  University  of  Virginia  School 
of  Medicine,  after  graduating  from 
the  University  of  Richmond,  and 
set  up  his  practice  in  Culpeper  in 
1951.  He  has  been  president  of  the 
Culpeper  County  Medical  Society 
and  the  staff  of  Culpeper  Memorial 
Hospital. 

Delivering  babies  was  a major 
part  of  his  practice  in  the  early 
years,  but  of  late  older  patients 
have  predominated,  with  a lot  of 
Medicare  and  Medicaid  patients, 
and  the  announcement  of  his  retire- 
ment brought  praise  from  the  De- 
partment of  Vocational  Rehabilita- 
tion for  his  “compassionate 
assistance”  to  its  clients. 

Dr.  William  H.  Higgins,  Jr., 

Richmond,  was  reelected  chairman 
of  the  Greater  Richmond  Commu- 
nity Foundation  at  its  meeting  late 
last  year.  The  foundation  adminis- 
ters grants  to  local  programs. 


Out  of  the  examining  room,  into  retirement:  Dr.  Rupert  Quaintance. 

Photograph  by  Ray  K.  Saunders  for  Culpeper  Star-Exponent 
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VIRGINIA 
M EDICAL 
CLASSI  FI  ED 

Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less,  lOtf  per  word  in  excess  of  50.  Classified  display  available 
at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor,  4205 
Dover  Road,  Richmond  V A 23221 . 


EMERGENCY  room  physician  wants  full-time  employ- 
ment in  Virginia.  Call  (919)  945-3003. 

PHYSICIANS — Full-time,  part-time,  or  hourly  for  general 
office  in  Chesterfield,  15  minutes  from  Medical  College  of 
Virginia.  Send  resume  or  inquiries  to  Virginia  Medical 
Box  52,  4205  Dover  Road,  Richmond  VA  23221. 

FOR  RENT — Virginia  Beach  ocean  front  4-bedroom,  2Vi 
bath,  modern  house  right  on  the  beach.  Spectacular  view, 
privacy  and  seclusion  in  Sandbridge — 45  minutes  Norfolk 
airport,  25  minutes  Virginia  Beach  resort  area,  walking 
distance  Back  Bay,  walk  out  your  living  room,  over  the 
deck  onto  the  Atlantic  Ocean  beach.  All  conveniences, 
phone,  washing  machine  and  drier,  fireplace.  Luxurious 
and  exquisitely  furnished,  sleeps  10.  Available  weekends  or 
by  the  week,  now  until  July  and  September  on.  Call  (804) 
272-1755. 

COLLECTIONS  PROBLEMS?  Richmond  area  attorneys, 
specialists  in  creditors’  rights  law.  All  matters  handled  in 
a professional  manner.  Fee  basis  is  1/3  of  the  amount  col- 
lected. Inquires  invited.  Samuel  & Pustilnik,  Attorneys 
and  Counselors  at  Law,  4901  Cutshaw  Ave.,  PO  Box 
6857,  Richmond  VA  23230,  (804)  353-3831. 

SUMMER  CME  cruise/conferences  on  legal/medical  issues: 
10-day  Caribbean  cruise  departs  July  28,  1982,  visiting  five 
picturesque  islands.  14-day  Mediterranean  cruise  departs 
August  21,  1982,  visiting  Italy,  Greece,  Egypt,  Israel, 
Turkey,  Yugoslavia.  Seminars  led  by  distinguished  profes- 
sors. Approved  for  24  CME  Cat.  I credits.  Excellent  fly/ 
cruise  group  fares  on  finest  ships.  Both  conferences,  sched- 
uled prior  to  12/13/80,  conform  to  IRS  tax  deductibility 
under  1976  Tax  Reform  Act.  Registration  limited.  For 
color  brochures:  International  Conferences,  189  Lodge 
Ave.,  Huntington  Station  NY  11746,  (516)  549-0869. 

DELINQUENT  ACCOUNTS?  (Richmond  and  surround- 
ing areas).  Let  our  law  firm  promptly  and  professionally 
pursue  your  delinquent  accounts.  Fee  schedule  is  30%  of 
the  amount  collected.  Inquiries  invited.  Law  offices  of 
Chaplin  & Papa,  20  N.  Eighth  St.,  Richmond  VA  23219, 
telephone  (804)  643-0133. 


PSYCHIATRIST  to  work  with  general  adult  psychiatric 
treatment  center  in  private  60-bed  psychiatric  hospital. 
Scenic  location  in  Charlottesville,  Virginia.  Excellent  bene- 
fits including  pension/profit  sharing,  group  life,  health  and 
dental  and  malpractice.  Salary  commensurate  with  experi- 
ence. Send  resume  to  CVPA,  2101  Arlington  Blvd.,  Char- 
lottesville VA  22901,  Attn:  Mr.  Foukes. 

FOR  RENT — Wintergreen  Treeloft  home.  Spectacular 
views  in  Blue  Ridge  Mountain  year-found  resort.  3 bed- 
rooms, 2 baths,  sleeps  8.  Near  Mountain  Inn  with  tennis, 
dining,  shops  and  entertainment.  Beautiful  golf  course. 
Hiking.  Horseback  riding.  Enjoy  a beautiful  spring  week- 
end for  $150.  Week  in  June  $375,  in  July  and  August  $475. 
Call  (804)  293-9121. 

WINTERGREEN — Empty  lot  on  White  Oak.  Owner  will- 
ing to  sell  at  reduced  rate.  Valued  at  $22,500,  will  sell  at 
$20,000  or  best  offer.  Owner  financing  available.  Excellent 
location  in  already  developed  area.  Call  (804)  295-3128. 

HILTON  HEAD — For  rent.  New  3 BR,  3 Vi  bath  home  on 
golf  course  (Shipyard  Plantation).  Near  ocean.  Free  tennis 
and  pool.  Many  extras.  (804)  874-4428. 

OFFICE  SPACE — Bermuda  Square,  Chester,  new  office 
building.  Will  alter  to  suit.  Call  (804)  861-2300  or  (804) 
748-8411. 

BEAUTY  HAS  BEEN  CAPTURED 
Lovely  4 BR  brick  home,  3 baths,  entrance  foyer,  living 
room  w/fp,  dining  room,  family  room,  kitchen,  utility 
room,  porch  & garage.  Excellent  condition.  Located  on  3.1 
acres  with  280  ft.  on  Coan  River.  Boat  dock.  Deep  water. 
$195,000.  Van  Land  Realty,  PO  Box  241,  Callao  VA  22435, 
(804)  529-7225. 


WE  NEED 

Virginia  licensed  ob/gyn  specialist  or  family  practi- 
tioner experienced  in  family  planning  and  O.P.  pre- 
natal care  for  established  position  (#3675)  in  the 
Hampton  City  Health  Department. 

WE  OFFER 

8:00  to  4:30  workday,  leaving  you  the  weekends  to 
enjoy  the  beautiful  Tidewater  area.  Specialty,  labo- 
ratory, radiology,  home  care  and  social  services 
backup  available.  Benefits  include:  established  classi- 
fied State  position,  retirement  plan,  group  life  insur- 
ance, paid  hospitalization,  malpractice  insurance, 
vacation,  sick  leave,  11  holidays;  all  begin  on  date  of 
employment  and  increase  with  service.  Salary  nego- 
tiable (range:  $32,624-$44,571).  Address  inquiries  to 
Carol  Wheeler,  Virginia  State  Health  Department, 
Room  110,  James  Madison  Bldg.,  109  Governor  St., 
Richmond,  Va.  23219.  Deadline  for  applications  is 
5:00  pm.  May  31,  1982.  An  Equal  Opportunity 
Employer. 
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Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


(see  indications  section 
in  summary  of  product 
information): 


there 


in  recurrent 
UTI. . . 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
bid.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume. . .on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Entero- 
bacter.  Proteus  mirabilis.  Proteus  vulgaris.  Proteus  morganii.  It  is  recommended  that 
initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  in  physician’s  judgment  it  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
Is  due  to  amplcillin-resistant  Haemophilus  influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  is  not  indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician  s 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency,  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A /J-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBCs  are  recommended,  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General.  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin;  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias:  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia.  Allergic  reactions  Erythema 
multiforme.  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatilis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon.  Due  to  certain  chemical  similarities  to  some 
goitrogens.  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients:  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 

ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days. -Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml'/min,  If  creatinine  clearance  is  between  15  and  30  ml/mm, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage-  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100,  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


in  shigellosis 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


' \ ROCHE  LABORATORIES 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Bactrim 

succeeds 

M 

in  recurrent  urinary  tract  infectious* 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations’... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae12  with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN  N Engl  J Med  303  426-432,  Aug  21,  1980.  2.  Data  on  file, 
Medical  Department.  Hoffmann-La  Roche  Inc. 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRENGTH  TABLETS 


maximizes  results  with  B.I.1).  convenience 


due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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SPONSORED  INSURANCE  PLANS 


IMPORTANT  ANNOUNCEMENTS 


• DYER  & ASSOCIATES  HAS  A NEW  ADDRESS 


To  better  serve  the  entire  state  of  Virginia,  the  offices  of 
our  Insurance  Administrator  have  moved  to: 

1710  Goodridge  Drive,  Suite  1350 
MC  LEAN,  VIRGINIA  22102 
Telephone:  (703)  556-0010 

(NOTE:  Roanoke  offices  have  been  closed.) 


NEW  MANAGER  FOR  DYER  & ASSOCIATES 


John  S.  Bobbitt  has  been  appointed  Manager  of  David 
A.  Dyer  & Associates,  succeeding  the  late  Fred  Hamlin. 
Should  you  have  a specific  question,  please  don’t 
hesitate  to  call  John. 


NEW  800  PHONE  NUMBER  FOR  DYER  & ASSOCIATES 


Effective  immediately,  a NEW  Toll-Free  number  in 
Virginia  (1-800-572-2211)  will  be  available  to  all  Society 
members  for  calls  to  the  Insurance  Administrator.  To 

repe3t  1-800-572-2211 


TWO  NEW  COVERAGE  PLANS 
APPROVED  FOR  SPONSORED  PROGRAM 


COMING  SOON! 
Physicians’/Surgeons’ 

BUSINESS  OWNERS  PACKAGE  PLAN 

COMPREHENSIVE  MEDICAL  PLAN 
for  Members  and  Employees 

WATCH  YOUR  MAIL  FOR  DETAILS 


ADMINISTRATOR’S  NEW  TOLL-FREE  NUMBER  IN  VIRGINIA 

1-800-572-2211 
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Virginia  physicians  respond  to  weapons  alarm 


At  a meeting  of  Richmond  Physi- 
cians for  Social  Responsibility:  left 
to  right,  Dr.  Jerome  D.  Gorman,  Dr. 
Joseph  W.  Longacher,  Jr.,  Dr.  Ted 
Feinson,  and  Dr.  Frederick  P.  Alpern. 


Virginia  physicians  have  entered  the  movement  to  prevent  nuclear  war  by 
forming  a chapter  of  the  national  Physicians  for  Social  Responsibility. 
Their  primary  goal:  to  spread  the  word  that  nuclear  weapons  portend  a 
medical  catastrophe  of  such  ferocious  magnitude  that  the  traditional 
healing  role  of  the  physician  will  be  blown  away. 

One  of  the  new  chapter’s  founders,  Dr.  Jerome  D.  Gorman  of  Rich- 
mond, explains  that  goal  in  this  way:  “We  physicians  are  aware  of  how 
severely  a plane  crash  or  even  a bad  automobile  accident  can  strain 
emergency  facilities.  What  would  it  mean  if  a 20-megaton  bomb  were 
dropped  on  Washington  or  Norfolk,  two  likely  targets?  It  is  absurd  to 
pretend  we  doctors  could  do  much.”  To  say  nothing  of  the  probability  that 
few  doctors  would  be  left  alive  in  the  target  areas. 

Some  even  say  no  humans  will  be  left  alive  at  all  if  the  nuclear  bombs 
start  dropping.  We’re  headed  for  a global  holocaust,  they  warn,  in  which 
strikes  by  the  huge  nuclear  arsenals  of  the  United  States  and  Russia  will 
so  severely  traumatize  and  contaminate  our  world’s  support  system  that 
even  those  who  escape  death  in  the  blasts  will  not  be  able  to  survive. 

“The  final  epidemic”  is  what  Dr.  Gorman  and  Dr.  Frederick  P.  Alpern  call 
this  fearful  prospect  in  their  editorial  on  page  345  of  this  issue.  Their  alarm 
is  shared  by  some  of  the  biggest  names  in  medicine,  and  Physicians  for 
Social  Responsibility  has  grown  recently  at  an  atomic  rate,  from  2,000 
members  in  early  1981  to  12,000  members  as  this  is  written.  There  are 
now  85  chapters  in  45  states. 

The  Richmond  chapter  has  grown  rapidly,  too,  from  its  initial  cadre  of  six 
members,  and  a recent  meeting  drew  40  persons.  The  chapter  meets 

every  other  month,  in  the  evening, 
in  a classroom  of  St.  Mary’s  Hospi- 
tal in  Richmond.  The  chapter’s  co- 
ordinator, Dr.  Ted  Feinson,  Rich- 
mond, plans  programs  that  are 
designed  to  educate  physicians  in 
such  pertinencies  as  the  often-eu- 
phemistic  terms  used  by  nuclear 
technologists  and  the  US  Depart- 
ment of  Defense,  as  well  as  the 
medical  aspects  of  nuclear  radia- 
tion illness  and  other  effects  of 
atomic  bombings. 

Dues  of  $30  per  year  include 
both  state  and  national  PSR  mem- 
bership and  finance  the  prime  effort 
of  this  and  other  chapters,  the  stag- 
ing of  highly  publicized  sympo- 
siums that  focus  attention  on  the 
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dangers  and  imminence  of  nuclear 
war.  Speakers  at  these  public 
meetings  are  physicians,  profes- 
sors, physicists  and  diplomats 
whose  impressive  credentials  at- 
tract big  audiences  and  heavy  me- 
dia coverage.  Next  symposium  in 
the  Virginia  region  will  be  at  George 
Washington  University  in  Washing- 
ton, DC,  on  May  11.  Among  the 
speakers  will  be  Dr.  Lewis  Thomas, 
Dr.  Jonas  Salk,  and  Carl  Sagan. 

There  are  other  signs  of  antinu- 
clear-weapons activity  in  the  medi- 
cal profession.  At  Harvard  Universi- 
ty’s Medical  School,  for  instance, 
an  elective  course  on  the  effects  of 
nuclear  war  was  scheduled  to  be- 
gin with  the  spring  semester,  ac- 
cording to  a report  in  a recent  issue 
of  American  Medical  News.  It  cov- 
ers 15  subjects,  including  the  phys- 
ics of  weaponry,  kinds  of  blasts, 
types  of  injuries.  In  announcing  the 
new  course,  Dr.  Alexander  Leaf, 
head  of  Harvard’s  Department  of 
Clinical  Medicine  and  Epidemiol- 
ogy, said  that  physicians  need  to 
know  the  facts  about  nuclear  dev- 
astation so  that  they  can  stop  “lots 
of  loose  talk  about  survivors”  and 
contribute  toward  a more  intelligent 
public  policy. 

— 

New  restraint  classes 
are  aptly  timed 

A child-restraint  bill  supported  by 
The  Medical  Society  of  Virginia  was 
passed  by  the  General  Assembly  at 
its  recent  session,  and  a program  in 
Virginia  hospitals  was  ready  and 
waiting  to  complement  it. 

The  bill,  sponsored  by  Sen.  Fred- 


erick T.  Gray  (D-Chesterfield),  re- 
quires parents  to  equip  their  auto- 
mobiles with  safety  seats  for 
children  4 years  old  or  younger. 

With  perfect  timing,  hospitals 
across  Virginia  recently  began  en- 
rolling new  mothers  in  classes  in 
how  to  protect  their  babies  with  car 


seats.  The  lesson  begins  with  the 
very  first  ride,  from  hospital  to 
home.  It's  a demonstration  pro- 
gram, using  car  seats  top-rated  for 
safety  and  donated  by  three  manu- 
facturers. Heading  the  program  at 
the  Medical  College  of  Virginia  is 
Dr.  Joseph  R.  Zanga. 


Newport  News  surgeon  sets  $25,000  example 


Have  you  given  $25,000  to  your 
favorite  hospital  lately?  Dr.  Alvin 
Bryant  has.  He  pledged  that  formi- 
dable sum  to  Whittaker  Memorial 
Hospital  in  Newport  News,  securing 
the  gift  with  a $6,000  down  pay- 
ment and  promising  to  pay  the  rest 
within  three  years.  Dr.  Bryant,  a 
general  surgeon,  joined  the  Whitta- 
ker medical  staff  seven  years  ago 
and  is  chairman  of  a committee  to 
raise  funds  for  a new  $1 7-million 
building  for  the  126-bed  hospital. 

“Since  I’m  one  of  the  leaders  of 
the  building  campaign,  I feel  I 


should  set  an  example,”  Dr.  Bryant 
told  a reporter  for  the  Newport 
News  Daily  Press.  He  recalled  that 
most  of  his  education  at  Florida 
A&M,  Purdue  and  Howard  Univer- 
sity was  financed  through  grants 
and  scholarships  he  received.  Now 
he  wants  to  do  some  giving. 

Has  anyone  else  followed  Dr. 
Bryant’s  lead  in  the  Big  Gifts  cate- 
gory? No,  but  the  Daily  Press  gave 
$10,000,  and  at  last  reports  the 
fund  had  reached  a quarter  of  its 
$2-million  goal. 

T Dr.  Bryant 
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Selene  Lambert 


Charter  Medical  Corporation  proudly 
announces  the  opening  of  its  Stuart  Circle 
Medical  Building  on  Richmond's  historic 
Monument  Avenue. 

The  new  medical  building  offers 
physicians  the  opportunity  to  become  an 
integral  part  of  an  active  community. 
Located  in  the  center  of  the  beautiful  Fan 
district,  the  newly  renovated  office  building 
provides  space  for  physicians  to  practice, 
either  solo  or  in  groups. 

The  office  is  within  half  a block 
of  Stuart  Circle  Hospital,  a 153-bed,  short- 
term, medical/surgical  hospital  offering  the 
convenience  of  outpatient  testing  for  your 
patients.  A 24-hour  Outpatient  Department 
and  many  other  ancillary  sen/ices  are  also 
available  at  the  hospital. 

Although  renovated  for  modern-day 
patient/physician  comfort,  much  of  the 


townhouse-style  flavor  remains,  including 
fireplaces  and  mantels  in  selected  offices. 
The  floor-plan  design  insures  convenience 
and  patient  privacy  in  both  the  consul- 
tation and  examination  areas.  The  decor 
matches  the  traditional  elegance  of  the 
surrounding  historical  homes. 

Applications  are  now  being  accepted 
for  office  space.  Interested  physicians 
should  call  project  manager  Ray  Hayes  at 
(804)359-1843. 


The  Stuart  Circle  Medical  Building 

1 61 7 Monument  Avenue 
Richmond,  Virginia 

-A  CHARTER  MEDICAL  CORPORATION  FACILITY- 


A Blueprint  for  a Community’s 
The  New  Stuart  Circle 
Medical  Building 


Health: 
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UPFRONT 


The  year  1982  will  probably  be  the 
most  important  election  year  in  the 
decade  for  physicians.  The  voters 
of  the  Commonwealth  will  have  the 
opportunity  to  elect  a United 
States  senator  to  replace  Senator 
Harry  F.  Byrd,  Jr.  It  is  most  impor- 
tant that  physicians  become  in- 
volved early  in  the  campaigns  of 
either  the  Democratic  or  the  Re- 
publican nominee.  Also,  our  ten 
congressmen  will  stand  for  reelec- 
tion in  this  even  year.  Congress- 
man Butler,  Republican  from  the 
6th  district,  has  already  announced 
his  intentions  of  not  running  for 
reelection.  The  incumbent  in  the 
1st  district,  Congressman  Trible, 
has  announced  that  he  will  not  be  a 
candidate  from  his  district  as  he 
has  almost  been  assured  the  Re- 
publican nomination  for  the  United 
States  Senate.  By  the  time  this  is 
published  there  will  probably  be 
announced  races  in  the  4th,  7th,  8th 
and  10th  districts.  It  is  important 
that  physicians  become  involved  in 
these  congressional  races  early  so 
that  our  friends  will  know  we  are 
supporting  them. 

This  year  in  an  unusual  situation 
we  will  be  electing  all  100  members 
of  the  Virginia  House  of  Delegates 
at  the  same  time.  These  delegates 
will  have  to  consider  much  legisla- 
tion that  will  be  vital  to  the  practice 
of  medicine  in  the  Commonwealth 
will  be  considered  by  the  1983  Gen- 
eral Assembly.  For  example: 

1.  Changes  in  the  present  statute 
of  limitations  will  surely  be  intro- 
duced again  in  1983.  It  probably 
will  be  proposed  that  the  two-year 
statute  of  limitations  be  changed 
from  two  years  from  the  time  of  the 
alleged  malpractice  to  two  years 
from  the  time  of  discovery.  If  this 


change  in  the  code  is  enacted,  it 
could  certainly  bring  about  increas- 
ing suits  and  increasing  dollar 
awards. 

2.  Repeal  of  the  present  $750,000 
cap  on  any  award  is  also  in  the 
making.  I have  been  told  that  there 
is  a political  action  group  that  is 
working  actively  with  the  Trial 
Lawyers  Association  to  bring 
about  such  a change.  There  are 
approximately  1,300  members  of 


the  Trial  Lawyers  Association,  and 
they  are  being  asked  to  raise  a 
“war  chest”  of  over  $600,000  for 
the  sole  purpose  of  electing  mem- 
bers of  the  House  of  Delegates  that 
will  be  friendly  toward  their  views. 

3.  There  will  be  a report  of  a 
study  commission  involving  the  op- 
eration and  services  of  the  Depart- 
ment of  Health.  No  doubt  this  re- 
port will  deal  with  the  Section  of 
the  Code  that  would  replace  the 
requirement  that  the  Commissioner 
of  Health  be  a licensed  medical 
doctor.  The  entire  structure,  duties 
and  proposed  policies  of  the  State 
Board  of  Health  will  be  considered 
in  this  joint  committee  report,  and 
there  will  be,  I am  sure,  definite 
legislation  that  will  be  introduced 
to  support  ideas,  some  foreign  to 
our  views. 

4.  Death  with  dignity  will  be 
dealt  with  in  a study  report  autho- 
rized by  a joint  house  resolution. 
This  involves  the  rights  of  the  ter- 
minally ill,  their  families  and  the 
physicians. 

5.  Reports  of  the  feasability  of 
preserving  regional  health  planning 
mechanisms  will  in  all  probability 
be  reported  to  the  General  Assem- 


bly in  1983  as  a result  of  a joint 
house  resolution  establishing  such 
a commission.  Members  of  the 
medical  profession  certainly  should 
be  involved  and  we  should  definite- 
ly express  our  opinions  to  our  dele- 
gates or  candidates  for  the  House 
of  Delegates  concerning  these  is- 
sues. 

Thus  anyone  can  see  that  we 
physicians  have  a tremendous 
stake  in  the  1982  elections.  I feel 


that  it  is  imperative  that  we  have 
almost  100%  of  the  membership  of 
The  Medical  Society  of  Virginia 
belonging  to  the  Virginia  Medical 
Political  Action  Committee.  Politi- 
cal action  committees  have  become 
a way  of  life  in  the  nation  and  in 
this  Commonwealth.  VaMPAC’s 
record  speaks  for  itself.  In  1979, 
75%  of  the  candidates  backed  by 
VaMPAC  were  elected  as  members 
of  the  General  Assembly.  In  1980 
the  ten  congressmen  that  VaMPAC 
supported  were  all  elected  to  of- 
fice. In  1981  81%  of  the  persons 
supported  by  VaMPAC  were  elect- 
ed to  the  General  Assembly. 

It  is  imperative  that  we  support 
VaMPAC  with  our  membership 
dues  and  active  engagement  in  its 
programs.  If  your  component  med- 
ical society  has  not  invited  VaM- 
PAC’s Executive  Director,  Doug 
Douglas,  to  appear  before  a meet- 
ing, I urge  you  to  do  so  immediate- 
ly. If  you  have  not  sent  your  check 
for  $60  as  a member,  $110  as  a 
sustaining  member,  or  $250  as  a 
PAC-250  member,  I implore  you  to 
give  us  that  support. 

Percy  Wootton,  MD, 

Chairman,  VaMPAC 


44  We  have  a tremendous  staked 
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Candidates  for 

nutritional  therapy... 


10,000,000 

alcoholics.  Ethanol  may 

produce  many  effects  that 
together  bring  about  nutritional 
deficiencies,  so  that  alcoholism 
affects  nutrition  at  many  levels.1 


25,500,000  geriatric 

patients.  The  older  patient 
may  have  some  disorder  or  socio- 
economic problem  that  can 
undermine  good  nutrition.2 


23,500,000  surgical 

patients.  Nutritional  status 

can  be  compromised  by  the 
trauma  of  surgery;  and  some 
operations  interfere  with  the 
ingestion,  digestion  and  absorp- 
tion of  food.3 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Each  Berocca®  Plus  tablet  contains  5000  IU 
vitamin  A (as  vitamin  A acetate),  30  IU 
vitamin  E (as  d/-alpha  tocopheryl  acetate), 
500  mg  vitamin  C (ascorbic  acid),  20  mg 
vitamin  B,  (as  thiamine  mononitrate), 

20  mg  vitamin  B2  (riboflavin),  100  mg 
niacin  (as  niacinamide),  25  mg  vitamin  B,, 
(as  pyridoxine  HCI),  0.15  mg  biotin,  25  mg 
pantothenic  acid  (as  calcium  pantothe- 
nate), 0.8  mg  folic  acid,  50  meg  vitamin  B)2 
(cyanocobalamin),  27  mg  iron  (as  ferrous 
fumarate),  0.1  mg  chromium  (as  chromium 
nitrate),  50  mg  magnesium  (as  magnesium 
oxide),  5 mg  manganese  (as  manganese 
dioxide),  3 mg  copper  (as  cupric  oxide). 
22.5  mg  zinc  (as  zinc  oxide) 


Indications:  Prophylactic  or  therapeutic 
nutritional  supplementation  in  physio- 
logically stressful  conditions,  including 
conditions  causing  depletion,  or  reduced 
absorption  or  bioavailability  of  essential 
vitamins  and  minerals;  certain  conditions 
resulting  from  severe  B-vitamin  or  ascor- 
bic acid  deficiency;  or  conditions  resulting 
in  increased  needs  for  essential  vitamins 
and  minerals. 

Contraindications:  Hypersensitivity  to 
any  component. 

Warnings:  Not  for  pernicious  anemia  or 
other  megaloblastic  anemias  where  vita- 
min B i2  is  deficient  Neurologic  involve- 
ment may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients 
with  vitamin  Bi;  deficiency  who  receive 
supplemental  folic  acid  and  who  are  inade- 


quately treated  with  B12. 

Precautions:  General  Certain  conditions 
may  require  additional  nutritional  supple- 
mentation During  pregnancy,  supplemen- 
tation with  vitamin  D and  calcium  may  be 
required.  Not  intended  for  treatment  of 
severe  specific  deficiencies.  Information 
for  the  Patient:  Toxic  reactions  have  been 
reported  with  injudicious  use  of  certain 
vitamins  and  minerals.  Urge  patients  to 
follow  specific  dosage  instructions.  Keep 
out  of  reach  of  children  Drug  and  Treat- 
ment Interactions  As  little  as  5 mg  pyri- 
doxine daily  can  decrease  the  efficacy  of 
levodopa  in  the  treatment  of  parkinson- 
ism. Not  recommended  for  patients 
undergoing  such  therapy. 

Adverse  Reactions:  Adverse  reactions  have 
been  reported  with  specific  vitamins  and 


5,000,000  hospital 
patients  with 

infections.4  Many  are  ano- 
rectic and  may  have  a markedly 
reduced  food  intake.  Supplements 
are  often  provided  as  a prudent 
measure  because  the  vitamin  sta- 
tus of  critically  ill  patients  cannot 
be  readily  determined.3 


The  incalculable 
millions  on  calorie- 
reduced  diets.  Patients 

ingesting  1000  or  fewer  calories  per 
day  could  be  at  high  risk  because 
this  intake  may  not  supply  most 
nutrients  in  adequate  amounts 
without  supplementation.5 


Berocca  Plus 

A balanced  formula 
for  prophylactic  or 
therapeutic  nutritional 
supplementation. 

Berocca  Plus  Tablets  provide: 
therapeutic  levels  of  ascorbic  acid 
and  B-complex  vitamins;  supple- 
mental levels  of  biotin,  vitamins 
A and  E,  and  five  important  min- 
erals (iron,  chromium,  manganese, 
copper  and  zinc);  plus  magne- 
sium. Berocca  Plus  is  not  intended 
for  the  treatment  of  specific  vita- 
min and/or  mineral  deficiencies. 

Berocca  Plus, 

highly  acceptable  to 

patients,  has  virtually  no  odor 
or  aftertaste  and  is  economical. 
And  its  “Rx  only”  status  means 
more  physician  involvement,  bet- 
ter patient  compliance. 

References:  1.  Shaw  S,  Lieber  CS:  Nutrition 
and  alcoholism,  chap  40,  in  Modern  Nutri- 
tion in  Health  and  Disease,  edited  by  Good- 
hart  RS.  Shils  ME  Philadelphia.  Lea  & 
Febiger,  1980,  pp.  1220,  1237.  2.  Watkin 
DM:  Nutrition  for  the  aging  and  the  aged, 
chap.  28,  in  Modern  Nutrition  in  Health  and 
Disease,  op.  cit..  p 781.  3.  Shils  ME,  Ran- 
dall HT:  Diet  and  nutrition  in  the  care  of 
the  surgical  patient,  chap.  36,  in  Modern 
Nutrition  in  Health  and  Disease,  op.  cit  , 
pp  1084,  1089,  1114  4.  Dixon  RE  Ann 
Intern  Med  89  (Part  2):  749-753,  Nov  1978. 

5.  Committee  on  Dietary  Allowances, 
National  Research  Council:  Recommended 
Dietary  Allowances,  ed  9 Washington, 
National  Academy  of  Sciences,  1980,  p 13 


minerals,  but  generally  at  levels  substan- 
tially higher  than  those  in  Berocca  Plus. 
However,  allergic  and  idiosyncratic  reac- 
tions are  possible  at  lower  levels.  Iron, 
even  at  the  usual  recommended  levels, 
has  been  associated  with  gastrointestinal 
intolerance  in  some  patients. 

Dosage  and  Administration:  Usual  adult 
dosage:  one  tablet  daily.  Not  recom- 
mended for  children.  Available  on  pre- 
scription only. 

How  Supplied:  Golden  yellow,  capsule- 
shaped tablets — bottles  of  100. 

ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutfey,  New  Jersey  07110 


candidates  for 


THE  MULTIVITAMIN/MINERAL  FORMULATION 


LEARNING  EXPERIENCES 


The  scenario  was  how  to  avoid  a mal- 
practice suit,  and  Virginia  physicians 
sold  out  the  house.  Their  $100  tickets 
admitted  them  to  a medical  malpractice 
prevention  seminar  sponsored  jointly 
by  The  Medical  Society  of  Virginia  and 
the  Richmond  Academy  of  Medicine  and 
endorsed  by  the  St.  Paul  Fire  and  Ma- 
rine Insurance  Companies  with  a door 
prize  for  every  physician  who  attended: 
a 10%  reduction  in  liability  insurance 
premiums  the  first  applicable  year  and 
8%  reduction  the  following  year. 

Assembled  in  a Richmond  conference 


center  on  a spring  day,  the  capacity 
audience  of  150  physicians  listened  with 
grave  attention  through  the  all-day 
meeting,  which  included  lunch.  A panel 
consisting  of  four  attorneys  and  a St. 
Paul  representative  described  the  ways  a 
physician  can  minimize  liability  risks. 
Dr.  Harold  F.  Young  discussed  the  pre- 
ventive power  of  careful  communica- 
tion. Case  presentations  illustrated  how 
things  can  go  wrong.  A section  on  legal 
specifics  treated  on  such  touchy  situa- 
tions as  the  termination  of  the  doctor- 
patient  relationship.  The  program  con-  | 


eluded  with  a mock  trial,  in  which  Dr. 
Marcella  Fierro’s  hilarious  portrayal  of 
an  aggrieved  plaintiff  was  worth  an  Os- 
car. 

These  planned  the  meeting’s  agenda: 
Dr.  Kinloch  Nelson,  Coordinator  of  Con- 
tinuing Medical  Education  for  The  Med- 
ical Society  of  Virginia;  Paul  Mazman- 
ian,  PhD,  assistant  director  of  the 
Medical  College  of  Virginia’s  Office  of 
CME;  Drs.  R.  B.  Young,  Elmo  Becker 
and  Andre  Franco  of  the  Richmond 
Area  CME  Coordinating  Council;  and 
Attorney  Jack  Russell. 
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▲ Dr.  Ronald  K.  Davis  as  Dr.  Defendant 


◄ The  panel  in  action:  from  left  to  right, 
Dr.  R.  B.  Young,  the  workshop’s  presid- 
ing officer;  Attorney  R.  Carter  Scott  III; 
Richard  Gladding,  regional  claims  man- 
ager, St.  Paul  Insurance;  Attorneys  Jack 
B.  Russell,  Harry  L.  Thompson  and 
Rosewell  Page  III. 

Reassured  by  this  pilot  meeting’s  suc- 
cess, its  sponsors  have  already  set  in 
motion  a second  one  for  the  Richmond 
area,  and  several  component  medical 
societies  over  Virginia  are  developing 
plans  for  seminars  of  their  own. 


▲ From  left,  Dr.  Custis  L.  Coleman,  Dr.  Merritt  W. 
Foster,  Jr.,  and  Dr.  Percy  Wootton.  It  was  during  Dr. 
Wootton’s  presidency  last  year  that  the  first  steps  were 
taken  toward  a malpractice  prevention  program  for 
Medical  Society  of  Virginia  members. 


A Intent  on  the  message:  from  left.  Dr.  Charles  E. 
Brehmer,  Dr.  William  R.  Mauck,  Dr.  Ernest  L.  Clem- 
ents, Jr.,  and  Dr.  Barry  W.  Burkhardt;  partially  hidden 
at  rear,  Dr.  George  W.  Johnson,  Dr.  Jerome  D.  Gor- 
man and  Dr.  William  M.  Fogel. 
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AVAILABLE  TO  YOUR  PATIENTS 
THROUGH  EVERY  PEOPLES  DRUG  STORE. 


Peoples...  the  first  and  only 
drug  chain  to  offer  a complete 
Home  Health  Care  Center. 


Now  your  patients  have  access  to  the  area’s  largest 
stock  of  home  health  care  products,  equipment  and 
appliances.  Many  for  rent  as  well  as  for  sale. 

Everything  is  available  through  a convenient  catalog 
in  the  prescription  department  of  every  Peoples  Drug 
Store.  Or  on  display  at  Peoples’  first  Home  Health 
Care  Center  located  in  the  Leesburg  Pike  Plaza  at 
Bailey’s  Crossroads  in  northern  Virginia. 

The  Center  has  private  fitting  and  consultation 
rooms . . . nationally  certified  orthopedic  fitters . . . and  a 
well-trained  staff  to  demonstrate  the  proper  use  of 
equipment. 

Orders  can  be  placed  through  the  Home  Health 
Care  Catalog  at  every  Peoples  Drug  Store  for  wheel- 
chairs, oxygen,  saunas,  whirlpools,  hospital  beds, 
sickroom  and  bath  equipment,  ostomy  supplies,  ortho- 
pedic appliances  and  garments,  exercise  equipment 
and  much  more. 

Your  patients  may  order  by  phone  or  in  person. 
And,  if  they  qualify  for  Medicare,  up  to  80%  of  the  cost 
may  be  covered  on  certain  durable  equipment  prescrib- 
ed by  you,  their  physician. 

It's  another  first  from  Peoples  Drug  Stores... phar- 
macy and  health  care  innovators  for  over  75  years. 
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PEOPLES  DRUG 
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the  prescription  stores 


On  Balance... 

u-vert 

Each  Tablet  Contains: 

Pentylenetetrazol 25.0  mg 

Pheniramine  maleate 12.5  mg 

Nicotinic  acid 50.0  mg 


Clinically  proven  actions 

• Antihistaminic 

• Cerebral  stimulant 

• Vasodilator 


Few  side  effects 

• Vasodilation  occasionally  causes 
facial  flushing  which  can  be  mini- 
mized by  recommending  that 
Ru-Vert®  be  taken  following  meals  or 
with  food. 


Dosage 

• One  or  two  tablets  three  times  a 


Please  see  next  page  for  a summary  of  prescribing 
MANUFACTURED  & DISTRIBUTED  BY 


BOOTS  PHARMACEUTICALS 

Shreveport,  Louisiana  71 106 

Pioneers  in  medicine  for  the  family 


On  Balance 


See  following  prescribing  information, 


DESCRIPTION:  Each  tablet  contains  the  following  active  ingredients: 

Pentylenetetrazol 25.0  mg 

Pheniramine  maleate 1 2.5  mg 

Nicotinic  acid 50.0  mg 

INDICATIONS:  Ru-Vert  is  indicated  as  an  adjunct  therapy  in  the  symptomatic  treat- 
ment of  acute  or  chronic  vertigo. 

CONTRAINDICATIONS:  Convulsive  disorders  or  known  history  of  sensitivity  to  any 
of  the  listed  active  ingredients.  Because  of  the  vasodilating  action  of  nicotinic  acid, 
Ru-Vert  should  not  be  used  in  patients  with  hypotension. 

WARNINGS:  The  safety  of  this  preparation  during  pregnancy  and  lactation  has  not 
been  established.  Use  of  this  drug  requires  that  the  physician  evaluate  the  potential 
benefits  of  the  drug  against  any  possible  hazard  to  the  mother  and  child. 
PRECAUTIONS:  Although  there  are  no  absolute  contraindications  to  pentylene- 
tetrazol, it  should  be  used  with  caution  in  epileptic  patients  or  those  known  to  have  a 
low  convulsive  threshold  or  a focal  brain  lesion.  Caution  should  be  exercised  when 
treating  patients  with  high  doses  of  Ru-Vert  who  have  heart  disease.  While  pentylene- 
tetrazol does  not  act  directly  on  the  myocardium,  the  results  from  central  vagal 
stimulation  could  cause  bradycardia. 

Pheniramine  maleate,  like  other  antihistamines,  may  produce  sedative  side  effects 
in  certain  patients 

Transient  vasodilatation  due  to  rapid  absorption  of  nicotinic  acid  may  produce 
facial  flushing  and  a sensation  of  warmth.  These  effects  may  be  ameliorated  by 
recommending  that  Ru-Vert  be  taken  following  meals  or  with  food. 

ADVERSE  REACTIONS:  Pentylenetetrazol  in  high  doses  may  produce  toxic  symptoms 
typical  of  central  nervous  system  stimulants,  which  act  on  the  higher  motor  centers 
and  the  spinal  cord.  Convulsions  resulting  from  this  drug  are  spontaneous  and  are 
not  induced  by  external  stimuli.  They  usually  last  for  several  minutes  and  are  followed 
by  profound  depression  and  respiratory  paralysis.  Death  has  been  reported  from  the 
ingestion  of  10  grams  of  pentylenetetrazol. 

DRUG  ABUSE:  Drug  dependence  has  not  been  reported  with  Ru-Vert. 

OVERDOSAGE:  Signs  and  symptoms  of  acute  overdose  may  be  due  primarily  from 
overstimulation  of  the  central  nervous  system  and  from  excessive  vasodilatation 
with  resulting  autonomic  nervous  system  imbalance.  The  symptoms  may  include  the 
following:  vomiting,  agitation,  tremors,  hyperreflexia,  sweating,  confusion,  hallucina- 
tions, headache,  hyperpyrexia,  tachycardia.  Treatment  consists  of  appropriate  sup- 
portive measures.  If  signs  and  symptoms  are  not  too  severe  and  the  patient  is 
conscious,  gastric  evacuation  may  be  accomplished  by  induction  of  emesis  or 
gastric  lavage. 

Intensive  care  must  be  provided  to  maintain  adequate  circulation  and  respiratory 
sxchanoB 

DOSAGE  AND  ADMINISTRATION:  The  recommended  dosage  of  Ru-Vert  for  vertigo 
or  motion  sickness  is  1 or  2 tablets  three  times  a day  with  meals  or  light  snacks. 

This  drug  is  not  for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED: 

Bottles  of  1 00  tablets  NDC  0524-0060-01 

Bottles  of  300  tablets  NDC  0524-0060-03 

Federal  law  prohibits  dispensing  without  prescription. 


MANUFACTURED  & DISTRIBUTED  BY 


BOOTS  PHARMACEUTICALS,  INC. 

Shreveport.  Louisiana  71106 

Pioneers  in  medicine  for  the  family 


8th  ANNUAL  ^ 
FAMILY  MEDICINE 
REVIEW  COURSE 
June  7-11, 1982 

Hyatt  Regency 
Baltimore  Inner  Harbor 
Baltimore,  Maryland 

Sponsored  by  the 
Department  of  Family  Medicine 
University  of  Maryland 
School  of  Medicine 


This  course  is  designed  to  update  the  family 
physician  in  current  concepts  of  medicine  with 
emphasis  on  practical  and  clinical  aspects  of 
patient  care.  New  diagnostic  and  therapeutic 
techniques  will  be  presented,  and  major  aspects 
of  traditional  care  will  be  reviewed. 


A wide  variety  of  teaching  formats  will  be 
used  including  lectures  by  nationally  respected 
experts,  live  case  presentations,  sessions  with 
mechanical  and  live  patient  simulators  and 
access  to  videotapes  and  computerized  learn- 
ing programs. 

For  further  information  contact: 


Program  of  Continuing  Education 
University  of  Maryland 
School  of  Medicine 
10  South  Pine  Street 
Baltimore,  Maryland  21201 
(301)  528  3956 


Don’tplan  a Williamsburg 
meeting  without  this: 


Start  with  a central  location,  minutes  from  Colonial 
Williamsburg  and  The  Old  Country/Busch  Gardens. 

Next,  demand  the  thorough  professionalism  of  an 
experienced  staff.  And  insist  on  space  and  facilities 
with  the  flexibility  for  executive  seminars,  company 
banquets,  or  full-scale  exhibitions. 

It’s  all  part  of  the  service  at  Fort 
Magruder.  Where  you  can  plan  on 
a perfect  Williamsburg  meeting 
nght  from  the  start,  with  our 
Conference  Planning 
Booklet.  For  your  copy, 
write  Director  of  Sales, 

Box  KE,  Williamsburg, 

Va.  23187  Or  call  toll- 
free:  800-446-4082. (In 
Virginia:  800-582-1010.) 

Fort 

Magruder 
InnS 

Conference 
Center  # 


MEETINGS 

ABOUT 

MEDICINE 


May  17-24 

Sports  and  Tennis  Medicine  Symposium  (Northern  Virgin- 
ia Consortium  on  CME),  Hilton  Head , South  Carolina. 
Robert  P.  Nirschl,  MD,  3801  N.  Fairfax  Dr.,  Arlington 
VA  22203,  (703)  525-2200. 

May  19-21 

Virginia  State  Department  of  Health  Spring  CME  Confer- 
ence, Charlottesville.  E.  G.  Stone,  Virginia  State  Depart- 
ment of  Health,  Richmond  VA  23219. 

May  20-22 

Recent  Trends  in  Clinical  Radiation  Technology  (Medical 
College  of  Virginia),  Williamsburg.  16  credit  hrs.  Fee, 
$250.  Office  of  CME,  Box  45,  MCV  Station,  Richmond 
VA  23298,  (804)  786-0494. 

May  21 

20th  Annual  Spring  Forum  for  Child  Psychiatry  (Virginia 
Treatment  Center  for  Children  and  Medical  College  of 
Virginia),  Richmond.  4 credit  hrs.  See  preceding  entry. 

May  21-22 

Current  Management  of  Solid  Tumors  (University  of 
Maryland),  Baltimore.  Betty  B.  Saar,  10  S.  Pine  St., 
Baltimore  MD  21201,  (30i)  528-3956. 

May  26-30 

32nd  Annual  Assembly,  Virginia  Academy  of  Family  Physi- 
cians, Williamsburg. 

May  29-31 

Gynecologic,  Urologic  and  Pelvic  Surgery  (Medical  Col- 
lege of  Virginia),  Hot  Springs,  Virginia.  14  hrs.  credit. 
Office  of  CME,  Box  48,  MCV  Station,  Richmond  VA 
23298,  (804)  786-0494. 

June  4-5 

Interventional  Radiology:  a Comprehensive  Course  (Johns 
Hopkins  University),  Baltimore.  16  credit  hrs.  Fee,  $250 
for  MDs,  $175  for  technologists  and  others.  Justean  L. 
Coles,  Turner  22,  720  Rutland  Ave.,  Baltimore  MD 
21205,  (301)  955-5880. 

June  6-11 

8th  Annual  Family  Medicine  Review  (University  of  Mary- 
land), Baltimore.  Cat.  I credits.  Betty  B.  Saar,  10  S.  Pine 
St.,  Baltimore  MD  21201,  (301)  528-3956. 


June  10-12 

6th  Annual  Postgraduate  Course  on  the  Rehabilitation  of 
the  Traumatic  Brain  Injured  Adult  (Medical  College  of 
Virginia),  Williamsburg.  Ellen  F.  Walsh,  Box  233,  MCV 
Station,  Richmond  VA  23298,  (804)  231-9011,  ext.  607. 

June  10-12 

Review  Course  in  Reproductive  Endocrinology  (Johns 
Hopkins  University),  Baltimore.  30  credit  hrs.  Carlita 
Kearny,  Turner  19,  720  Rutland  Ave.,  Baltimore  MD 
21205,  (301)  955-3168. 

June  11-12 

19th  Annual  Meeting  of  the  Virginia  Society  of  Hematolo- 
gy. Virginia  Beach.  Charles  L.  Johnston,  Jr.,  MD,  Box 
597,  MCV  Station,  Richmond  VA  23298,  (804)  786-0251. 

June  11-13 

Arrhythmias  and  Cardiac  Ischemia:  Diagnosis  and  Man- 
agement (International  Medical  Education  Corporation), 
Virginia  Beach.  13  credit  hrs.,  Cat  I.  Fee,  $245  for  MDs, 
$130  for  others.  IMEC,  64  Inverness  Dr.,  E.,  Englewood 
CO  80112,  toll-free  (800)  525-8646. 

June  12 

Symposium  on  Urology  (Eastern  Virginia  Medical 
School),  Norfolk.  Lou  Ann  Hamer,  EVMS,  P.O.  Box 
1980,  Norfolk  VA  23501,  (804)  446-6158. 

June  13-18 

6th  Annual  Myocutaneous  Flap  Dissection  Workshop 

(Plastic  Surgery  Specialists),  Norfolk.  Vicky  Martin,  400 
W.  Brambleton  Ave.,  Suite  300,  Norfolk  VA  23510,  (804) 
623-1090. 

June  16-20 

6th  Annual  Fitz-hugh  Symposium:  Facial  Plastic  Surgery 

(University  of  Virginia),  Charlottesville.  Office  of  CME, 
Box  368  Charlottesville  VA  22908,  (804)  924-5318. 

June  17-18 

The  Physician’s  Role  in  Confronting  Medical  Care  Issues 

(Southern  Medical  Association  and  The  Medical  Society 
of  Virginia),  Williamsburg.  13.5  credit  hrs.  Fee:  $190  for 
members.  Jeanette  Stone,  2601  Highland  Ave.,  PO  Box 
2446,  Birmingham  AL  35201,  (205)  323-4000. 

continued  over 
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June  17-20 

86th  Annual  Session  of  the  Seaboard  Medical  Association, 

Kill  Devil  Hills,  North  Carolina.  Runette  S.  Boutwell, 
P.O.  Box  10387,  Raleigh  NC  27605,  (919)  821-2221. 

June  18-20 

Update  in  Cardiology  (Medical  College  of  Virginia),  Wil- 
liamsburg. 15  credit  hrs.,  Cat.  I.  Erma  Blanchard,  Box 
65,  MCV  Station,  Richmond  VA  23298,  (804)  786-0494. 

June  20-25 

Eastern  Shore  Medical  Symposium:  Problems  in  Diagnosis 
and  Treatment  Met  by  Every  Physician  (University  of 
Delaware  and  the  Medical  Society  of  Delaware),  Reho- 
both  Beach,  Delaware.  Fee,  S385.  Sylvia  Brocka,  Uni- 
versity of  Delaware,  2800  Pennsylvania  Ave.,  Wilming- 
ton DE  19806,  (302)  738-8151. 

June  23-26 

9th  Annual  Meeting  on  Sports  Medicine  (University  of 
Virginia),  Charlottesville.  Frank  C.  McCue,  III,  MD, 
UVa  Medical  Center,  Box  243,  Charlottesville  VA  22908, 
(804)  924-2083. 

June  24-26 

Internal  Medicine  Summer  Symposium  (Eastern  Virginia 
Medical  School),  Virginia  Beach.  Lou  Ann  Hamer, 


EVMS,  PO  Box  1980,  Norfolk  VA  23501,(804)  446-6158. 

July  10 

Second  Saturday  Symposia — Orthopedics  (Eastern  Virgin- 
ia Medical  School),  Norfolk.  Lou  Ann  Hamer,  EVMS, 
PO  Box  1980,  Norfolk  VA  23501,  (804)  446-6158. 

July  22-24 

1st  Annual  Golf  Classic:  Selected  Topics  for  the  Concerned 
Primary  Care  Physician  (Eastern  Virginia  Medical 
School),  Williamsburg.  Lou  Ann  Hamer,  EVMS,  PO  Box 
1980,  Norfolk  VA  23501,  (804)  446-6158. 

July  27-31 

5th  Annual  Symposium  on  Contemporary  Clinical  Neurol- 
ogy (Vanderbilt  University  School  of  Medicine),  Hilton 
Head,  South  Carolina.  Mrs.  Joan  Sullivan,  Department 
of  Neurology,  Vanderbilt  University,  Nashville  TN 
37212. 

July  29-31 

Internal  Medicine  Summer  Seminar  (Eastern  Virginia 
Medical  School),  Virginia  Beach,  Lou  Ann  Hamer, 
EVMS,  PO  Box  1980,  Norfolk,  VA  23510,  (804)  446-6158. 


More  meetings  on  page  303. 


Since  1916,  Saint  Albans  Psychiatric  Hospital  has  been  building  a 
tradition  of  quality  care  for  adults  and  adolescents.  A private,  not-for- 
profit  hospital,  Saint  Albans  is  dedicated  to  meeting  the  unique 

needs  of  each  patient. 

THE  FUTURE  COMES  FAST. 


In  1980,  Saint  Albans  opened  a $7.8 
million  building  with  162  beds  and 
expanded  clinical  facilities.  Special- 
ized services  include  adolescent,  sub- 
stance abuse,  and  geriatric  programs. 
Saint  Albans  is  studying  expansion  in 
other  areas  in  preparation  for  a 
new  era  of  service. 

ACTIVE  MEDICAL  STAFF  — December,  1981 
Rolfe  B.  Finn,  M.D. 
William  D.  Keck,  M.D. 
Morgan  E.  Scott,  M.D. 

Don  L.  Weston,  M.D. 
Davis  G.  Garrett,  M.D. 
D.  Wilfred  Abse,  M.D. 
Hal  G.  Gillespie,  M.D. 
Basil  E.  Roebuck,  M.D. 
Orren  LeRoyce  Royal,  M.D. 


Admission  to  Saint  Al- 
bans can  be  arranged 
24  hours  a day  by  call- 
ing 703-639-2481  Saint 
Albans  is  accredited  by 
the  loint  Commission 
on  the  Accreditation  of 
Hospitals  and  is  ap- 
proved for  Blue  Cross 
Champus.  Medicare, 
and  most  maior  com- 
mercial insurance  com- 
panies. For  more  infor- 
mation. contact  Rolfe 
B Finn,  M.D.  medical 
director,  or  Robert  L 
Terrell.  Ir , administra- 
tor. P O Box  3608, 
Radford,  Virginia 
24143 


Saint  Albans 
Psychiatric  Hospital 


Radford,  Virginia  703-639-2481 
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side  effect,  diarrhea. 


CYCIAPEN-W 

(cycladllin)  Tablets/Suspension 

Rapid  onset  of  action  with  fewer 


side  effects 


Compared  to  amoxicillin 


Faster  peak.  Fewer  problems. 


. * . in  infants  and  children 


Cyclapen®W  (cycladllin)  produces 
twice  the  peak  serum  concentration* 
(15.6  meg /ml  versus  7.3  meg /ml)  in 
half  the  time  (30  minutes  versus 
60  minutes).1 

Cyclapen®-W  is  just  as  effective  in 
otitis  media  and  streptococcal  ton- 
sillopharyngitis+.2 

Cyclapen®-W  produces  a significantly 
lower  incidence  of  the  most  common 


•Rapidly  excreted  unchanged  in  urine. 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 
tDue  to  susceptible  organisms. 

1 Ginsburg  CM,  McCracken  GH  Jr, 
ZweighaftTC,Clahsen  JC:  Comparative 
pharmacokinetics  of  cycladllin  and 
amoxicillin  in  infants  and  children. 
Antimicrob  Ag  Cbemother 
19:1086-1088  (June)  1981. 

2 Multicenter  trials.  Data  to  be 
published. 

See  important  information  on  page 
after  next. 
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Compared  to  ampicillin 

Faster  peak.  Fewer  problems. 

. . . in  adults  and  children 


Cyclapen®-W  is  just  as  effective  in 
otitis  media,  bronchitis,  pneumonia, 
urinary  tract  infections  and  infections 
of  skin  and  skin  structures1.3 

Cyclapen®-W  produces  a significantly 
lower  incidence  of  diarrhea  and 
skin  rash.3 

CYCIAPEN-W 

(cycladllin)  Tablets/Suspension 

Rapid  onset  of  action  with  fewer 
side  effects* 


*Rapidly  excreted  uncharged  in  urine. 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 
tDue  to  susceptible  organisms. 

3.  Data  on  file.  Wyeth  Laboratories. 
Copyright©  1981, Wyeth  Laboratories. 
All  rights  reserved. 

See  important  information  on 
adjoining  page. 


Cyclapen®-W  (cycladllin)  produces 
peak  serum  concentrations*  almost 
four  times  higher  and  over  one 
hour  earlier.3 


Laboratories 

Philadelphia.  Pa  19101 


Cydapen  -W  (cyclacillin) 


Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicil- 
Im  class  and  its  use  should  be  confined  to  these  indications  Treat- 
ment of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta- 
hemolytic  streptococci 

Bronchitis  and  pneumonia  caused  by  S pneumoniae  ( for- 
merly D pneumoniae ) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D pneu- 
moniae) and  H . influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H 
influenzae  * 

'Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  oil  patients  with  chronic  respira- 
tory disease  due  to  H . influenzae 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers 

URINARY  TRACT  INFECTIONS  caused  by  E . coli  and  P.  mirabihs. 
(This  drug  should  not  be  used  in  any  E.  coh  and  P mirabihs 
infections  other  than  urinary  tract. ) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria  Therapy  may  be  instituted  prior  to  results  of 
sensitivity  testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  in- 
dications listed  herein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is 
efficacious  for  recommended  indications 
Serious  and  occasional  fatal  hypersensitivity  (anaphyloc- 
toid)  reactions  have  been  reported  in  patients  on  penicil- 
lin. Although  anaphylaxis  is  more  frequent  following 
parenteral  use,  it  has  occurred  in  patients  on  oral  penicil- 
lins. These  reactions  are  more  apt  to  occur  in  individuals 
with  history  of  sensitivity  to  multiple  allergens  There  are 
reports  of  patients  witn  history  of  penicillin  hypersen- 
sitivity reactions  who  experienced  severe  hypersensitivity 
reactions  when  treated  with  a cephalosporin  Before  peni- 
cillin therapy,  carefully  inquire  about  previous  hypersen- 
sitivity reactions  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and 
initiate  appropriate  therapy  Serious  anaphylactoid  reac- 
tions require  immediate  emergency  treatment  with  epine- 
phrine Oxygen,  I V.  steroids,  airway  management, 
including  intubation,  should  also  be  administered  as 
indicated. 


Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs, 
take  appropriate  measures. 

PREGNANCY;  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well-con- 
trolled studies  in  pregnant  women.  Because  animal  reproduction 
studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed 
NURSING  MOTHERS  It  is  not  known  whether  this  drug  is  ex- 
creted in  human  milk  Because  many  drugs  are,  exercise  caution 
when  cyclacillin  is  given  to  a nursing  woman 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated 
As  with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria  Adverse  reactions  reported  witn  cyclacillin  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and  eosino- 
phil ia  These  reactions  are  usually  reversible  on  discontinuation  of 
therapy 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have 
been  reported 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bac- 
terial eradication  is  evidenced  In  Group  A beta-hemolytic 
streptococcal  infections,  at  least  10  days'  treatment  is  recom- 
mended to  guard  against  risk  of  rheumatic  fever  or  glomerulone- 
phritis. In  chronic  urinary  tract  infection,  frequent  bacteriologic 
and  clinical  appraisal  is  necessary  during  therapy  and  possibly 
for  several  months  after  Persistent  infection  may  require  treat- 
ment for  several  weeks 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINIS- 
TRATION in  package  insert). 

Dosage  (Give  in  equally  spaced  doses) 


INFECTION 

Respiratory 

Tract 

ADULTS 

CHILDREN* 

Tonsillitis  & 
Pharyngitis 

Bronchitis  and 
Pneumonia 

250  mg  q i d 

body  weight  20  kg 
(44  lbs)  1 25  mg  q.i.d 

body  weight  20  kg 

(44  lbs)  250  mg  q i d 

Mild  or 

Moderate 

Infections 

250  mg  q i d 

50  mg/kg/day  q i d 

Chronic 

Infections 

500  mg  q i d 

1 00  mg/kg/ day  q.i.d 

Otitis  Media 

250  me)  to  500  mg 
q i d ■ 

50  to  100  mg/kg/day t 

Skin  & Skin 
Structures 

250  mg  to  500  mg 
q i d ■ 

50  to  100  mg/kg/day  t 

Urinary  Tract 

500  mg  q i d. 

1 00  mg/kg/day 

'Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
depending  on  severity 

How  Supplied  Tablets  250  mg  and  500  mg  in  bottles  of  100 
Oral  Suspension  125  mg  and  250  mg  per  5 ml  in  bottles  to  make 
100  ml  and  200  ml  of  Suspension 

Wyeth  Laboratories 

A A Philadelphia  Pa  1 9 1 0 1 


CI7D  TAT  LEARNING 
OlLIVl/\L  PROGRAMS 


Four  one-week  courses  in  medical  radiation  safety  will 
be  offered  in  June  by  the  University  of  Virginia's  Radio- 
logical Physics  Division.  The  schedule: 

June  7-12  Basic  Radiation  Safety 

June  14-19  Radiation  Safety  in  Diagnostic  Radiology 

June  21-26  Radiation  Safety  in  Radiotherapy 

June  28-July  3 Radiation  Safety  in  Nuclear  Medicine 

These  courses  are  intended  for  x-ray  technologists, 
medical  and  health  physicists,  radiology  residents  and 
individuals  desirous  of  starting  a career  in  health  physics 
with  no  previous  experience  in  health  physics.  Partici- 
pants may  take  any  one  of  the  courses  independently  or 
any  combination  of  the  four  courses.  Tuition  fee  is  $250 
plus  $50  material  fee  for  each  one-week  course.  For 
further  information  contact  Suresh  K.  Agarwal,  PhD, 
Box  375,  University  of  Virginia  Medical  Center,  Char- 
lottesville VA  22908. 


Colby  College  in  Waterville,  Maine,  has  presented 
continuing  medical  education  courses  since  1945,  building 
a national  reputation  for  courses  of  quality  in  a pleasur- 
able summer  milieu.  Physicians  and  their  families  are 
accommodated  on  campus,  and  tours,  children’s  games 
and  a lobster-clambake  are  offered.  Enrollment  is  limited 
and  reservations  should  be  made  early.  The  courses 
offered  in  1982  are  listed  below;  the  hours  shown  are 
AMA  Category  1 credits.  For  further  information  write  to 
Robert  H.  Kany,  Colby  College,  Waterville  ME  04901 , or 
call  Sandy  Stone,  (207)  873-1131,  ext.  267  or  251. 


June  28-30 

Computers  for  Physicians 

16  hrs. 

July  5-9 

Emergency  Medicine 

24  hrs. 

July  12-16 

Pediatrics 

16  hrs. 

July  13-16 

Surgical  Techniques 

15  hrs. 

July  18-31 

Maine  Orthopedic  Review 

60  hrs. 

July  20-23 

Dermatology  for  the  Non- 

16  hrs. 

Dermatologist 

July  26-30 

Otolaryngology 

18  hrs. 

July  26-30 

Management  of  the 

18  hrs 

Alcoholic  Patient 

August  2-6 

Anesthesiology  Update 

16  hrs. 

August  2-6 

Topics  in  Infectious 

18  hrs. 

Diseases 

August  8-12 

Pediatric  Ophthalmology 

18  hrs. 

August  15-19 

Nuclear  Cardiology 

24  hrs. 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor*  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eosmophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients) 

Causal  Relationship  Uncertain- Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic- Slight  elevations  in  SGOT.  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic- Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  xcurrmg  in  infants  and  young 
children  (1  in  40) 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 In  500)  or  abnormal  urinalysis  (less  than  1 in  200)  (100281RI 

’Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae e 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company, 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina  Puerto  Rico  00630 


Brief  Summery 

Consult  the  package  literature  for  prescribing  Information. 
Indications  and  Usage:  Ceclor9  (cefaclor.  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae), 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta -hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIOENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG  CLASSES 
Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Precautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and,  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g . pressor  amines,  antihistamines 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehlmg  s solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly) 

Usage  in  Pregnancy- Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy- Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor 
Hypersensitivity  reactions  have  been  reported  in  about  1 5 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis’— are 
sensitive  to  treatment  with  Ceclor. v6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Cefaclor 


Pulvules®.  250  and  500  mg 


Come  join  us  this  summer 

Eastern  Virginia  Medical  School  announces  a schedule 
of  CME  programs  that  promises  to  be  an  exciting 
combination  of  scientific  sessions  and  summer  fun. 


Pediatric  Ophthalmology  and  Strabisumus 
Cavalier  Resort  Hotel,  Virginia  Beach.  June  9-11,1982 

Internal  Medicine  Summer  Symposium,  Cavalier  Resort  Hotel,  Virginia  Beach 
June  24-26,  July  29-31,  and  September  30-October  1-2,  1982 

First  Annual  Family  Practice  Update,  Kingsmill  Hilton,  Williamsburg 
In  conjunction  with  the  Anheuser-Busch  PGA  Tournament,  July  22-24,  1982 


Working  Together  in  the  1980s;  Common  Concerns  of  Plastic  and  General  Surgeons 
Cavalier  Resort  Hotel,  Virginia  Beach,  August  19-21,  1982 
In  cooperation  with  the  Naval  Regional  Medical  Center.  Portsmouth 


ADVANCE  REGISTRATION 


Name 

Mailing  Address 

City/State/Zip 

( ) 

Telephone  Speciality 

Please  call  Lou  Ann  Hamer  at  (804)  446-6159  for  additional  information.  Send  advance  registration  to: 
EVMS/CME,  P.O.  Box  1 980,  Norfolk,  VA  23501 . EVMS-CME  will  bill  you  on  receipt  of  advance  registration. 


• • 


POINT  OF  VIEW 


Requiem  for  a Plan: 

I.  64 A momentous  change” 


A noteworthy  occasion  went  by  relatively 
unnoticed  by  most  of  the  physicians  of  the 
Commonwealth  of  Virginia  on  February  23,  1982. 
On  that  date  a special  meeting  was  held  by  the  Blue 
Shield  Board  of  Directors  at  their  office  in  Rich- 
mond. This  specially  called  meeting  was  for  the 
purpose  of  ratification  by  the  Blue  Shield  member- 
ship (all  participating  physicians  in  the  Plan)  a 
change  of  corporate  structure  which  called  for  the 
merger  of  the  Blue  Shield  and  Blue  Cross  boards. 
This  sounds  like  an  efficient  business  practice,  but 
though  it  is  that,  it  is  much  more. 

The  Blue  Shield  Plan  established  long  years  ago 
to  help  insure  subscribers  for  treatment  rendered  by 
physicians  has  been  beset  recently  by  lawsuits 
costing  vast  sums  of  money  to  defend  itself  against 
demands  of  paramedical  groups,  who  felt  they  too 
rendered  treatment  like  unto  that  rendered  by  phy- 
sicians. The  Plan,  as  you  know,  lost,  but  so  did  the 
subscribers  to  the  Plan. 

Further,  the  very  voice  of  medicine  in  the  Com- 
monwealth, The  Medical  Society  of  Virginia,  un- 
derwent an  emasculating  operation  by  the  far- 
reaching  knife  of  steel  known  as  “fear  of  the 
Federal  Trade  Commission  intervention,”  when  its 
input  to  the  nomination  of  the  Blue  Shield  Board  of 
Directors  was  halted. 

In  addition,  the  National  Blue  Cross/Blue  Shield 
for  at  least  ten  years  has  openly  campaigned  to 
eliminate  Blue  Shield's  independence. 

At  any  rate,  on  March  23,  1982,  in  a proxy  vote, 
the  participating  physicians  of  Blue  Shield  of  Vir- 
ginia by  about  a 6 to  1 vote  agreed  with  management 
to  end  the  Blue  Shield  Board  of  Directors  and  melt 
into  a board  on  which  the  providers  of  health  care 
constitute  25%  of  the  membership.  This  board  now 
is  self-perpetuating  and  self-appointing. 


So  what!  Well,  this  new  plan  proposes  to  ask  you 
physicians  in  the  area  served  by  the  Plan  to  contin- 
ue to  be  participating  physicians.  How  can  you  be 
asked  to  contribute  so  much  of  your  life’s  blood  to  a 
Plan  where  you  have  such  a small  and  fairly  well 
stilled  voice? 

Many  other  questions  may  come  to  mind  also: 

1 . With  the  uniqueness  of  Blue  Shield  gone,  what 
happens  to  the  Plan’s  preferential  tax  treatment? 

2.  With  the  probability  of  many  physicians  with- 
drawing from  participation,  how  will  the  Plan  differ 
from  Aetna,  Equitable,  Metropolitan  or  Life  of 
Virginia? 

3.  Why  did  only  four  physicians,  other  than 
those  on  the  existing  Blue  Shield  board,  attend  such 
an  important  meeting? 

4.  Why  was  the  motion  that  brought  about  this 
horrendous  change  in  the  relationship  of  the  Plan 
and  its  participating  physicians  made  by  a person 
other  than  a physician?  Were  all  those  physicians 
on  the  Blue  Shield  board  not  really  desirous  of 
proposing  such  a change  but  thoroughly  beaten  into 
submission  by  previous  meetings  the  membership 
was  not  privy  to? 

A momentous  change  has  occurred  in  Virginia 
medicine  and  few  of  the  people  responsible  for  its 
life  and  breath  were  aware  it  happened. 

It  is  my  hope  this  is  not  a harbinger  of  apathy 
within  the  noble  profession  so  beset  on  every  side 
by  do-gooders  who  have  a better  plan.  If  it  is,  only 
some  miraculous  inter  vention  of  the  magnitude  of 
Armageddon  will  save  us. 

Frederick  K.  McCune,  MD 
1 100  First  Colonial  Road 
Virginia  Beach  VA  23454 

The  Editors  asked  Dr.  Anthony  J.  Munoz,  chairman 
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of  the  Board  of  Directors  of  Blue  Shield  of  Virginia 
when  the  board  merger  was  approved,  to  speak  to 
the  questions  in  Dr.  McCune’s  communication. 

1.  The  Plan’s  preferential  tax  treatment  will  not 
change,  Dr.  Munoz  says.  2.  Blue  Cross  and  Blue 
Shield  boards  in  other  states  have  merged  recently 
without  experiencing  a drop  in  physician  participa- 
tion, Dr.  Munoz  comments.  As  to  differences  be- 
tween Blue  Shield  and  other  insurance  companies, 
he  points  to  these  two  major  differences:  First, 
other  companies  pay  set  fees;  Blue  Shield  pays 
usual,  customary  and  reasonable  charges.  Second, 


physicians  sit  on  Blue  Cross/Blue  Shield  commit- 
tees, where  they  can  shape  the  company’s  policies. 
3.  The  meeting  at  which  the  merger  was  approved 
was  an  open  meeting.  Dr.  Munoz  emphasizes.  All 
participating  physicians  had  been  invited  by  mail  to 
attend.  4.  That  a physician  did  not  make  the  motion 
to  merge  the  two  boards  has  no  significance,  Dr. 
Munoz  responds.  All  members  of  both  boards, 
physicians  and  otherwise,  knew  there  was  no  alter- 
native to  the  merger,  and  the  motion  was  made  and 
vote  taken  straightforwardly,  Dr.  Munoz  says, 
without  symbolic  gestures. 


n.  “The  potential  for  benefit” 


4'1'17hy  did  you  merge  Blue  Shield  with  Blue 
T T Cross?”  That’s  the  question  the  physician- 
members  of  the  Blue  Shield  Board  of  Directors  are 
asked.  As  a physician-member  of  that  Board, 
which,  in  the  view  of  some  colleagues,  “sold  the 
doctors  down  the  river,”  I offer  a few  words  of 
explanation.  Also,  as  a future  member  of  the  com- 
bined Board,  I have  a message  of  encouragement 
and  a plea  for  patient  understanding. 

Blue  Shield  has  traditionally  been  “the  physi- 
cian’s Plan,”  started  by  MDs  on  the  simple  premise 
that  people  needed  to  pool  their  risks  of  doctor  bills 
during  hospitalization.  Separate  plans  under  the 
Blue  Cross  name  were  set  up  to  provide  insurance 
to  pay  the  hospital  bills.  Control  of  the  two  plans 
was  kept  separate.  Participating  physicians  were 
agreeing  to  accept  Blue  Shield  allowances  as  pay- 
ment in  full;  they  felt  they  had  a right  to  elect  Board 
members  who  were  conversant  with  the  practice  of 
medicine.  Blue  Cross  needed  Directors  who  under- 
stood and  could  concentrate  on  the  hospital  side  of 
health  care  delivery. 

Needless  to  say,  it  didn’t  take  long  for  things  to 
start  getting  complicated.  Insurance  against  medical 
costs  came  to  be  considered  a “right”  of  employ- 
ees. Soon  every  insured  person  felt  it  was  also  a 
right  to  be  reimbursed  for  medical  care  by  the 
practitioner  of  his  or  her  choice,  whether  that 
practitioner  happened  to  be  a physician  or  not.  It 
didn't  take  long  for  the  non-MD  practitioners  to 
demand  payment  from  Blue  Shield  for  their  serv- 
ices. The  Blue  Shield  Board  found  that  it  would  be 
reasonable  and  equitable  to  pay  for  certain  services 
by  non-MDs,  such  as  operations  by  podiatrists,  and 
psychotherapy  by  psychologists.  There  were  good 
business  reasons  for  requiring  that  psychologists 


submit  their  bills  through  physicians  with  whom 
they  were  associated.  Some  psychologists  rebelled 
against  the  policy.  The  issue  was  joined  in  the  case 
against  Blue  Shield  by  the  Virginia  Academy  of 
Clinical  Psychologists.  Not  only  did  the  psycholo- 
gists win,  but  the  federal  court  suggested  that  Blue 
Shield  might  in  effect  be  a walking  conspiracy.  This 
raised  the  specter  that  any  non-MD  practitioner 
denied  equal  payment  for  what  is  claimed  to  be 
equal  services  might  not  even  have  to  prove  that  the 
MD-dominated  Board  conspired  against  him;  the 
conspiracy  might  again  be  assumed  to  be  there. 
Each  case  could  be  defended  by  Blue  Shield  on 
other  grounds,  of  course,  but  the  plaintiff  would 
always  start  with  a big  lead  by  saying,  “You 
conspired.” 

The  Blue  Shield  Board  seemed  to  be  looking 
down  the  barrel  of  a 12-gauge  shotgun.  It  lost  little 
time  in  restructuring  itself  to  reduce  the  number  of 
physicians  to  seven  of  a total  membership  of  15. 
Since  Virginia  law  specified  that  a majority  must  be 
“providers,”  a dentist  was  added  in  1981. 

Reducing  the  physician  membership  to  seven 
plugged  one  barrel  of  the  shotgun,  but  another  was 
still  loaded.  The  federal  court  had  concluded  that 
the  Plan  was  controlled  by  physicians.  And  the 
Federal  Trade  Commission  suggested  that  such 
control  would  continue  as  long  as  physicians  elect- 
ed the  Board.  We  Board  members,  physicians  and 
laymen  alike,  knew  that  we  had  tried  to  deal  with 
every  issue  in  an  objective  manner;  still,  plaintiffs’ 
attorneys  in  future  cases  doubtless  would  try  to 
hold  that  any  Board  elected  by  participating  physi- 
cians was  still  a walking  conspiracy.  The  FTC 
guidelines  did  not  have  the  force  of  law,  but  would 
certainly  be  quoted  by  plaintiff's  attorneys.  They 
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assured  us  that  Blue  Shield  was  not  only  looking 
down  the  remaining  barrel  of  that  shotgun,  but  that 
the  barrel  was  cocked  and  loaded.  Any  question  of 
one  barrel  versus  two  seemed  redundant. 

It  was  thus  with  great  reluctance  that  the  Blue 
Shield  Board  voted  to  ask  the  legislature  to  allow  it 
to  reduce  further  its  physician  membership,  and  to 
ask  the  provider  physicians  to  give  up  their  right  to 
elect  the  Board.  Believe  me,  we  physicians  on  the 
Board  came  to  this  decision  with  great  reluctance. 
The  deliberations  of  the  Board  are  of  course  privi- 
leged and  cannot  be  revealed  in  detail.  Suffice  it  to 
say,  in  the  end  there  just  seemed  to  be  no  other 
choice. 

Once  it  was  clear  that  there  would  be  fewer 
physicians  on  the  Board,  the  decision  to  merge  with 
Blue  Cross  was  relatively  easy.  We  had  always 
known  there  was  considerable  duplication  in  the 
management  and  operation  of  two  separate  plans 
and  two  separate  contracts.  As  competition  from 
other  insurance  carriers  heats  up,  streamlined  and 
cost-efficient  plans  are  essential  for  the  Blues  to 
stay  in  the  market  place.  The  new  Blue  Cross  of 
Virginia  will  be  such  a Plan. 

Virginia  physicians  may  regret  losing  control  of  a 
plan  they  helped  to  found;  still,  they  will  do  well  to 
look  for  the  good  that  may  come  out  of  the  merger 
of  Blue  Cross  and  Blue  Shield.  Decisions  for  the 
good  of  the  subscribers  can  be  made  on  a business- 
like basis  by  a Board  whose  members  encompass 
broad  experience  in  the  health-care  field.  There  will 
be  no  basis  for  contending  that  Blue  Shield's  deci- 
sions unfairly  favor  certain  specialty  groups  over 
others.  The  physician  minority  on  the  Board  will  be 
able  to  push  vigorously  for  measures  that  benefit  all 
physicians  and  all  subscribers;  we  won't  have  to 
worry  as  much  about  unwittingly  tripping  over  the 
conflict  of  interest  barrier.  Further,  there  will  be 
physician  input  into  the  policies  of  Blue  Cross  and 
less  domination  by  hospitals  of  the  Board  control- 
ling those  policies.  We’ll  be  searching  for  ways  in 
which  the  hospitals  have  dragged  their  feet  on  cost 
control,  just  as  I'm  sure  that  both  the  hospital  and 
lay  members  will  be  looking  for  policies  that  may 
unduly  favor  physicians.  The  process  should  be 
interesting,  to  say  the  least.  It  has  the  potential  for 
being  of  benefit  to  all. 

Another  question  being  asked  is,  “Why  should  I 
be  a participating  physician  any  more?”  There  have 
been  no  financial  rewards  for  participation  for  sev- 


eral years.  “Non-pars,”  as  they  are  called  in  Blues 
jargon,  get  paid  just  as  well  and  efficiently  as 
participators.  The  Board  has  considered  in  the  past 
changing  the  system  to  reward  participators.  The 
new  Board  will  be  able  to  consider  such  measures 
on  a strictly  business  basis  in  the  future;  whether 
any  action  will  be  taken  is  completely  unpredictable 
at  this  time. 

Meanwhile,  the  participating  physician  has  only 
the  satisfaction  of  being  able  to  say  to  subscribers 
under  most  contracts:  “I  will  accept  as  payment  in 
full  the  reasonable  amount  that  90%  of  my  col- 
leagues define  as  their  usual  and  customary  fee. 
You  need  not  worry  that  I will  press  you  to  pay 
more  than  that  amount.” 

Furthermore,  a possible  burden  has  been  re- 
moved from  the  participating  physician,  one  that 
most  are  not  aware  has  existed:  the  guarantorship. 
Each  participating  physician  has  agreed  in  writing 
that,  should  Blue  Shield  run  out  of  money,  he  will 
continue  to  treat  subscribers  without  billing  them 
until  such  time  as  Blue  Shield  has  the  funds  to  pay 
him.  That  possibility  seemed  remote  in  the  good  old 
days  of  1979,  when  the  Plan’s  reserves  equaled 
about  2Vz  times  it's  monthly  disbursements.  As  that 
reserve  ratio  has  dwindled  to  less  than  a month,  a 
continued  guarantorship  could  become  more  than  a 
theoretical  burden.  That  guarantorship  ended  with 
the  merger. 

To  the  participating  physicians  1 would  therefore 
say,  “Hang  in  there;  give  us  a chance.”  The 
combined  Board  will  have  but  one  aim:  to  serve  the 
subscribers  to  the  best  of  its  ability,  while  being  fair 
to  hospitals  and  providers.  The  Blue  Plan  will  still 
be  the  leader.  Our  ability  to  hold  down  costs  will 
not  only  help  our  subscribers,  it  will  affect  the  rates 
that  commercial  carriers  can  charge.  We  have  a 
very  strong  Plan;  by  many  measures  of  market 
penetration  and  operational  costs  we  are  tops  in  the 
entire  country.  We  aim  to  keep  it  that  way.  Help  us 
do  that,  and  be  proud  that  you  can  help. 

Forrest  P.  White,  MD 
330  West  Brambleton  Avenue 
Norfolk  VA  23510 


Editors’  Note:  Dr.  White  asks  the  Editors  to  notify 
that  the  viewpoint  expressed  above  is  entirely  his 
own  and  does  not  represent  any  official  opinion  of 
the  Blue  Shield  Board  or  management. 
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Tax  shelter  up  to 
25%  of  your  income. 

The  pieces  are  in  place  to  give  even  small 
corporations  a custom  tailored,  tax-sheltered 
retirement  plan.  Contributions  are  invested  in 
high-yield  FSUC  insured  certificates  of  de- 
posit safe  from  stock  market  fluctuations. 

In  just  a few  hours  our  TaxShield®  plan 


One  of  Virginia’s  Oldest  and  Largest. 

Post  Office  Box  181 1 • Norfolk  Virginia  23501  • 804/446-6600 


THE  PATIENT  THINKS 
HE  HAS  HEART  TROUBLE... 
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U KNOW  ITS  REALLY 
X1ETY  SYMPTOMS 


_ presenting  symptoms:  palpitations,  chest  pain, 
chronic  exhaustion  and  occasional  difficulties  in  breathing. 
; Good  reason  for  concern.  A complete  workup  uncovers  no 
rganic  dysfunction,  but  it  does  reveal  excessively  high 
evels  of  anxiety  and  apprehension. 


For  rapid  relief  you  prescribe 
Vallum  (diazepam/Roche) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

Valium 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


■■il; 


Please  see  summary  of  product  information  on  the  following  page 


VALIUM  * (diazepam/Roche ) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  ad|unctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  disconjinuation,  usually  limited  to  extended  use 
and  excessivd  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use.  generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazmes,  nar- 
cotics. barbiturates.  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz 
epines  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  siimulation 
have  been  reported;  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety.  2 to  10 
mg  b i d to  q i d . alcoholism,  10  mg  t i d.  or  q i d.  in 
first  24  hours,  then  5 mg  t i d.  or  q.i.d.  as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d 
or  q i d ; adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d to  q i d.  Geriatric  or  debilitated  patients:  2 to  2'/2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated-  (See  Precautions.)  Children:  1 to  2 ’/2  mg  t.i.d. 
or  q.i  d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg,  white;  5 mg,  yellow,  10  mg,  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50. 
available  in  trays  of  10.*  Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25,t 
and  in  boxes  containing  10  strips  of  10.V 

*Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

tSupplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 


NEW 

MEMBERS 


Albemarle  County  Medical  Society 

Alan  M.  Cooper,  MD,  Psychiatry,  137  Quince  Lane, 
Charlottesville  VA  22901 

Willis  G.  Goodenow,  MD,  Psychiatry,  2101  Arlington 
Blvd.,  Charlottesville  VA  22903 

Thomas  L.  Schildwachter,  MD,  Orthopedics,  912  East 
High  St.,  Charlottesville  VA  22901 

Alexandria  Medical  Society 

William  L.  Anixter,  MD,  Psychiatry,  1444  Duke  St., 
Alexandria  VA  22314 

Hubert  H.  Blakey,  MD,  Psychiatry,  1203  N.  Quaker 
Lane,  Alexandria  VA  22302 

Augusta  County  Medical  Society 

Ripon  W.  La  Roche,  II,  MD,  Ophthalmology,  Staunton 
Medical  Center,  Staunton  VA  24401 

Danville-Pittsylvania  Academy  of  Medicine 

Nevzat  A.  Duruman,  MD,  Urology,  155  S.  Main  St., 
Danville  VA  24541 

Fairfax  County  Medical  Society 

Carey  M.  Marder,  MD,  Cardiology,  305  Maple  Ave., 
West,  Vienna  VA  22180 

Frank  H.  Thaler,  MD,  Psychiatry/Neurology,  6760  Old 
McLean  Village  Dr.,  McLean  VA  22101 

Henry  S.  Willner,  MD,  Family  Practice,  6201  Winston 
Dr.,  Bethesda,  MD  20817 

Hampton  Medical  Society 

M.  M.  Bingol,  MD,  Pediatrics,  427  Elizabeth  Lake  Dr., 
Hampton  VA  23669 

Marie  P.  Cui,  MD,  Family  Practice,  1786  Old  Buckroe 
Road,  Hampton  VA  23664 

Lynchburg  Academy  of  Medicine 

James  C.  Dunstan,  Jr.,  MD,  Orthopedics,  1914  Thomson 
Dr.,  Lynchburg  VA  24501 

Norfolk  Academy  of  Medicine 

Lawrence  R.  Morales,  MD,  Orthopedic  Surgery,  809 
Meighan  Dr.,  Virginia  Beach  VA  23464 

Patrick  Henry  Medical  Society 

Norman  M.  Warren,  MD,  Family  Practice,  Route  1,  Box 
148,  Bassett  VA  24055 


continued  on  page  316 
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WE'VE  JUST 
RECEIVED 
ANOTHER 
CLEAN  RILL  OF 
HEALTH  FROM 
THE  STATE 
CORPORATION 
COMMISSION. 


Perhaps  you’ve  considered  joining  the  Virginia 
Hospital  Insurance  Reciprocal’s  Physicians’  Mal- 
practice Program.  And  perhaps  you  hesitated  be- 
cause of  an  assessability  clause  formerly  attached 
to  policies.  Thanks  to  the  increased  financial 
soundness  and  viability  of  VHIR,  the  State  Cor- 
poration Commission’s  Bureau  of  Insurance  has 
now  officially  removed  that  requirement,  and  our 
policies  are  no  longer  in  any  way  assessable. 

Now,  without  any  hesitation,  you  can  proceed 
to  take  advantage  of  VHIR’s  significantly  lower 
premiums.  They’re  possible  because  our  expenses 
are  better  contained  and  our  projected  claim  costs 
fall  below  those  of  other  commercial  insurers. 

VHIR  is  owned  by  its  policyholders  and  shares 
all  profits  with  participants.  It  is  operated  solely 
for  the  protection  of  Virginia  physicians  and  the 
hospitals  in  which  they  practice. 

Call  or  write  for  more  facts  today.  And  con- 
sider VHIR’s  lower  premiums  the  ideal  prescrip- 
tion for  your  office’s  better  fiscal  health. 


Y VIRGINIA  HOSPITAL  INSURANCE  RECIPROCAL 

1904  Byrd  Avenue  • Richmond.  VA  23230  • 804  285-7354  or  call  toll-free^^j^^^2-^q^|(-.Al  MAY 
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CARE  FOR  YOUR 

COUNTRY 


As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest- 
ment of  your  time.  You  will  broaden  your  professional 
experience  by  working  on 
interesting  medical  projects’ 
in  your  community.  Army 
Reserve  service  is  flexible,  so  it 
won’t  interfere  with  your  practice. 

You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve 
meetings.  You’ll  also  attend  funded 
continuing  medical  education  pro- 
grams. You  will  all  share  the  bond  of 
being  civic-minded  physicians  who  are  also  commis- 
sioned officers.  One  important  benefit  of  being  an  officer 
is  the  non-contributory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve.  To  find  out 
more,  simply  call  the  number  below. 


ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 


MAJ  Sheila  T.  Bowman,  ANC  MAJ  David  F.  Alexander,  MSC 

USAR  AMEDD  Procurement  USAR  AMEDD  Procurement 

Forest  Glen  Section  Federal  Office  Building 

Walter  Reed  Army  Medical  Center  400  North  8th  Street 

Washington,  DC  20012  Richmond,  VA  23240 

(301)  427-5101/5131  (804)  771-2401 


It  all  adds  up, 

in  today's  major  hypertension  studies 


VA  Study1 

■ 450  patients  studied 

■ Mild  to  moderate 
hypertensives 

■ Comparison  of  propranolol 
and  reserpine  for  Step-2 
antihypertensive  therapy 

■ Conclusion:  when  added 
to  a thiazide  diuretic,  reser- 
pine was  effective  in  a larger 
percentage  of  patients  (88%) 
than  was  propranolol  (81%)! 


HDFP  Study2 

■ More  than  10,000  patients 
studied 

■ Conducted  at  14  centers 
over  5 years 

■ Proved  that  compliance 
with  Step  Care  lowers  death 
rate  from  all  cardiovascular 
causes 

■ Conclusion:  reserpine- 
thiazide  regimens  were 
preferred  for  Step-2  therapy, 
and  were  deemed  effective, 
without  significant  adverse 
effects! 


MRFIT  Study3 

■ 6-year,  12,000-patient 
study,  to  be  completed 
in  1982 

■ Assesses  factors  that  may 
increase  risk  of  cardio- 
vascular disease 

■ Preferred  Step-2  regimen: 
reserpine-thiazide 

■ Full  year's  data:  reserpine 
is  causing  less  depression 
than  methyldopa,  diuretics, 
or  placebo! 


That's  why  the  combination  in 


Salutensin 

(hydroflumethiazide  50  mg/ 
reserpine  0.125  mg) 

Is  the  preferred  Step-2  regimen 


Please  see  references  and  brief  summary  of  prescribing  information  on  adjacent  page. 
Copyright  © 1982,  Bristol  Laboratories 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse.  New  York  13201 


Salutensin " 

(hydroflumethiazide  50  mg/reserpine  0.125  mg) 

Salutensin-Demi™ 

(hydroflumethiazide  25  mg/reserpine  0.125  mg) 

Brief  Summary  of  Prescribing  Information  (12)  10/27/78 

For  complete  information  consult  Official  Package  Circular. 

WARNING 

This  fixed  combination  drug  is  not  indicated  for  initial  therapy  of 
hypertension.  Hypertension  requires  therapy  titrated  to  the  individ- 
ual patient.  If  the  fixed  combination  represents  the  dosage  so 
determined,  its  use  may  be  more  convenient  in  patient  management 
The  treatment  of  hypertension  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant. 


CONTRAINDICATIONS 

Anuria,  oliguria,  active  peptic  ulceration,  ulcerative  colitis,  severe 
depression  or  hypersensitivity  to  its  components  contraindicates  the 
use  of  Salutensin. 

WARNINGS 

Small-bowel  lesions  (obstruction,  hemorrhage,  perforation  and  death) 
have  occurred  during  therapy  with  enteric-coated  formulations  contain- 
ing potassium,  with  or  without  thiazides.  Such  potassium  formulations 
should  be  used  with  Salutensin  only  when  indicated  and  should  be  dis- 
continued immediately  if  abdominal  pain,  distention,  nausea,  vomiting 
or  gastrointestinal  bleeding  occurs.  Use  cautiously,  and  only  when 
deemed  essential,  in  fertile,  pregnant  or  lactating  patients. 

Use  in  Pregnancy  — Thiazides  cross  the  placenta  and  can  cause  fetal 
or  neonatal  hyperbilirubinemia,  thrombocytopenia,  altered  carbohydrate 
metabolism  and  possibly  electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock  therapy;  discontinue  Salutensin 
2 weeks  before  such  therapy.  Increased  respiratory  secretions,  nasal 
congestion,  cyanosis  and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers 

PRECAUTIONS 
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44.  . this  mysterious  disease . . 55 


R eye’s  syndrome,  or  fatty  infiltration  of  the 
viscera,  has  been  recognized  in  its  entirety 
for  the  past  20  years.  Over  the  last  ten  years  a 
great  deal  of  attention  has  been  paid  to  trying  to 
determine  the  etiology  of  this  mysterious  dis- 
ease, and  clinical  investigations  have  been  car- 
ried out  to  evaluate  techniques  for  treating  the 
comatose  child  with  Reye's  syndrome.  Since  the 
first  description  by  Reye  et  al  in  1963,  it  has  been 
known  that  the  patients  have  abnormalities  in 
glucose,  fat,  and  ammonia  metabolism.  It  has 
also  been  realized  that  the  major  cause  of  mor- 
bidity and  mortality  is  cerebral  edema.  In  recent 
years  epidemiologic  surveys  have  shown  that  the 
peak  incidence  of  the  disease  is  during  the  winter 
months,  in  the  Mid-West  around  the  Great 
Lakes,  most  commonly  outside  of  central  urban 
areas,  and  peaking  between  the  ages  of  6 and  12, 
with  occurrences  at  either  end  of  this  age  spec- 
trum. Viralogic  studies  have  shown  a predom- 
inance for  the  syndrome  following  influenza  B 
and  varicella  viruses,  but  it  has  been  associated 
with  many,  many  viruses  throughout  the  years. 

As  Dr.  Evers  and  Dr.  Davoli  emphasize  in 
their  accompanying  article,  successful  treatment 
of  the  patient  with  Reye’s  syndrome  depends 
first  on  the  ability  to  make  the  diagnosis  early  in 
the  course  of  the  illness.  This  is  done  quite 
simply  by  finding  elevations  of  SGOT  and  blood 
ammonia,  which,  along  with  the  appropriate  clin- 
ical history,  are  sufficient  evidence  for  the  diag- 
nosis of  Reye’s  syndrome  in  at  least  90%  of 
cases.  Associated  abnormalities  in  the  blood 
clotting  mechanism  and  blood  glucose  levels  may 
also  be  seen. 

Once  the  diagnosis  is  established,  the  patient 
should  be  sent  at  once  to  a medical  center  with 
the  facilities  to  care  for  the  critically  ill  child  with 
multi-system  involvement.  The  medical  manage- 
ment is  the  maintainance  of  all  normal  body 
functions,  including  respiratory,  cardiovascular, 
renal  and  central  nervous  systems.  In  protecting 
the  brain  from  the  effects  of  cerebral  edema  in 


the  comatose  child,  one  must  monitor  intracrani- 
al pressure.  The  more  attention  one  pays  to 
detailed  physiologic  and  biologic  parameters,  the 
more  likely  the  patient  is  to  recover  without  the 
serious  sequelae  described  in  the  Consensus 
Development  Conference  summary  published 
with  the  following  article. 

It  is  now  estimated  that  15-35%  of  the  children 
who  recover  from  this  illness  have  residual  neu- 
rologic deficits,  ranging  from  very  mild  and  sub- 
tle learning  disabilities  to  profound  neurologic 
malfunction.  The  degree  of  damage  seems  to 
correlate  with  the  level  and  duration  of  intracra- 
nial hypertension. 

The  ability  to  predict  outcome  of  children  with 
Reye’s  syndrome  is  quite  limited  at  present.  The 
major  correlations  described  to  date  are  the  level 
of  blood  ammonia,  rate  of  onset  of  coma,  degree 
of  abnormality  of  plasma  amino  acids,  and  delay 
in  diagnosis.  One  must  be  extremely  cautious  in 
interpreting  outcome  or  survival  statistics  in  pa- 
tients described  in  the  literature.  Patients  of 
comparable  severity  with  comparably  abnormal 
laboratory  values  must  be  compared  together.  It 
is  of  interest  to  note  that  in  the  three  cases 
reported  in  the  accompanying  article,  all  of  the 
patients  had  mild  elevations  of  the  blood  ammo- 
nia with  low  grade  levels  of  CNS  abnormalities. 
These  children  would  be  expected  to  have  a very 
favorable  outcome  with  only  standard  intensive 
care  support,  although  this  is  not  to  imply  that 
more  severely  involved  patients  would  recover 
as  completely  or  rapidly  with  the  same  minimal, 
non-specific  therapy.  Only  by  systematically 
studying  comatose  patients  in  large  numbers  and 
a variety  of  medical  therapies  controlled  for 
statistical  evaluation  can  a body  of  information 
regarding  the  therapy  of  the  severely  involved 
patient  become  available. 

Wallace  F.  Berman,  MD 

Department  of  Pediatrics 

Medical  College  of  Virginia,  Richmond  VA  23298 
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Early  Diagnosis  as  a Curb 
to  Reye’s  Syndrome  Mortality 

Joseph  C.  Evers,  MD,  and  Enrico  Davoli,  MD,  McLean,  Virginia 


Key  to  saving  the  lives  of  patients  with  Reye’s  syndrome,  studies  suggest, 
is  early  diagnosis  followed  promptly  by  appropriate  care.  The  authors 
support  this  view  by  describing  three  cases  in  which  healthy  outcomes 
followed  early  recognition  and  treatment.  They  also  review  the  syndrome’s 
early  signals,  for  which  the  physician  must  be  on  the  alert. 


GREAT  strides  have  been  made  in  reducing 
the  mortality  rate  of  Reye’s  syndrome. 
When  Dr.  Reye  first  described  the  symp- 
tom complex  in  1963,  there  was  a mortality  rate  of 
about  80%  in  his  21  cases,1  but  improvements  in 
recognition  and  in  treatment,  notably  the  introduc- 
tion of  the  subarachnoid  bolt  and  the  intraventricu- 
lar cannula2  and  the  use  of  early  craniectomy3  have 
dramatically  reduced  the  rate  to  13-15%. 

But  the  mortality  rate  can  be  reduced  even  fur- 
ther, studies  suggest,4-6  by  a more  widespread, 
enhanced  awareness  of  the  manifestations  of  this 
disease,  so  that  the  physician  will  recognize  it  early 
in  its  onset  and  start  effective  treatment.  Indeed,  a 
recent,  definitive  analysis  by  Partin7  shows  that 
early  detection  can  save  the  lives  of  up  to  97%  of  all 
patients  with  Reye’s  syndrome! 

We  present  a review  of  the  signs  and  symtoms  of 
Reye’s  syndrome,  together  with  three  case  reports 

Address  correspondence  to  Dr.  Evers  at  6801  Whittier 
Avenue,  McLean  VA  22101. 

Submitted  9-16-81 . 


that  illustrate  early  diagnosis  and  sucessful  treat- 
ment of  what  we  believe  was  Reye's  syndrome. 

Clinical  picture 

Reye’s  syndrome  is  an  acute  metabolic  disease 
with  devastating  consequences  if  allowed  to  pro- 
gress through  all  its  stages.  It  is  usually  associated 
with  specific  viral  syndromes,  primarily  during  the 
winter  influenza  season.  Retrospective  studies  have 
shown  that  virtually  all  cases  of  Reye’s  syndrome  in 
the  1970’s  occurred  in  association  with  influenza- 
like respiratory  disease  (influenza  type  B virus)  or 
chicken  pox  (varicella),7  and  epidemics  of  viral 
gastroenteritis. 

Reye’s  syndrome  can  occur  in  children  from 
infancy  to  adolescence.  It  begins  with  a prodrome 
of  some  respiratory  illness,  which  generally  sub- 
sides. After  a varying  “silent”  period,  from  2-5 
days,  the  child  will  begin  to  have  persistent  vomit- 
ing, signalling  Stage  I of  the  syndrome.  At  this 
point,  if  the  diagnosis  is  not  made  and  the  child  not 
treated,  he  will  suddenly  and  dramatically  develop 
an  acute  change  in  personality,  characteristically  an 


VOLUME  109 


VIRGINIA  MEDICAL/MAY  1982 


319 


obvious  disinterest  in  his  environment.  He  will 
usually  want  to  lie  in  bed  without  being  disturbed 
and  exhibit  other  inappropriate  behavior.  In  chil- 
dren under  one  year  of  age,  respiratory  distur- 
bances such  as  hyperventilation  or  apneic  episodes 
may  be  prominent  and  seizures  may  occur  more 
frequently  than  in  older  patients.8 

Stage  II  of  the  disease  is  characterized  by  obtun- 
dation, drowsiness,  slurred  speech,  and  delirium. 
The  delirium  is  frequently  agitated. 

The  final  stage  is  coma,  with  decerebrate  rigidity, 
in  which  the  child  develops  a positive  Babinski  sign 
and  markedly  hyperactive  deep  tendon  reflexes. 
Respiratory  failure  and  death  rapidly  ensue. 

As  far  as  laboratory  analysis  is  concerned,  liver 
function  studies  have  been  the  mainstay  of  diagnos- 
tic assistance.  Once  the  persistent  vomiting  has 
occurred,  the  SGOT,  SGPT  and  blood  ammonia 
levels  become  markedly  elevated.  Although  once 
thought  to  be  present  from  onset,  hypoglycemia 
may  not  occur  until  late  in  the  disease,  usually  once 
the  child  becomes  decerebrate. 

Therapy  to  date  is  simply  supportiveness,  except 
in  the  advanced  stages,  when  management  is  geared 
to  the  treatment  of  the  marked  cerebral  edema  and 
hypertensive  encephalopathy. 

Case  Reports 

In  order  to  emphasize  our  premise  that  by  early 
detection  we  can  reduce  the  mortality  rate  of  this 
disease  to  a minimum,  the  following  three  case 
reports  are  offered  to  illustrate  early  recognition  of 
what  we  believed  was  Reye’s  syndrome.  It  should 
be  noted  that  in  all  three  cases  the  only  treatment 
given  was  an  intravenous  glucose/electrolyte  solu- 
tion to  prevent  dehydration,  and  it  was  effective! 

Case  I . A 5-year-old  boy  was  admitted  to  Fairfax 
Hospital,  Fairfax,  Virginia,  with  a 12-hour  history 
of  recurrent  vomiting  without  diarrhea.  An  influen- 
za type  B virus  was  epidemic  in  the  community  at 
the  time.  The  patient  had  been  well  until  two  days 
prior  to  admission,  at  which  time  he  developed 
rhinorrhea,  a sore  throat,  cough  and  fever.  He  was 
seen  and  treated  by  his  physician  for  what  was 
diagnosed  as  “the  flu”  and  a superimposed  strepto- 
coccal pharyngitis  identified  by  throat  culture. 
Medications  given  at  that  time  included  penicillin, 
aspirin  and  acetaminophen. 

Physical  examination  at  the  time  of  admission 
was  normal  except  for  nasal  and  pharyngeal  muco- 
sal hyperemia.  The  skin  showed  early  signs  of 
dehydration.  The  patient  was  subdued  and  moder- 
ately lethargic  but  well-oriented  as  to  time  and 
place. 


Significant  initial  laboratory  data  included  the 
following:  SGOT,  1080  IU/L;  SGPT,  705  IU/L; 
blood  ammonia,  70  ugm/dl;  and  a random  glucose, 
69  mgm/dl.  The  salicylate  level  was  2.5  mgm/dl; 
acetaminophen  level,  1 mgm/dl. 

Shortly  after  admission,  a 5%  glucose/electrolyte 
solution  was  administered  intravenously.  SGOT, 
SGPT  and  blood  NH3  levels  at  6 hours  were  876, 
494,  and  50  respectively,  and  at  12  hours  were  696, 
316,  and  32,  respectively.  Over  the  subsequent  48 
hours  the  patient  improved  rapidly  and  was  dis- 
charged on  the  third  hospital  day. 

Case  2.  An  8-year-old  girl  was  admitted  to  Be- 
thesda  Naval  Hospital,  Bethesda,  Maryland,  with  a 
24-hour  history  of  intermittent  vomiting  unaccom- 
panied by  any  diarrhea  or  abdominal  pain.  The 
physical  examination  was  normal  except  for  a typi- 
cal, wide-spaced  varicella  eruption  covering  the 
entire  body.  There  was  no  dehydration.  She  was 
alert  and  well-oriented  as  to  time  and  place  but  was 
slightly  lethargic  and  subdued. 

Because  some  cases  of  Reye’s  syndrome  were 
being  reported  at  the  time  and  because  the  patient 
had  not  started  to  vomit  until  the  fourth  day  of 
illness,  liver  function  studies  were  ordered.  Initial 
liver  function  studies  revealed  the  SGOT  to  be 
1460;  SGPT,  2590;  blood  NH3,  66;  and  blood  glu- 
cose, 1 10. 

The  patient  was  started  on  a 10%  glucose/electro- 
lyte solution.  Four  hours  later,  the  blood  NH3  was 
1 12.  Twelve  hours  later  the  SGOT  was  870;  SGPT, 
2050;  and  blood  NH3,  82.  All  symptoms  rapidly 
resolved  over  the  following  24  hours,  and  the  pa- 
tient was  well  enough  to  be  discharged  on  the 
second  hospital  day. 

Case  3.  A 3-year-old  white  boy  was  seen  in  the 
emergency  room  of  the  Arlington  Hospital  with  a 
three-day  history  of  progressive  upper  respiratory 
symptoms  and  an  axillary  temperature  of  102.5°F. 
Two  days  before  admission  he  had  vomited  eight  to 
ten  times  and  had  “dry  heaves”  on  the  day  before 
admission.  Throughout  these  days  the  patient  had 
been  alert,  oriented,  expressive  and  appropriate  in 
his  behavior.  On  the  morning  of  admission  he 
became  listless  and  expressionless,  and  his  reac- 
tions seemed  to  become  “off  target  and  general- 
ized.” Though  he  was  easily  aroused,  he  gradually 
became  increasingly  uncooperative  and  more  irrita- 
ble. 

There  was  no  known  exposure  to  a source  of 
illness.  The  father  had  had  a “24-hour”  virus  two 
weeks  prior  to  the  child’s  admission.  The  mother 
was  without  symptoms.  The  child  reportedly  had 
had  chicken  pox  at  the  age  of  eight  months. 
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The  physical  examination  in  the  emergency  room 
showed  a child  who  was  lethargic,  preferred  not  to 
be  disturbed  and  was,  indeed,  irritable  on  examina- 
tion. He  responded  erratically  to  direct  questioning. 
All  other  parameters  were  normal,  including  the 
neurologic  and  fundoscopic  examinations.  Signifi- 
cant laboratory  data  were  as  follows:  SGOT,  544; 
SGPT,  876;  blood  NH3,  102;  blood  sugar,  91;  and 
BUN,  17. 

Because  the  diagnosis  of  Reye’s  syndrome  was 
strongly  entertained,  the  child  was  immediately 
transferred  to  the  pediatric  intensive  care  unit  of 
Georgetown  University  Hospital,  where,  upon  ad- 
mission, he  became  even  more  lethargic  and  re- 
gressed to  a fetal  position,  sucking  his  thumb.  He 
was  easily  arousable  but  very  irritable  and  quite 
combative  when  approached.  The  blood  pressure 
was  96/60,  heart  rate  80  and  respiratory  rate,  24. 

Consultation  with  a pediatric  gastroenterologist 
and  a neurosurgeon  who  specialize  in  caring  for 
patients  with  Reye’s  syndrome  confirmed  the  im- 
pression that  the  child  was  in  Stage  II  of  the  disease 
and  imminently  in  danger  of  entering  Stage  III.  A 
repeat  blood  ammonia  four  hours  after  the  first 
determination  was  188. 

Close  observation  and  constant  monitoring  of  his 
vital  signs  and  neurologic  status  was  ordered  and  he 
was  started  on  an  intravenous  infusion  of  a 10% 
glucose/electrolyte  solution.  In  12  hours  his  SGOT 
rose  to  933,  and  SGPT  to  1056. 

Over  the  ensuing  24  hours,  the  child  slowly 
became  more  alert  and  socially  appropriate  and  no 
longer  assumed  the  fetal  position.  When  dis- 
charged, 48  hours  after  admission,  he  was  active, 
playful  and  in  excellent  health. 

Discussion 

The  key  to  the  early  diagnosis  of  Reye's  syn- 
drome is  a high  index  of  suspicion  on  the  physi- 
cian’s part.  An  early  diagnosis  can  alter  the  course 
of  this  disease,  and  it  behooves  every  clinician  to  do 
everything  possible  to  make  that  early  diagnosis. 

In  our  pediatric  practice  we  couple  this  watchful- 
ness with  explicit  instructions  to  the  parents  of 
every  child  we  treat  for  those  illnesses  predisposing 
to  Reye's  syndrome  to  report  to  us  immediately  any 
recurrent  vomitng  or  personality  change  during  the 
course  of  that  illness. 

We  stress  this  point  very  strongly.  It  has  become 
second  nature  for  us  to  so  instruct  our  patients,  just 
as  it  has  become  second  nature  to  inquire  "Are  you 
allergic  to  any  antibiotics?’’  when  prescribing  one, 
or  "When  was  your  last  tetanus  shot?’’  when 
suturing  a laceration.  continued  over 


“Parents  should  learn 
the  signs  of  this  disorder” 

From  the  National  Institutes  of  Health 
comes  this  summary’  of  a statement  made 
recently  by  a Health  Consensus  Development 
Conference  on  the  Diagnosis  and  Treatment 
of  Reye’s  Syndrome: 

It  is  important  that  there  be  wide  distribu- 
tion of  information  concerning  Reye’s  syn- 
drome. Parents  should  learn  the  signs  of  this 
disorder  and  seek  prompt  medical  attention 
for  their  children  if  symptoms  develop.  Par- 
ents should  suspect  Reye’s  syndrome  if  their 
children  unexpectedly  develop  repetitive 
vomiting  and  altered  behavior  such  as  lethar- 
gy, irritability  or  aggressiveness  during  or 
while  recovering  from  a viral  illness  (most 
commonly  chicken  pox  influenza). 

Early  diagnosis  and  intensive  pediatric  care 
by  an  experienced  medical  team  are  key  fac- 
tors in  improving  the  survival  rate  of  affected 
children. 

With  regard  to  the  possible  relationship 
between  Reye’s  and  the  use  of  salicylates  such 
as  aspirin  to  reduce  fever,  physicians  and 
parents  should  "be  aware  that  most,  if  not  all, 
medications  have  potential  deleterious  effects; 
thus,  caution  in  the  use  of  salicylates  in  chil- 
dren with  influenza  and  those  with  varicella  is 
prudent.’’  More  data  are  necessary,  however, 
before  recommending  changes  in  the  way  phy- 
sicians treat  fever  in  children. 

Administration  of  dextrose-containing  flu- 
ids is  standard  therapy  for  early  stages  of 
Reye’s  syndrome,  but  several  methods  used 
to  control  cranial  pressure  frequently  found  in 
the  later  stages  must  still  be  considered  inves- 
tigational. Use  of  intracranial  pressure  moni- 
toring devices  has  not  been  shown  to  have  a 
detrimental  effect  on  outcome  in  children  with 
Reye’s. 

Complete  recovery  may  be  expected  in  the 
majority  of  patients  who  survive  the  acute 
illness.  However,  some  children  who  experi- 
ence coma  may  suffer  brain  damage  resulting 
in  developmental  delay,  motor  impairment,  or 
mental  retardation.  Normal  functioning  in 
school  may  be  delayed  for  some  weeks.  Some- 
times distractability,  inattention,  and  memory 
problems  occur. 


VOLUME  109 


VIRGINIA  MEDICAL/MAY  1982 


321 


And  when  we  see  a child  who  has  been  vomiting 
recurrently  during  the  course  of  any  of  the  viral 
diseases  predisposing  to  Reye’s  syndrome,  we  fol- 
low this  procedure:  We  immediately  take  a blood 
sample  to  determine  the  SGOT,  SGPT  and  blood 
ammonia  levels.  If  any  of  the  results  are  abnormally 
elevated,  the  patient  is  hospitalized  immediately.  If 
the  results  are  normal,  the  parents  are  instructed  to 
call  us  six  hours  later  with  a progress  report — or 
sooner,  if  they  think  necessary. 

There  is  an  increasing  national  interest  in  this 
terrifying  disease  as  evidenced  by  the  research 
laboratory  at  Ohio  State  University  in  Columbus, 
financed  by  the  National  Reye’s  Syndrome  Fonda- 
tion  and  the  university's  school  of  medicine.  Study 
there,  added  to  the  physician’s  own  awareness  and 
educational  instruction  on  behalf  of  his  patients, 
may  reduce  even  further  the  morbidity  and  mortal- 
ity associated  with  this  disease. 
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Diaphragmatic  Hernia  and  Bowel  Ischemia: 
Report  of  a Neonatal  Case 

Jonathan  S.  Jacobs,  MD,  and  Donald  Nuss,  MD,  Norfolk,  Virginia 


Diaphragmatic  hernias  are  important  in  pedi- 
atric practice  because  they  occur  once  in 
every  2,000  to  2,500  births'  and  if  not  adequately 
managed  have  a high  mortality  rate.  The  mortality 
rate  is  inversely  related  to  the  length  of  time  it  takes 
for  the  symptoms  to  develop  after  delivery.  If 
symptoms  develop  in  the  first  48  hours,  the  mortal- 
ity rate  is  high;  if  the  symptoms  develop  later,  the 
mortality  rate  is  low.2  The  high  mortality  rate  is 
usually  ascribed  to  pulmonary  maldevelopment  and 
persistent  fetal  circulation. 1,3-6  Very  rarely  is  mor- 
bidity related  to  gastrointestinal  complications, 
even  though  an  associated  malrotation  is  usually 
present  and  the  malrotated  bowel  is  herniated 
through  the  diaphragmatic  defect.2  Incarceration 
with  vascular  compromise  of  this  bowel  is  unusual. 
Only  one  previous  report  of  successful  management 
of  a patient  with  ischemic  bowel  resulting  from 
strangulation  could  be  found,  and  this  occurred  in  a 
61/2-month  old  infant.5  We  report  and  discuss  a 
patient  who  was  operated  upon  on  the  first  day  of 
life  and  was  found  to  have  ischemic  bowel  in  the 
chest  which  had  obviously  strangulated  before 
birth.  The  postoperative  course  was  greatly  compli- 
cated by  the  intestinal  infarction. 

Case  Report 

W.G.G.  was  born  to  a 24-year-old  Gravida  I,  Para 
0,  ab  0,  white  female  after  an  uncomplicated  41- 

Address  correspondence  to  Dr.  Nuss  at  400  West 
Brambleton  Avenue,  Norfolk  VA  23510. 

Submitted  7-21-81 . 


week  pregnancy.  The  delivery  was  complicated  by 
malpresentation  of  the  fetus  necessitating  a cesare- 
an section.  At  birth  this  first-born  white  male  infant 
was  noted  to  be  small  for  gestational  age  and 
suffering  from  intrauterine  growth  retardation.  The 
child  had  Apgars  of  2 at  one  minute  and  7 at  five 
minutes  and  required  vigorous  resuscitation  in  the 
delivery  room  with  notations  of  meconium-stained 
fluid  in  the  oro-tracheal  aspirate.  On  examination 
the  heart  was  found  to  be  in  the  right  chest  and 
dextrocardia  was  suspected.  For  this  reason  X rays 
were  taken  immediately  post-delivery  and  showed 
that  the  mediastinum  was  pushed  over  to  the  right 
side  by  loops  of  intestine  situated  in  the  left  pleural 
cavity.  In  addition,  there  was  gastric  outlet  obstruc- 
tion (Fig  1).  The  diagnosis  of  diaphragmatic  hernia 
was  made.  The  CBC  and  hematocrit  were  normal. 
The  child  was  plotted  on  the  50th  percentile  for 
length  and  head  circumference,  but  was  under  the 
10th  percentile  for  weight.  He  appeared  wasted  and 
neurologically  impaired. 

Immediately  after  confirming  the  diagnosis,  the 
patient  was  taken  to  the  operating  room  where  he 
underwent  exploratory  laparotomy  with  reduction 
and  repair  of  a large  posterolateral  diaphragmatic 
hernia  on  the  left  side.  Notable  at  the  time  of  the 
procedure  was  vascular  compromise  of  multiple 
segments  of  small  bowel  and  tight  adhesions  be- 
tween the  small  bowel  and  the  chest  wall.  The  left 
lung  was  not  considered  to  be  hypoplastic  and 
expanded  completely  within  24  hours  after  reduc- 
tion of  the  hernia.  No  bowel  resection  was  carried 
out  at  the  time  of  the  reduction  of  the  hernia  in  the 
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hope  that  the  amount  of  bowel  that  would  require 
resection  would  be  diminished  and  more  clearly 
delineated  at  a “second-look”  operation. 

The  initial  postoperative  convalescence  was 
swift.  The  left  lung  remained  expanded  and  no 
persistent  respiratory  problem  was  encountered. 
On  the  second  postoperative  day,  a central  venous 
line  was  placed  through  the  right  internal  jugular 
vein  for  hyperalimentation.  Attempts  at  clamping 
the  nasogastric  tube  led  to  consistent  distention  and 
vomiting. 

On  the  eighth  postoperative  day,  he  was  returned 
to  the  operating  room  with  X ray  evidence  of 
persistent  obstruction  in  the  jejunum.  At  laparoto- 
my, a 20-cm  segment  of  jejunum  was  found  which 
was  severely  stenosed  and  was  the  apparent  cause 
of  the  obstruction.  This  was  resected  and  an  end-to- 
end  anastomosis  performed.  Notable  also  were  two 
other  1-  to  2-cm  segments  in  the  mid-ileum  which 
showed  some  fibrosis  but  were  left  in  place  since 
there  was  a good  possibility  that  the  segments 
would  function  normally,  and  we  desired  to  avoid 
unnecessary  multiple  anastomoses. 

The  patient  again  made  an  uneventful  recovery 
from  his  operative  procedure.  Normal  bowel 
sounds  and  the  passage  of  meconium  stools  prompt- 


Fig. 1.  Diaphragmatic  hernia  with  mediastinum  displaced 
to  the  right  and  gastric  outlet  obstruction. 


ed  an  attempt  at  removal  of  the  nasogastric  drainage 
tube  and  the  commencement  of  oral  feedings.  How- 
ever, abdominal  distention  and  vomiting  occurred 
with  each  attempt  at  feeding.  By  2Vi  weeks  follow- 
ing the  second  procedure  it  was  evident  that  persis- 
tent bowel  obstruction  was  present.  A barium  study 
of  the  small  bowel  was  undertaken  via  an  oro- 
jejunal  tube.  This  revealed  obstruction  in  the  mid- 
ileum with  otherwise  viable  bowel  (Fig.  2).  A side- 
to-side  ileo-ileostomy  was  performed. 

Subsequently,  the  patient  convalesced  without 
difficulty.  His  nasogastric  tube  was  discontinued  on 
the  fifth  postoperative  day  and  he  was  started  on 
Nutramigen  on  the  sixth  postoperative  day.  Feed- 
ings were  tolerated  without  difficulty  and  weight 
gain  was  noted.  He  was  discharged  from  the  hospi- 
tal ten  days  following  his  third  operation  at  which 
time  he  was  34  days  old  and  was  taking  feeding 
without  difficulty.  His  chest  X ray  remained  clear 
and  weight  gain  was  constant.  He  was  seen  at 
followup  clinic  until  he  was  12  months  old  and  was 
gaining  weight  and  developing  normally. 

Discussion 


Compromised  bowel  is  common  in  reports  of 
other  incarcerated  hernias.  However,  previous  re- 


Fig.  2.  Barium  meal  and  follow-through  shows  mid-ileal 
obstruction. 
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ports  of  ischemic  bowel  in  the  chest  in  association 
with  diaphragmatic  hernias  are  few. 

Woolley5  reported  a case  in  which  there  was 
ischemic  bowel  in  the  chest  of  a 6’/2-month-old 
infant.  He  also  used  a second-look  procedure  to 
save  as  much  of  the  ischemic  bowel  as  possible. 
The  child  convalesced  over  a period  of  eight  months 
prior  to  its  discharge  from  the  hospital  but  survived. 
Collins7  found  volvulous  with  gangrene  in  one  of  18 
cases  that  contributed  to  the  death  of  that  infant. 
Two  other  cases  are  reported  with  bowel  hemor- 
rhage and  infarction  resulting  in  mortality,  but  the 
cause  was  never  determined.8 

There  are  a few  reports  in  which  there  was 
intestinal  obstruction  in  association  with  the  dia- 
phragmatic hernia  but  no  bowel  infarction.  Jackson0 
discussed  two  cases  in  his  series  of  42  patients:  In 
one  there  was  an  intussusception  present  and  in  the 
other  there  were  multiple  adhesions  present.  In 
neither  case  was  there  any  ischemia.  Brill10  found 
bowel  obstruction  to  be  present  in  six  cases.  In 
three  patients  with  herniation  of  the  entire  small 
intestine,  the  obstruction  was  caused  by  kinking  at 
the  gastric  outlet,  resulting  in  massive  gastric  dilata- 
tion. In  the  remaining  three  cases,  he  did  not 
comment  on  the  cause  of  the  obstruction.  In  all  six 
of  his  patients,  there  was  no  ischemia  and  no 
mortality. 

It  is  indeed  surprising  that  bowel  obstruction  and 
strangulation  is  not  a more  common  feature  of 
congenital  diaphragmatic  hernias  since  all  the  pre- 
cipitating factors  for  such  an  event  are  usually 
present.  Not  only  is  the  bowel  incarcerated  in  the 
chest  but  it  passes  through  a narrow  cleft  in  the 
diaphragm  to  get  there.  To  add  insult  to  injury, 
there  is  virtually  always  a malrotation  present 
which  is  quite  capable  of  producing  an  obstruction 
in  its  own  right.  Paradoxical  as  it  may  seem,  it  could 
well  be  that  the  malrotation  protects  the  patient 
from  becoming  obstructed  for  the  reason  that  the 
bowel  is  less  likely  to  be  kinked  if  it  can  move  about 
freely  instead  of  being  fixed  to  the  retroperitoneum. 

Finally,  one  would  expect  the  fetal  or  neonatal 
respiratory  distress  which  so  often  accompanies  the 
disease  to  either  predispose  the  baby  for  the  devel- 
opment of  necrotising  enterocolitis  or  at  least  to 
aggravate  the  situation  in  an  already  compromised 
loop  of  bowel. 

The  infant  described  in  this  case  presentation  was 
found  to  have  a relatively  small  posterior  diaphrag- 
matic defect  with  no  posterior  diaphragmatic  leaf- 
let. There  was,  therefore,  considerable  angulation 
of  the  intestine,  which  undoubtedly  added  to  the 
ischemia.  The  bowel  was  tightly  adherent  to  the 


chest  wall  and  actually  had  to  be  dissected  oft'  the 
parietal  pleura.  When  it  was  finally  delivered  into 
the  peritoneal  cavity  the  whole  intestine  was  viola- 
ceous and  very  hemorrhagic,  especially  where  it 
has  been  adherent  to  the  chest  wall.  It  was  at  that 
time  not  possible  to  tell  which  areas  would  necrose 
and  which  would  survive  with  adequate  function. 
The  decision  to  resect  no  bowel  at  the  initial  opera- 
tion was  even  in  retrospect  a wise  one,  for  it  not 
only  allowed  the  intestinal  necrosis  to  become 
clearly  delineated  but  also  allowed  for  a much 
shorter  operation  and  less  chance  of  respiratory 
complications.  We  note  with  interest  that  the  only 
previously  reported  survivor5  also  had  a second- 
look  operation. 

We  were  surprised  at  the  rapidity  with  which  the 
left  lung  reexpanded  since  there  was  little  doubt 
that  the  herniation  had  been  present  for  some  while, 
as  evidenced  by  the  presence  of  a malrotation  and 
well  formed  adhesions.  This  would  suggest  that 
factors  other  than  simply  the  presence  of  bowel  in 
the  chest  are  responsible  for  arrested  or  impaired 
pulmonary  development. 
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Many  physicians  miss  the  diagnosis  of  Rocky  Mountain  Spotted  Feve 
It's  an  easy  mistake  to  make. 

Don't  you  be  fooled  by  flu-like  symptoms. 

This  spring  and  summer.  . . 


THINK  RMSF 


REMEMBER, 


the  first  symptoms  are: 


SEVERE  HEADACHE 

FEVER 

MYALGIA 

When  the  rash  appears,  it's  getting  late 


[This  message  a service  of  the  Virginia  Chapter,  National  Foundation  for  Infectious  Diseases,  and  The  Medical  Society  of  Virginia. i 


Morbidity  and  Mortality  Conference: 
Occult  Adenocarcinomas  and 
Hypercalcemia 


From  the  Medical  College  of  Virginia/Virginia  Commonwealth  University. 

Case  Presentation  by  Jack  Leahy,  MD. 

Clinical  Discussion  by  Saul  Yanovich,  MD. 

Pathology  Discussion  by  Katherine  Mobley,  MD. 


Presentation  of  Case 

Dr.  Jack  Leahy:  A 37-year-old  white  male  was  re- 
ferred to  the  surgical  oncology  service  at  the  Medical 
College  of  Virginia  Hospitals  with  a diagnosis  of 
“adenocarcinoma.” 

He  was  in  good  health  until  three  months  prior  to 
admission  when  he  developed  a “pop”  in  his  back, 
which  was  followed  by  pain  over  his  lower  left  and 
right  posterior  ribs  aggravated  by  movement.  Evalu- 
ation at  another  hospital  included  a barium  enema, 
which  showed  a rectal  mass,  the  biopsy  of  which  re- 
vealed adenocarcinoma.  He  denied  rectal  or  systemic 
complaints. 

Physical  examination  on  admission  revealed  a 

From  the  Departments  of  Medicine  and  Pathology, 
Medical  College  of  Virginia/ Virginia  Commonwealth 
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well-developed  male  with  severe  pain  during  move- 
ment. His  temperature  was  98.2°F,  pulse  100,  respi- 
rations 18,  and  blood  pressure  146/98.  No  lymph 
nodes  were  palpable.  His  chest  was  clear  except  for  a 
few  bibasilar  rales.  The  abdomen  was  non-tender 
and  without  demonstrable  organomegaly  or  ascites. 
No  rectal  masses  were  found  and  hematest  of  rectal 
feces  was  negative. 

Initial  laboratory  studies  included  a hemoglobin  of 
17.6  gms/dl  and  hematocrit  of  49.5%.  The  wbc  was 
16,000  per  cumm.  An  SMA  6 showed  a Na+  of  140 
mEq/1,  K+  4.0  mEq/1,  CL  100  mEq/1,  C02  content 
27  mEq/1,  BUN  22  mg/dl  and  a glucose  of  1 17  mg/ 
dl.  An  SMA  12  included  a serum  calcium  (Ca)  of  14.1 
mg/dl,  total  phosphorous  of  3.9  mg/dl,  total  biliru- 
bin 0.5  gm/dl,  alkaline  phosphatase  189  mU/ml 
(normal  30-105),  aspartate  aminotransferase  (SGOT) 
34  U/l  (normal  less  than  40)  and  lactic  dehy- 
drogenase 584  U/l  (normal  100-220).  The  chest  x- 
ray  revealed  a diffuse  recticulonodular  infiltrate  most 
prominent  in  the  bases  with  a questionably  enlarged 
right  paratracheal  node.  Arterial  blood  gases  on 
room  air  were  a Pa02  of  55  mm  Hg,  pco2  41  mm  Hg 
and  pH  of  7.46.  Pathology  slides  of  the  earlier  biopsy 
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Table  I.  Histological  Types  of  Metastatic  Cancers  from  Occult 
Primary  Tumors.1 


Histological  type 

Number 

Percent 

Squamous  cell  carcinoma 

37 

14.5 

Adenocarcinoma 

103 

40.5 

Undifferentiated  carcinoma 

85 

33.5 

Sarcoma 

1 

0.4 

Undetermined  and  other  types 

28 

11.1 

Total 

254 

100.0 

were  reviewed  and  carcinoma  was  again  found,  but 
principally  in  the  lymphatics  rather  than  in  the  rectal 
mucosa.  This  was  believed  to  be  more  compatible 
with  metastatic  disease  than  with  primary  rectal  car- 
cinoma. Proctoscopy  revealed  a friable  constricting 
mass  at  12  to  15  cm.  Two  biopsies  were  interpreted  as 
“chronic  proctitis.”  A bone  scan  revealed  increased 
uptake  at  the  right  sternoclavicular  area  and  at  the 
left  and  right  seventh  ribs,  but  plain  x-rays  were  nor- 
mal. A liver-spleen  scan  was  negative.  A bone  mar- 
row biopsy  was  normal.  An  abdominal  computer  ax- 
ial tomography  (CT)  scan  showed  normal  pancreas 
and  kidneys.  A carcinoembryonic  antigen  was  433 
ng/ml  (normal  less  than  2.5).  A tartrate  inhibited 
acid  phosphatase  was  zero  (normal  up  to  3 U/l). 

On  the  3rd  hospital  day  he  was  placed  on  5 cc  of 
phosphosoda  three  times  a day.  On  the  6th  day  his 
serum  Ca  was  14.1  mg/dl,  and  150  cc  of  saline  per 
hour  was  begun  with  10  mg  of  furosemide  intrave- 
nously (IV)  twice  a day.  On  the  8th  day  rigid  bron- 
choscopy, scalene  node  and  sternal  biopsies  revealed 
undifferentiated  carcinoma.  A sputum  culture  grew 
Candida  guilliermondii.  His  serum  Ca  was  14.5  mg/ 
dl,  and  IV  saline  was  increased  to  200  cc  per  hour. 

On  the  10th  day  his  serum  Ca  was  14.5  mg/dl,  and 
1500  jug  of  mitramycin  was  given  IV.  On  the  1 1th  day 
he  underwent  open  rectal  biopsy  which  revealed  an 
“undifferentiated  carcinoma”  in  the  muscularis  pro- 
pria, believed  to  be  metastatic.  His  Ca  fell  to  11.7 
mg/dl  and  saline  infusions  were  stopped.  Since  an 
upper  gastrointestinal  series  was  negative,  the  pri- 
mary was  believed  to  be  in  the  rectum.  On  the  14th 
day  his  serum  Ca  rose  to  12.9  mg/dl,  and  saline  with 
furosemide  was  reinstituted.  On  the  15th  day  his  Ca 
was  15.5  mg/dl,  and  1510  pg  of  mitramycin  again 
was  given.  On  the  16th  day  his  Ca  was  16  mg/dl,  and 
indomethacin  25  mg  by  mouth  three  times  a day  was 
begun.  The  next  day  the  serum  Ca  fell  to  13.6  mg/dl. 
On  the  18th  day  1050  mg  of  5-fluorouracil  (5-FU)  at 
500  mg/m2  was  given  iv  and  continued  for  five  days. 
His  serum  Ca  was  12.6  mg/dl,  and  furosemide  was 
increased  to  60  mg  twice  a day  IV.  Mithramycin  1500 
gg  IV  daily  was  also  started. 

On  the  19th  day  his  temperature  rose  to  101. 6°F, 
and  he  was  thought  to  have  a urinary  tract  infection. 


He  was  placed  on  500  mg  of  ampicillin  orally  four 
times  a day.  His  wbc  was  23,600  per  cumm.  His 
urine  culture  grew  30,000  Proteus  mirabilis  and 
50,000  colonies/ml  of  Klebsiella  pneumoniae.  Seven 
days  later  one  of  two  blood  cultures  grew  Pseudo- 
monas cepacia.  None  of  these  organisms  were  sensi- 
tive to  ampicillin.  Nevertheless,  his  fever  defervesced 
within  48  hours. 

On  the  21st  day  his  serum  Ca  fell  to  8.0  mg/dl,  and 
furosemide,  saline  and  mithramycin  were  stopped; 
however,  by  the  26th  day,  it  again  rose  to  14.1  mg/dl 
and  saline  and  furosemide  were  reinstituted.  On  the 
28th  day  he  became  lethargic.  His  serum  Ca  was  1 1.5 
mg/dl,  and  his  P02  was  84  mm  Hg.  His  WBC  had 
fallen  to  1000  per  cumm.  He  received  1 gm  of  nalox- 
one with  some  improvement.  A hyperalimentation 
line  was  inserted,  with  a resultant  pneumothorax  re- 
quiring a chest  tube.  He  became  somnolent.  His 
serum  Ca  was  9.3  mg/dl  and  his  wbc  was  500  per 
cumm  (4%  neutrophils,  20%  eosinophils,  2%  baso- 
phil, 66%  lymphocytes  and  4%  monocytes).  On  the 
30th  day  he  was  frankly  disoriented  with  a fever  of 
102°F.  A lumbar  puncture  showed  zero  RBC  and 
three  wbc  (two  lymphocytes  and  one  monocyte);  the 
glucose  was  92  and  protein  240  mg/dl.  His  wbc  was 
200  per  cumm  and  his  platelet  count  was  86,000.  An 
SMA  6 showed  a Na+  of  150  mEq/1,  K+  6.9  mEq/1, 
Cl”  123  mEq/1,  CO,  17  mEq/1  and  a glucose  of  335 
mg/dl. 

At  this  time  he  suffered  a cardiopulmonary  arrest 
and  could  not  be  resuscitated. 

Radiography 

Dr.  Karsten  F.  Konerding:  No  barium  enema 
was  performed  at  this  hospital.  The  chest  examina- 
tion on  admission  showed  a diffuse  nodular  inter- 
stitial process  but  no  apparent  adenopathy  (Fig  1). 
The  differential  diagnosis  included  metastatic  dis- 
ease, inhalational  lung  disease  and  sarcoidosis. 

A radionuclide  bone  scan  revealed  increased  activ- 
ity in  the  region  of  the  right  sternoclavicular  joint, 
and  several  focal  areas  of  increased  activity  in  the 
ribs  compatible  with  metastatic  disease  (Fig  2).  The 
liver  scan  showed  a normal  distribution  of  activity. 

X-ray  examination  of  the  chest  on  the  29th  hospi- 
tal day  showed  a right  subclavian  venous  catheter  in 
place  and  a small  right  pneumothorax.  On  sub- 
sequent examinations  a right  chest  tube  was  noted  to 
be  in  place  and  the  right  lung  reexpanded.  No 
change  in  the  pulmonary  parenchymal  pattern  was 
evident. 
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Discussion 

Dr.  Saul  Yanovich.  I have  been  asked  today  to 
discuss  the  workup  of  patients  with  metastatic  adeno- 
carcinoma of  unknown  origin  and  the  often  difficult 
problem  of  treating  hypercalcemia  due  to  cancer. 
The  histologic  types  of  metastatic  cancers  from  oc- 
cult primary  tumors  have  been  reviewed  by  a num- 
ber of  authors  and  are  generally  consistent  with  the 
findings  of  Didolkar  et  al.1  indicating  that  most  often 
the  malignancies  are  adenocarcinomas  (Table  1). 

Development  in  the  last  decade  of  new  and  more 
selective  modalities  of  therapy  and  better  support  fa- 
cilities for  patients  with  metastatic  malignancies  have 
encouraged  the  physician  to  be  more  precise  in  the 
diagnosis  of  malignant  diseases.  It  is  important  to  at- 
tempt to  identify  the  site  of  origin  of  metastatic  tu- 
mors in  order  to  be  able  to  provide  more  specific 
therapy.  Usually,  patients  with  metastatic  carcino- 
mas have  primary  tumors  which  can  easily  be  identi- 
fied; however,  in  about  10-15%  of  cases  patients  may 
present  with  evidence  of  metastatic  diseases  but  with 
no  clinically  apparent  primary  site.  Since  these  pa- 
tients at  the  time  of  diagnosis  have  by  definition  ex- 
tensive and  incurable  diseases,  it  is  up  to  the  physi- 
cian to  decide  the  kind  of  workup  they  should  have. 
Unfortunately,  the  workup  of  such  patients  is  further 
complicated,  since  even  the  most  common  entoder- 
mally  derived  cancers  (lung,  breast  and  colon)  may 
have  an  atypical  metastatic  spread.2,3 

Clearly,  the  problem  facing  the  physician  is  diffi- 
cult and  complex,  and  cannot  be  solved  by  simply 


Fig.  1.  Admission  x-ray:  diffuse  nodular  interstitial  pro- 
cess but  no  apparent  adenopathy. 


Fig.  2.  Radionuclide  bone  scan:  areas  of  increased  activity 
in  ribs  compatible  with  metastatic  disease. 
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Table  2.  Treatment  of  Hypercalcemia. 

1.  Increase  calcium  excretion: 

Volume  expansion,  furosemide 

2.  Reduce  calcium  load: 

Gut — PO  phosphate,  low  calcium  diet, 
corticosteroids 

Bone — Calcitonin,  mithramycin, 
corticosteroids,  indomethacin 

3.  Sequestration  of  calcium: 

IV  phosphate,  dialysis 

treating  every  patient  with  adenocarcinoma  of  un- 
known origin  with  non-specific  chemotherapy,  which 
is  in  many  instances  of  questionable  usefulness  and 
which  can  have  severe  morbidity.  Therefore,  it  is 
very  important  to  individualize  the  approach  in  every 
case,  and  to  place  initial  emphasis  on  diagnostic  ma- 
neuvers which  might  permit  the  identification  of  tu- 
mors likely  to  benefit  from  palliative  treatment,  such 
as  breast  or  prostate.  Thus,  adequate  tissue  for  patho- 
logic examination  is  an  absolute  must,  and  it  can  be 
followed  by  electronmicroscopy  studies,  as  well  as  by 
determination  of  estrogen  receptors,  acid  phospha- 
tase and  other  histochemical  tests  in  selected  patients. 
Also,  diagnostic  tests  should  include  the  following  as- 
sessment: a)  mammograms  in  all  women;  b)  biopsy 
of  the  prostate  in  males  with  predominant  pelvic 
bone  metastases;  c)  protoscopy  and  barium  enema 
examination  because  of  the  high  incidence  of  colon 
carcinoma  and  the  relative  low  morbitity  of  these 
procedures. 

In  summary,  no  single  approach  will  suit  every  pa- 
tient with  unknown  metastatic  adenocarcinoma;  the 
decision-making  process  should  be  guided  by  the 
clinical  pattern  of  the  malignant  disease,  the  general 
condition  of  the  patient,  the  potential  for  beneficial 
palliative  therapy,  and  by  carefully  analyzing  the 
most  effective  means  to  reach  a diagnosis. 

Hypercalcemia 

Cancer-associated  hypercalcemia  is  being  recog- 
nized as  one  of  the  most  commonly  occurring  para- 
neoplastic syndromes.  The  most  common  neoplasias 
associated  with  hypercalcemia  are  breast,  lung,  head 
and  neck,  esophagus,  kidney  and  cervix,  but  virtually 


any  kind  of  tumors  may  be  associated  with  this  com- 
plication.4 

The  development  of  symptoms  is  related  both  to 
the  blood  calcium  level  and  to  the  rapidity  with 
which  the  level  increases.  Slow  onset  lassitude  is  of- 
ten the  initial  complaint,  followed  by  nausea,  vomit- 
ing, anorexia,  constipation,  polyuria  and  polydypsia. 
If  symptoms  develop  rapidly,  they  may  include 
changes  in  personality,  obtundation,  coma,  shortened 
QT  interval,  arrythmia  and  the  possibility  of  sudden 
death.45 

Two  mechanisms  are  believed  responsible.  The 
most  common  (90%  of  the  cases)  is  by  direct  tumor 
invasion  of  the  bone  (osteotrophic  tumors);  however, 
it  is  not  known  if  subsequent  destruction  of  the  bone 
with  release  of  calcium  is  due  to  a mechanical  effect 
on  the  skeleton  or  to  humoral  factors  or  to  both.  Ten 
percent  of  patients  with  cancer-related  hyper- 
calcemia have  no  evidence  of  skeletal  metastases 
(non-osteotrophic  tumors);  furthermore,  removal  of 
the  tumor  may  result  in  remission  of  the  hyper- 
calcemia. In  these  patients,  several  humoral  mecha- 
nisms have  been  implicated,  including  the  secretion 
by  the  tumor  of  ectopic  PTH,  vitamin  D-like  sterols, 
prostaglandins  and  osteoclast-stimulating  factors. 
Other  factors  which  could  play  an  important  role  in 
the  development  or  worsening  of  existent  hyper- 
calcemia are  prolonged  immobilization,  the  use  of 
thiazides  and  hormonal  treatment  of  tumors. 

It  is  evident  that  treatment  of  the  cancer  is  the  best 
management  of  hypercalcemia.  Before  starting  spe- 
cific therapy,  it  should  be  determined  whether  the 
patient  has  mild,  moderate  or  severe  hyper- 
calcemia.45 

Mild  degrees  of  hypercalcemia  (less  than  12.5  mg/ 
dl)  are  best  managed  by  proper  oral  hydration  (2  to  4 
liters  per  day),  ambulation  and  avoidance  of  drugs 
that  may  cause  increases  of  calcium.  Oral  phosphates 
may  be  added  until  specific  treatment  of  the  cancer  is 
initiated.  Diarrhea  usually  limits  the  amount  of  oral 
phosphates  that  can  be  given,  and  the  precipitation  of 
calcium  in  soft  tissues  can  also  be  a major  problem. 

Moderate  hypercalcemia  requires  more  intensive 
treatment;  i.e.,  iv  fluids  with  saline  (4-6  liters)  to  cor- 
rect volume  depletion  and  increase  urinary  calcium 


Table  3.  Drugs  Useful  in  Treatment  of  Hypercalcemia. 


Drugs 

Dose 

Frequency 

Route 

Calcium  lowering 
effect  occurs  within 

Furosemide 

80-100  mg 

1-2  hr 

I.V.  push 

Immediate 

Mithramycin 

25  /rg/kg 

24-48  hr 

I.V.  push 

24-48  hr 

Phosphate 

15  g 

24  hr 

I.V.  6-8  hr 

24  hr 

(50  mmoles/liter) 
Calcitonin 

3-6  MRC  U/kg 

24  hr 

I.V.  24  hr 

2-3  hr 

Hydrocortisone 

100-150  mg 

12  hr 

I.V. 

48-96  hr 
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excretion.  Supplemental  potassium  and  magnesium 
must  be  replaced,  and  the  patient  should  be  watched 
closely  for  signs  of  fluid  overload.  If  the  patient  is 
alert,  oral  phosphates  can  be  started.  Other  therapeu- 
tic measures  for  the  management  of  persistent  hyper- 
calcemia include  the  use  of  prostaglandin  inhibitors 
such  as  indomethacin  or  aspirin,  but  there  is  at  the 
present  time  no  way  of  predicting  the  efficacy  of 
treatment.  These  drugs  can  be  used  if  initial  mea- 
sures, such  as  oral  fluid  or  oral  phosphates  and  the 
treatment  of  the  primary  tumor,  fail  to  control  the 
hypercalcemia. 

In  severe  cases  of  hypercalcemia , in  which  the 
serum  calcium  is  greater  than  15  mg/dl,  the  addition 
of  furosemide  or  ethacrinic  acid  to  the  above  modali- 
ties may  further  enhance  urinary  calcium  excretion. 
If  these  measures  fail  to  correct  the  hypercalcemia  or 
if  the  patient  has  cardiovascular  or  renal  disease  and 
is  unable  to  tolerate  aggressive  hydration,  mithramy- 
cin  may  be  useful.  This  drug  exerts  its  effect  either  by 
inhibiting  bone  resorption  or  by  altering  the  metabo- 
lism of  vitamin  D.  The  hypocalcemic  effect  it  pro- 
duces is  usually  seen  after  24-48  hours,  but  it  has  ma- 
jor toxicities,  including  severe  thrombocytopenia, 
hepatocellular  necrosis,  azotemia  and  symptomatic 
hypocalcemia.  These  toxicities  are  seen  only  after 
large  doses  of  mithramycin  have  been  used. 

If  significant  impairment  of  renal  function  coexists 
in  a patient  with  hypercalcemia  or  in  the  occasional 
patient  who  fails  to  respond  to  adequate  doses  of 
mithramycin,  other  measures  may  be  taken  and  may 
include  the  following: 

a)  Parental  calcitonin , a drug  which  inhibits  bone 
resorption  and  increases  renal  clearing  of  calcium, 
may  be  used.  Its  hypercalcemic  effect  can  be  seen  af- 
ter 3-4  hours,  but  the  degree  of  hypercalcemic  re- 
sponse is  commonly  variable,  incomplete  and  tran- 
sient. 

b)  IV  inorganic  phosphates  may  be  used.  This  is  a 
most  effective  way  to  decrease  calcium  levels;  it  ap- 
pears to  act  by  inducing  precipation  of  calcium  to  a 
large  extent  in  the  bone  and  also  in  soft  tissues.  Be- 
cause of  the  possibilities  of  inducing  severe  meta- 
static calcification  and  acute  renal  failure  with  hypo- 
tension, its  use  should  be  restricted  to  desperately  ill 
patients  who  seem  to  be  in  imminent  danger  of 
dying. 

c)  The  use  of  steroids  can  be  effective  in  selective 
tumors  such  as  multiple  myeloma,  lymphoma  and 
occasional  patients  with  breast  carcinoma.  The 
mechanism  of  action  is  not  well-defined,  but  it  may 
be  due  to  a direct  effect  on  the  tumor  and  bone  and  a 
block  in  the  vitamin  D pathway.  Tables  2 and  3 sum- 
marize the  methods  of  treating  hypercalcemia  and 


Fig.  3.  Segment  of  rectum.  Note  thickening  of  bowel  wall 
and  extreme  flattening  of  mucosal  folds. 


Fig.  4.  Whole  mount  section  of  rectum:  diffuse  thickening 
of  mucosa,  submucosa,  relative  sparing  of  muscularis, 
dense  fibrosis  of  subserosa  and  mesocolic  fat. 

the  drugs  currently  available  or  perhaps  useful  to  ac- 
complish this  endeavor. 

Pathology  Discussion 

Dr.  Kathleen  M.  Mobley:  The  autopsy  was  per- 
formed five  hours  after  the  patient’s  death.  A right 
subclavian  line,  a right  chest  tube  and  a surgical  in- 
cision over  the  sternum  were  visible. 

The  principle  pathological  process  was  seen  in  a 
10-cm  segment  of  rectum,  which  showed  diffuse  in- 
duration with  thickening  of  the  bowel  wall  and  ex- 
treme flattening  of  the  mucosal  folds  (Fig  3).  A whole 
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Fig.  5.  Microscopic  view  of  colonic  wall:  intense  desmoplas- 
tic response  surrounding  neoplastic  cells. 


mount  section  of  the  rectum  showed  diffuse  thick- 
ening of  the  mucosa,  submucosa,  relative  sparing  of 
the  muscularis  and  dense  fibrosis  in  the  subserosa 
and  mesocolic  fat  (Fig  4).  Small  anaplastic  cells  were 
present  in  the  mucosa  with  diffuse  extension 
throughout  the  submucosa.  Tumor  infiltration  of  the 
muscularis  mucosa  was  limited  to  sparse  small  ana- 
plastic cells  infiltrating  in  a linear  or  thread-like  pat- 
tern between  muscle  bundles.  The  subserosa  and 
mesocolic  fat  contained  extensive  neoplastic  in- 
volvement. Interesting  details  included  neoplastic  in- 
vasion of  the  myenteric  ganglia  and  perineural 
spaces.  An  intense  desmoplastic  response  to  the  neo- 
plastic cells  was  demonstrated  by  abundant  con- 
nective tissue  surrounding  the  neoplastic  cells  (Fig  5). 

The  tumor  had  extensively  metastasized.  The  peri- 
aortic lymph  nodes  were  enlarged,  matted  together 
and  contained  tumor.  Metastatic  invasion  of  the  res- 
piratory system  was  seen,  and  the  pleural  surface  of 
the  lungs  showed  a white  reticular  pattern  of  lym- 
phangiectatic  metastatic  dissemination.  Clumps  of 
tumor  cells  were  noted  in  the  subpleural  and  intra- 
oarenchymal  perivascular  lymphatics.  A solitary 
metastatic  3-cm  nodule  was  present  in  the  liver.  Nu- 


merous metastatic  deposits  were  present  along  the 
length  of  the  vertebrae.  Additionally,  proximal  to  the 
rectal  tumor,  the  colonic  mucosa  was  extensively 
covered  by  a necrotic  pseudomembrane  containing 
gram-positive  organisms.  The  stomach  and  gallblad- 
der were  free  of  tumor. 

The  unusual  features  of  this  case  of  carcinoma  of 
the  rectum  were  the  relatively  young  age  of  the  pa- 
tient, 37  years,  and  the  morphological  character  of 
the  tumor,  which  grossly  and  microscopically  resem- 
bled the  diffuse  infiltrating  linitis  plastica  type  of  gas- 
tric carcinoma. 

The  term  linitis  refers  to  the  tendency  of  such  tu- 
mors, which  are  typically  composed  of  small  poorly 
differentiated  cells,  to  spread  in  a linear  or  thread- 
like fashion,  while  plastica  indicates  the  buildup  of 
indurated  tissue  associated  with  the  desmoplastic  re- 
action. A review  of  the  literature  on  this  subject  in- 
dicates that  until  1975  about  115  cases  of  colonic  li- 
nitis plastica  had  been  reported.  Of  these,  15  were 
primary  and  the  remainder  secondary,  mainly  to  car- 
cinoma of  the  stomach  and  gallbladder.* 

Thus  this  patient  appears  to  represent  the  16th 
case  of  authenticated  primary  linitis  plastica  of  the 
colon  to  be  described  in  the  literature.  The  extreme 
rarity  of  this  type  of  tumor  is  emphasized  by  a re- 
ported series  of  12,000  cases  of  carcinoma  of  the  co- 
lon in  which  only  1 1 cases  of  linitis  plastica  were 
found,  representing  an  incidence  of  less  than  one  in 
1,000.7 
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The  Mortons’  Toes 

Christian  V.  Cimmino,  MD,  Fredericksburg,  Virginia 


The  purpose  of  this  note  is  twofold:  1.  to  clarify 
two  eponymic  “diseases”  occurring  in  the  foot 
and  bearing  the  same  name  but  referring  to  different 
persons,  and  2.  to  report  briefly  a patient  with  these 
two  conditions  in  the  same  foot. 

An  orthopedic  surgeon  requested  consultation  on 
the  radiographs  of  the  foot  of  a 61 -year-old  woman 
who  complained  of  burning  pain  over  the  head  of 
the  fourth  metatarsal  and  similar  pain  over  the 
second.  He  was  convinced  that  the  diagnosis  of 
Morton’s  toe  (interdigital  neuroma)  satisfactorily 
explained  the  pain  laterally,  but  the  pain  medially 
was  unexplained.  I was  impressed  by  the  density  of 
the  second  metatarsal,  which,  with  the  clinical 
picture,  suggested  the  diagnosis  of  the  other  Mor- 
ton’s toe  (metatarsus  atavicus)  (Fig.  1).  Both  condi- 
tions were  subsequently  managed  conservatively 
with  good  results. 

T.  G.  Morton  (Philadelphia)  first  described  “a 
peculiar  painful  affection  of  the  fourth  metatarso- 
phalangeal articulation”  over  a century  ago.1  Sub- 
sequently it  was  shown  that  the  pain  is  associated 
with  a small  tender  nodule  representing  a thickening 
of  the  third  common  digital  plantar  nerve  at  its 
bifurcation  in  the  web  space,  possibly  a result  of 
repeated  injury  to  the  nerve  by  the  metatarsal 
heads.2  This  disease  is  radiologically  silent. 

D.  J.  Morton  (New  Haven  and  New  York)  first 
described  “a  painful  disorder  of  the  anterior  portion 
of  the  foot,  for  which  the  term  Metatarsus  Atavicus 
seems  to  be  most  applicable”  a half  century  ago.3 

From  Mary  Washington  Hospital,  Fredericksburg  VA 
22401. 

Submitted  6-3-81. 


He  believed  an  unusually  short  (atavistic)  first 
metatarsal  produced  compensatory  changes  in  the 
second  metatarsal.  Weight-bearing  in  time  may 
produce  pain  by  irritation  of  the  median  plantar 
nerve.4  The  common  presence  of  this  anatomic  an- 
lage  in  asymptomatic  persons  has  obstructed  the 
widespread  acceptance  of  this  as  an  entity,  but  “It 
is,  however,  true  that  a strong  correlation  between 
symptoms  and  the  positive  radiological  findings 
does  exist  in  some  individuals.”4 

In  an  effort  to  learn  more  about  the  relative  length 
of  the  first  and  second  metatarsals  and  its  relation  to 
compensatory  changes  in  the  second,  I studied  100 
randomly  selected  feet,  with  no  regard  for  the 
clinical  picture  (most  were  for  trauma),  age  or  sex. 
An  estimate  of  the  relative  distal  extent  of  first  and 
second  metatarsals  was  gotten  by  extending  the 
tangent  from  the  distal-most  point  of  the  articular 
surface  of  the  first  metatarsal  onto  the  second 
digital  ray.  These  tangent  extensions  fell  either  on, 
or  distal  to,  the  head  of  the  second  metatarsal. 
Correlation  was  then  made  between  the  density  of 
the  second  metatarsal  (that  is,  whether  it  was 
roughly  the  same  density  of  the  other  metatarsals, 
or  greater  than  the  others,  best  observed  on  the 
oblique  view),  and  the  position  of  the  tangent 
extensions  relative  to  the  second  metatarsal  head.  It 
was  found  that  those  tangents  falling  on  the  meta- 
tarsal head  had  a statistically  significant  greater 
number  of  dense  metatarsals,  indicating  a response 
to  the  relatively  shorter  first  metatarsal  (Table  1). 

Is  metatarsus  atavicus  a real  disease?  Despite  the 
physiologic  response  of  the  second  to  the  relatively 
shorter  first  metatarsal,  most  of  these  carriers  are 
without  symptoms.  It  is  reasonable  to  believe  that 
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with  the  onslaught  of  abnormal  foot  stresses  the 
physiologic  compensation  no  longer  suffices  and 
symptoms  occur,  with  production  of  disease.  But 
until  this  latter  occurs,  the  relatively  short  first 
metatarsal  and  relatively  dense  second  metatarsal 
should  be  regarded  as  a normal  anatomic  variant. 
Shands2  claims  that  metatarsus  atavicus  is  frequent- 
ly a predisposing  factor  in  march  fracture  of  the 
second  metatarsal. 

Thus,  these  two  Mortons’  toes  are  both  related  to 
unusual  mechanical  stresses  working  upon  an  ana- 
tomic predisposition  in  the  digital  rays,  the  place  of 
stress  and  the  anatomic  predisposition  determining 
which  of  the  Mortons’  toes  results.  It  is  still  prob- 
lematic whether  the  two  diseases  in  our  patient 
resulted  from  chance  or  not. 

It  would  be  best  to  replace  these  confusing  ep- 
onyms  with  their  pathologic  designations,  metatar- 
sus atavicus  (with  or  without  symptoms)  and  inter- 
digital neuroma,  both  subgroups  of  metatarsalgia5 
when  symptomatic. 


Table  1.  Relation  Between  Length  of  First  Metatarsal  and  Density 
of  Second  Metatarsal. 


Dense  MT  2 

“Short”  MT  1 

“Long”  MT  1 

Total 

Yes 

15 

1 

16 

No 

58 

26 

84 

Total 

73 

27 

100 
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Figure  1.  Symptomatic  metatarsus  atavicus.  Left,  tangent  on  distal-most  point  of  first  metatarsal  falls  well  on  head  of 
second,  whose  cortex  is  thicker  than  normal.  Right,  increased  density  of  second  metatarsal  is  striking,  despite  apparent 

absence  of  cortical  thickening. 
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IS  THERE  ANYTHING 
YOU  MISSED? 

As  you  know,  patients  you  see  frequently 
may  be  seeking  treatment  for  one  illness 
or  injury,  but  are  actually  presenting  a 
symptom  or  the  consequences  of  another 
disease  — alcoholism. 

If  one  of  your  patients  has  a problem 
with  alcohol,  please  call  Serenity  Lodge  for 
a consultation. 

5erenity  lodge 

THE  ALCOHOLISM  REHABILITATION  CENTER  OF  TIDEWATER 

2097  South  Military  Highway,  Chesapeake,  Virginia  23320 
Telephone  (804)  543-6888  • Barbara  Fay,  Director 

Accredited  by  the  JCAH  • Approved  for  coverage  by  Blue  Cross, 
CHAMPUS  and  other  health  insurance  programs. 


COWDEA  AND  ASSOCIATES,  LTD. 

INCORPORATED 

proudly  announces  the  opening  of  the  Alexandria  branch  office  serving 
Washington  area  professionals. 

• Tax  Planning  and  Financial  Forecasting 

• Accounting 

• Practice  and  Business  Management 

• Pension  Plan  Design  and  Annual  Ser\  ice 

• Estate  Planning 

Now  accepting  a limited  number  of  new  clients.  Consultation  by  appointment. 

1901  North  Beauregard  Street 
Alexandria.  Virginia  22311 
(703)  379-1178 
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When  your  overweight  patients  seek  your 
help  with  a weight  reduction  plan... 


The  benefits  will 
outweigh  the  risks 
when  you  prescribe 

MELFIAT105 


Because  MELFIAT 105 
effectively  controls  appetite. 
MELFIAT  105  (phendinietrazine 
tartrate),  an  effective  anorexiant, 
provides  the  appetite  control  over- 
weight patients  often  need  to  begin  a 
successful  program  of  weight  reduc- 
tion. And  the  positive  results  of 
initial  short-term  therapy  with 
MELFIAT  105  can  help  motivate 
them  to  a lifelong  commitment  of 
weight  control. 

Because  MELFIAT  105  has  a 
3.7  hour  half-life  and  low  abuse 
potential. 

Therapeutic  efficacy  combined  with 
a short  half-life  and  minimal  abuse 
potential  make  MELFIAT  105  the 
drug  of  choice  in  the  treatment 
of  exogenous  obesity.  Because 
MELFIAT  105  has  a short  half-life, 
it  minimizes  drug  accumulation  and 
helps  to  eliminate  such  effects  as  dis- 
turbed sleep  patterns.  And,  because 
MELFIAT  105  has  significantly 
lower  abuse  potential  than  the 
amphetamines;  there’s  less  risk  to 
your  patients.  According  to  a NIDA 
(National  Institute  on  Drug  Abuse) 
report,  phendimetrazine  appears  to 
be  the  least  abused  anorexiant  when 
compared  to  phentermine  and 
diethylpropion; 


Half-life  comparison  of  MELFIAT  105  and  other  anorexiants2 

, MELFIAT  105 

3'  nrs  (phendimetrazine  tartrate) 

diethylpropion  8 hrs 

phentermine  20  hrs 

0 10  20 
HALF  LIFE  (HOURS) 


Because  MELFIAT  105  is  in  a 
sustained-release  capsule. 
MELFIAT  105  provides  your 
patients  with  continuous  drug  deliv- 
ery for  appetite  control  that  lasts 
throughout  the  day  and  helps  to 
eliminate  compulsive  snacking  and 
overeating  at  meals.  In  addition,  the 
sustained-release  capsule  form 
maintains  more  constant  blood 
levels  of  MELFIAT  105 . . . without 
peaks  and  valleys. 

Because  MELFIAT  105  offers 
convenient,  once-a-day  dosage. 
MELFIAT  105  is  available  in  a con- 
venient capsule  containing  105  mg. 
The  simple  morning  dosage  regimen 
is  designed  to  encourage  compliance, 
minimizing  the  chance  of  missed 
doses  and  assuring  optimum  thera- 
peutic results. 

Because  MELFIAT  105  is  from 
Reid-Provident  Laboratories, Inc. 

Reid -Provident  has  the  highest  stan- 
dards of  quality  to  assure  that  only 
the  finest  products  reach  you.  An 
advisory  board  of  research  scientists, 
physicians,  pharmacists,  and  other 
technical  staff  continually  review 
existing  products  and  new  product 
proposals  to  make  sure  that  the  lat- 
est pharmaceutical  technology  is 
used  in  their  design  and  manufacture. 
That’s  because  Reid- Provident  is 
committed  to  you  and  your  patients. 

For  more  information  please  write  to 
Reid- Provident  Laboratories,  Inc. 
640  Tfenth  Street,  N.W. 

Atlanta,  Georgia  30318 

References:  1.  Sheu  YS,  Ferguson  JA,  Cooper 
JR:  Evaluation  of  the  Abuse  Liability  of  Diethyl- 
propion, Phendimetrazine , and  Phentermine, 
unclassified  document  ADAMHA,  HHS.  Office 
of  Medical  and  Professional  Affairs,  NIDA,  1980. 

2.  Douglas  JG,  Munro  JF:  The  role  of  drugs  in  the 
treatment  of  obesity,  Drugs  21:362-373, 1981. 


MELFIAT  105 
UNICELLESG 

(phendimetrazine  tartrate) 
Sustained-Release  Capsules  105  mg 


MELFIAT"  105  UNICELLES"  @ 

(phendimetrazine  tartrate)  105  mg  Sustained  Release  Capsules 
INDICATIONS  AND  USAGE:  Melfiat® 105  (phendimetrazine 
tartrate)  is  indicated  in  the  management  of  exogenous  obe 
sity  as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of 
weight  reduction  based  on  caloric  restriction.  The  limited 
usefulness  of  agents  of  this  class  (See  CLINICAL  PHARMA 
COLOGY)  should  be  measured  against  possible  risk  factors 
inherent  in  their  use  such  as  those  described  below. 
CONTRAINDICATIONS:  Advanced  arteriosclerosis,  sympto- 
matic cardiovascular  disease,  moderate  to  severe  hyperten- 
sion, hyperthyroidism,  known  hypersensitivity,  or  idiosyncrasy 
to  the  sympathomimetic  amines,  glaucoma.  Agitated  states. 
Patients  with  a history  of  drug  abuse.  During  or  within 
14  days  following  the  administration  of  monoamine  oxidase 
inhibitors  (hypertensive  crises  may  result). 

WARNINGS:  Tolerance  to  the  anorectic  effect  usually  devel- 
ops within  a few  weeks.  When  this  occurs,  the  recommended 
dose  should  be  discontinued.  Phendimetrazine  tartrate  may 
impair  the  ability  of  the  patient  to  engage  in  potentially  haz- 
ardous activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned 
accordingly. 

Drug  Dependence:  Phendimetrazine  tartrate  is  related  chem 
ically  and  pharmacologically  to  the  amphetamines.  Amphet- 
amines and  related  stimulant  drugs  have  been  extensively 
abused,  and  the  possibility  of  abuse  of  phendimetrazine  tar 
trate  should  be  kept  in  mind  when  evaluating  the  desirability 
of  including  a drug  as  part  of  a weight-reduction  program. 

Abuse  of  amphetamines  and  related  drugs  may  be  associated 
with  intense  psychological  dependence  and  severe  social  dys- 
function. There  are  reports  of  patients  who  have  increased 
the  dosage  to  many  times  that  recommended.  Abrupt  cessa- 
tion following  prolonged  high-dosage  administration  results  in 
extreme  fatigue  and  mental  depression;  changes  are  also 
noted  on  the  sleep  EEG,  manifestations  of  chronic  intoxica- 
tion with  anorectic  drugs  include  severe  dermatoses,  marked 
insomnia,  irritability,  hyperactivity,  and  personality  changes. 

The  most  severe  manifestation  of  chronic  intoxication  is  psy- 
chosis, often  clinically  indistinguishable  from  schizophrenia. 
USAGE  IN  PREGNANCY:  The  safety  of  phendimetrazine  tar- 
trate in  pregnancy  and  lactation  has  not  been  established. 
Therefore,  phendimetrazine  tartrate  should  not  be  taken  by 
women  who  are  or  may  become  pregnant. 

USAGE  IN  CHILDREN:  Phendimetrazine  tartrate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

PRECAUTION:  Caution  is  to  be  exercised  in  prescribing  phen- 
dimetrazine tartrate  for  patients  with  even  mild  hyperten- 
sion. Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  phendimetrazine  tar- 
trate and  the  concomitant  dietary  regimen.  Phendimetrazine 
tartrate  may  decrease  the  hypotensive  effect  of  guanethi 
dine.  The  least  amount  feasible  should  be  prescribed  or  dis- 
pensed at  one  time  in  order  to  minimize  the  possibility  of 
overdosage. 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycar 
dia,  elevation  of  blood  pressure. 

Central  Nervous  System:  Overstimulation,  restlessness,  dizzi- 
ness, insomnia,  euphoria,  dysphoria,  tremor,  headache;  rarely 
psychotic  episodes  at  recommended  doses. 

Gastrointestinal:  Dryness  of  the  mouth,  unpleasant  taste, 
diarrhea,  constipation,  other  gastrointestinal  disturbances. 
Allergic:  Urticaria 

Endocrine:  Impotence,  changes  in  libido. 

0VERD0SAGE:  Manifestations  of  acute  overdosage  with 
phendimetrazine  tartrate  include  restlessness,  tremor, 
hyperreflexia,  rapid  respiration,  confusion,  assaultiveness, 
hallucinations,  panic  states 

Fatigue  and  depression  usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hypertension  or 
hypotension  and  circulatory  collapse.  Gastrointestinal  symp- 
toms include  nausea,  vomiting,  diarrhea,  and  abdominal 
cramps.  Fatal  poisoning  usually  terminates  in  convulsions 
and  coma.  Management  of  acute  phendimetrazine  tartrate 
intoxication  is  largely  symptomatic  and  includes  lavage  and 
sedation  with  a barbiturate.  Experience  with  hemodialysis  or 
peritoneal  dialysis  is  inadequate  to  permit  recommendation 
in  this  regard.  Acidification  of  the  urine  increases  phendi 
metrazme  tartrate  excretion.  Intravenous  phentolamme 
(Regitine)  has  been  suggested  for  possible  acute,  severe 
hypertension,  if  this  complicates  phendimetrazine  tartrate 
overdosage. 

DOSAGE  AND  ADMINISTRATION:  Since  Melfiat®  105  (phendi 
metrazine  tartrate)  105  mg  is  a sustained-release  dosage 
form,  limit  to  one  sustained  release  capsule  in  the  morning. 
Melfiat®  105  (phendimetrazine  tartrate)  is  not  recom 
mended  for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED:  Each  orange  and  clear  sustained-release 
capsule  contains  105  mg  phendimetrazine  tartrate  in  bottles 
of  100. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 


Copyright  © 1982  Reid- Provident  Laboratories,  Inc.  All  rights  reserved.  April,  1982 
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PHYSKIANS 
TRY  AIR  FORCE 


* 


Experience  Air  Force  medicine.  It  can  be  just  what  you’d 
like  your  medical  practice  to  be.  More  time  to  practice  medi- 
cine. More  time  with  your  family.  Even  more  time  for  your 
hobbies.  It’s  all  part  of  Air  Force  EXPERIENCE.  Talk  to  a 
member  of  our  medical  placement  team  today.  Find  out  how 
you  can  experience  the  perfect  medical  practice  as  an  AIR 
FORCE  PHYSICIAN. 


AIR  FORCE 


Captain  Don  Wood 

6767  Forest  Hill  Ave.,  Suite  300,  Richmond  VA  23225 
Call  collect:  (804)  771-2127 


ONE  FOR  ALL- One  tablet  treats  pinworm 
in  any  patient,  regardless  of  age  or  body  weight.* 
Obviates  need  to  calculate  individual  dosages. 

A single  tablet  eradicates  pinworm  in  95%  of  patients. 

*Contraindicated  in  pregnant  women  and  in  persons  who  have  shown  hypersensitivity  to  the  drug. 


VERMOX 

mebendazole) 


CHEWABLE  TABLETS 

9 JANSSEN 

il  PHARMACEUTICA 


All  FOR  ONE 
ONE  FOR  All 


The#l  anthelmintic  for  pinworms  and  many  other  worm  infestations 

Please  see  complete  Prescribing  Information  on  adjacent  page. 


VERMOX 

(mebendazole) 


DESCRIPTION  VERMOX  (mebendazole)  is  methyl  5-benzoylbenzimida- 
zole-2-carbamate. 

ACTIONS  VERMOX  exerts  its  anthelmintic  effect  by  blocking  glucose 
uptake  by  the  susceptible  helminths,  thereby  depleting  the  energy  level  until  it 
becomes  inadequate  for  survival.  In  man,  approximately  2%  of  administered 
mebendazole  is  excreted  in  urine  as  unchanged  drug  or  a primary  metabolite. 
Following  administration  of  100  mg  of  mebendazole  twice  daily  for  three 
consecutive  days,  plasma  levels  of  mebendazole  and  its  primary  metabolite, 
the  2-amine,  never  exceeded  0.03  jag/ml  and  0.09  fig/ml,  respectively. 

INDICATIONS  VERMOX  is  indicated  for  the  treatment  of  Trichuris  tn- 
chiura  (whipworm),  Enlerobius  vermicularis  (pinworm),  Ascaris  lumbricoides 
(common  roundworm),  Ancylostoma  duodenale  (common  hookworm), 
Necator  americanus  (American  hookworm)  in  single  or  mixed  infections. 
Efficacy  varies  as  a function  of  such  factors  as  pre-existing  diarrhea  and 
gastrointestinal  transit  time,  degree  of  infection  and  helminth  strains. 
Efficacy  rates  derived  from  various  studies  are  shown  in  the  table  below: 

Common 


Whipworm 

Roundworm 

Hookworm 

Pinworm 

cure  rates 

mean 

68% 

98% 

96% 

95% 

(range) 

(61-75%) 

(91-100%) 

- 

(90-100%) 

egg  reduction 

mean 

93% 

99.7% 

99.9% 

— 

(range) 

(70-99%) 

(99.5%-100%) 

— 

- 

CONTRAINDICATIONS  VERMOX  is  contraindicated  in  pregnant  women 
(see  Pregnancy  Precautions)  and  in  persons  who  have  shown  hypersensitivity 
to  the  drug. 

PRECAUTIONS  PREGNANCY:  VERMOX  has  shown  embryotoxic  and 
teratogenic  activity  in  pregnant  rats  at  single  oral  doses  as  low  as  10  mg/kg. 
Since  VERMOX  may  have  a risk  of  producing  fetal  damage  if  administered 
during  pregnancy,  it  is  contraindicated  in  pregnant  women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively  studied  in  children 
under  two  years;  therefore,  in  the  treatment  of  children  under  two  years  the 
relative  benefit/risk  should  be  considered. 

ADVERSE  REACTIONS  Transient  symptoms  of  abdominal  pain  and 
diarrhea  have  occurred  in  cases  of  massive  infection  and  expulsion  of  worms. 

DOSAGE  AND  ADMINISTRATION  The  same  dosage  schedule  applies  to 
children  and  adults.  The  tablet  may  be  chewed,  swallowed  or  crushed  and 
mixed  with  food.  For  the  control  of  pinworm  (enterobiasis),  a single  tablet  is 
administered  orally,  one  time.  For  the  control  of  common  roundworm 
(ascariasis),  whipworm  (trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and  evening,  on  three  consecutive 
days.  If  the  patient  is  not  cured  three  weeks  after  treatment,  a second  course  of 
treatment  is  advised.  No  special  procedures,  such  as  fasting  or  purging,  are 
required. 

HOW  SUPPLIED  VERMOX  is  available  as  chewable  tablets,  each  contain- 
ing 100  mg  of  mebendazole,  and  is  supplied  in  boxes  of  twelve  tablets. 
VERMOX  (mebendazole)  is  an  original  product  of  Janssen  Pharmaceutica, 
Belgium. 

US  Patent  3,657,267 
December  1979 

Committed  to  research... 
because  so  much  remains  to  be  done. 


Tableted  by  Janssen  Pharmaceutica,  Beerse,  Belgium  for 


JANSSEN 

PHARMACEUTICA 


The  NME 

"establish 

your 

practice" 

benefits 

package: 


‘Over  60  well  equipped  acute 
care  hospitals. 

‘Selected  financial  assistance. 

‘Management  consulting. 

‘An  array  of  professional 
service  skills  and  talents  to 
assist  you. 

‘Locations  from  coast 
to  coast. 


if  you're  a Primary  Care  Physician,  call 
for  yours  today. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 
National  Medical  Enterprises 
11620  Wllshlre  Blvd.,  Los  Angeles,  California  90025. 
Call  Toll-Free  800-421-7470 
or  collect  (213)  479-5526. 

nnTionnb  meoicRb 
entBRPRises,  me. 

^ "The  Total  Health  Care  Company." 

An  Equal  Opportunity  Employer  M/F 


New  Brunswick,  New  Jersey  08903 
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THE  HARD  PART 
COmES  AFTER  THE  DETOX 

Our  nationally  recognized  Alcoholism  Treatment  Program  at 
The  Arlington  Hospital  is  fully  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  We  are  successful  because  we  offer  a total 
treatment  program,  including: 

• 21-28  day  inpatient  treatment  including  detoxification 

• Separate  adolescent  program  for  patients  ages  13-18 

• Professional  counseling  staff 

• Primary  nursing  care 

• 1 5-week  aftercare  group  treatment 

• One-year  aftercare  follow-up 


For  an  informative  brochure  and  rate  information,  call  or  write: 


Alcoholism  Treatment  Program 
The  Arlington  Hospital 

1701  North  George  Mason  Drive 
Arlington.  Virginia  22205 
703/558-6536 


Charles  G.  Smith,  M.D. 
Medical  Director 
Morris  A.  Hill,  M.H.S. 
Program  Director 


The  Arlington  Hospital  is  a 350-bed  nonprofit  institution,  extending  a 
commitment  in  community  health  care. 


McG  uire  Clinic, 

7702  Parham  Road,  Richmond,  Virginia  23229 


ANESTHESIOLOGY 

G.  A.  Weimer,  M.D. 

Boyd  H.  May,  M.D, 

Steven  M.  Hopper,  M.D. 

DERMATOLOGY 

E.  Randolph  Trice,  M.D. 

FAMILY  PRACTICE 

Charles  F.  Irwin,  M.D. 

Frank  N.  Bain,  M.D. 

L.  Michael  Breeden,  M.D. 
Stuart  S.  Solan,  M.D. 

INTERNAL  MEDICINE 

John  P.  Lynch,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  Sr.,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Ansell.  M.D. 
Randolph  M.  Halloran,  M.D. 
Hilton  R.  Almond,  M.D. 

James  A.  Repass,  M.D. 
Michael  J.  Miller.  M.D. 

Stanley  C.  Tucker,  M.D. 
Marigail  Wynne  David,  M.D. 
Richardson  Grinnan,  M.D. 
Joseph  Longacher,  M.D. 
Richard  L.  Glazier,  M.D. 

David  D.  Vaughan,  M.D. 


Joseph  S.  Galeski,  III,  M.D. 

N.  Michael  Vranian,  M.D. 
Martin  T.  Starkman,  M.D. 
Robert  W.  Bedinger,  Jr.,  M.D. 

ALLERGY 

John  B.  Catlett,  M.D. 

David  D.  Vaughan,  M.D. 

CARDIOLOGY 

Randolph  M.  Halloran,  M.D. 
Stanley  C.  Tucker,  M.D. 

GASTROENTEROLOGY 

Hilton  R.  Almond,  M.D. 
Joseph  Longacher,  M.D. 

GERIATRICS 

John  P.  Lynch,  M.D. 

HEMATOLOGY  & ONCOLOGY 

Burness  F.  Ansell,  M.D. 
Richard  L.  Glazier,  M.D. 

NEPHROLOGY 

James  A.  Repass,  M.D. 
Ronald  N.  Kroll,  M.D. 

Martin  T.  Starkman,  M.D. 

W.  Wayne  Key.  M.D. 

PULMONARY  DISEASES 

Richardson  Grinnan,  M.D. 


Inc. 

(804)  270-0240 

NUCLEAR  MEDICINE  & 
ENDOCRINOLOGY 

David  L.  Litchfield,  M.D. 

RHEUMATOLOGY 

Michael  J.  Miller,  M.D. 

OPHTHALMOLOGY 

T.  Todd  Dabney,  M.D. 

NEUROLOGY 

Stephen  L.  Jaffe,  M.D. 

PATHOLOGY 

Hubert  R.  White,  Jr.,  M.D. 

RADIOLOGY-DIAGNOSTIC 

Henry  S.  Spencer,  M.D. 

Donald  P.  King,  M.D. 

William  F.  Proctor,  M.D. 

J.  Gregory  South,  M.D. 

Karsten  F.  Konerding,  M.D. 

RADIOLOGY-THERAPEUTIC 

A.  W.  Burke,  Jr.,  M.D.,  PhD. 

SURGERY  & GYNECOLOGY 

Joseph  W.  Coxe,  III,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Charles  S.  Drummond,  Jr.,  M.D. 
Martin  T.  Evans,  M.D. 


Established  1923  by  Stuart  McGuire,  M.D. 


THE  STILLNESS  AxHiroshima 


WIDE  WORL1 


VIRGINIA  MEDICAL 


Preventive  Medicine 


When  meditating  over  a disease,  I never  think 
of  finding  a remedy  for  it,  hut,  instead,  a 
means  of  preventing  it.  — Louis  Pasteur 

With  an  apocalyptic  finale  of  absolutely  con- 
vincing destructive  force,  the  incredibly 
bloody  war  in  the  Pacific  was  brought  to  an  even 
bloodier  end  in  August  1945  when  atomic  bombs 
dropped  on  Hiroshima  and  Nagasaki.  The  first 
atomic  bomb  had  been  exploded  in  New  Mexico 
only  a few  weeks  before.  Had  these  weapons  been 
available  sooner,  they  probably  would  have  been 
used  on  Berlin  or  some  other  German  city.  Who  can 
doubt  that  Hitler  would  have  used  them  on  London 
or  elsewhere  if  he  had  possessed  them?  To  under- 
stand the  use  of  atomic  bombs  in  World  War  II  is 
not  to  praise  such  terrible  weapons,  but  to  learn 
from  their  use — and  never  to  forget  what  the  age  of 
nuclear  arms  has  brought  to  humankind,  for  it  can 
happen  again. 

Today,  a third  of  a century  later,  an  estimated 
50,000  nuclear  weapons  of  all  types  are  in  exis- 
tence. Most  of  these  are  held  by  the  United  States 
and  the  Soviet  Union,  with  others  held  by  France, 
Great  Britain,  China  and  India.  Other  countries  are 
said  either  to  possess  them  or  to  be  working  secret- 
ly to  build  them. 

Nuclear  warheads  and  their  delivery  systems  are 
now  more  accurate,  flexible,  sophisticated,  terribly 
destructive  and,  perhaps  most  dangerous  of  all, 
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automatically  integrated  into  computerized  pro- 
grams for  coordinated,  escalating  use.  Within  the 
passage  of  a single  hour,  every  capitol  and  every 
large  city  in  the  world  could  be  devastated.  The 
captain  of  a single  nuclear  missile  submarine  com- 
mands the  third  strongest  destructive  force  on  the 
face  of  the  earth. 

“It  is  well  that  war  is  so  terrible,”  Robert  E.  Lee 
said  at  the  Battle  of  Fredericksburg,  “else  we 
should  grow  too  fond  of  it!”  Lee’s  view  is  even 
truer  today.  At  a point  when  the  Civil  War  was  not 
going  well  for  the  Union,  one  of  Lincoln’s  generals 
asked  him  if  he  thought  God  was  on  the  Union  side 
or  the  Confederate  side.  Lincoln  replied  that  the 
real  question  was  which  of  the  two  was  on  God’s 
side.  To  work  for  the  prevention  of  nuclear  war  is  to 
be  not  only  on  God’s  side  but  also  to  be  on  man’s 
side.  This  must  be  “man’s  fate”1;  in  fact,  it  is  his 
only  hope  and  salvation. 

No  longer  must  we  ask,  “Am  I my  brother’s 
keeper?”  It  must  be  our  duty — nay,  our  responsibil- 
ity— to  maintain  our  sanity  during  these  stressful 
times.  At  all  costs,  we  must  remember  that  nuclear 
war  can  happen  again,  and  it  is  only  we  who  can 
prevent  that  nuclear  apocalypse.  Pogo  said  it:  “We 
have  met  the  enemy  and  they  is  us.”  Future  surviv- 
al rests  with  us,  and  with  us  alone.  We  have  given 
ourselves  the  ultimate  choice,  a peaceful  world  or  a 
non-world.  This  is  a choice  we  must  make  not  only 
with  the  present  in  mind  but  future  generations  also. 
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In  fact,  we  can  only  guarantee  that  there  will  be  a 
future  generation  by  preventing  “the  final  epidem- 
ic,” as  Dr.  Howard  H.  Hiatt,  dean  of  the  Harvard 
School  of  Public  Health  has  termed  nuclear  war. 

In  J.  R.  Tolkien’s  Lord  of  the  Rings,  the  “One 
Ring”  finally  had  to  be  returned  to  the  fire  from 
whence  it  had  been  forged,  so  evil  and  corrupting 
was  its  power.  Nuclear  weapons  are  such  a ring  and 
must  also  be  returned  to  oblivion.  Though  humanity 
cannot  erase  its  knowledge  of  nuclear  weapons, 
we — the  now  living — must  commit  ourselves  to 
assuring  that  they  are  forever  ruled  out  as  a means 
of  resolving  conflicts  between  peoples  and  nations. 

What  has  all  this  to  do  with  physicians,  hospitals 
and  health  care  professionals  generally?  Physicians 
for  Social  Responsibility  (PSR)  is  a growing  organi- 
zation committed  to  educating  its  members,  their 
colleagues  and  the  general  public  to  the  clear  fact 
that  adequate  civilian  defense  or  realistic  medical 
response  to  an  all-out  nuclear  war  is  impossible. 
PSR  has  documented2  that  in  nuclear  war  all  hu- 
manity faces  no  less  than  “the  final  epidemic,”  for 
which  there  is  no  meliorative  treatment,  only  pre- 
vention. 

PSR  is  not  in  favor  of  unilateral  disarmament.  It 
does  support  bilateral  agreements  to  limit  nuclear 
weapons,  and  it  was  an  early  advocate  of  a mutual 
freeze  on  the  testing,  production  and  deployment  of 
nuclear  weapons  and  of  missiles  and  new  aircraft 
designed  primarily  to  deliver  nuclear  weapons. 

Virginia  physicians  who  are  unconvinced  of  the 
need  for  concerted  action  to  achieve  this  prevention 
owe  it  to  themselves,  their  families,  and,  not  least  of 
all,  their  patients  to  read  a book  published  last 
month.  The  Fate  of  the  Earth,3  which  poses  the 
extreme  gravity  of  our  nuclear  predicament. 

Frederick  P.  Alpern,  MD 
Jerome  D.  Gorman,  MD 

5801  Bremo  Road 
Richmond  VA  23226 

1.  Malraux  A.  Man’s  Fate.  New  York,  Random  House, 
1969  (reprint) 

2.  The  Final  Epidemic,  book  and  film.  Physicians  for 
Social  Responsibility,  PO  Box  144,  Watertown  MA 
02172 

3.  Schell  J:  The  Fate  of  the  Earth.  New  York,  Alfred 
Knopf,  Inc.,  1982 


To  help  spot  a fever, 
this  mnemonic 

As  Virginia  physicians  know.  Rocky  Moun- 
tain spotted  fever  is  a significant  problem  in 
Virginia.  It  is  difficult  to  remember  all  of  the 
aspects  of  this  disease.  For  this  reason  I 
devised  this  mnemonic  for  Rocky  Mountain 
spotted  fever  that  I have  found  helpful. 

R — Rickettsia  rickettsii 
O— OX,9 

C — Complement  fixation; 

chloramphenicol 
K — Kidney  involvement 
Y — Yucky  disease 

M — Microimmunofluorescent  test; 
microagglutination 

0—  OX2 

U — Uremia 

N — Na+  (hyponatremia  frequent) 

T— Tick 

A — Appalachian  mountain  states; 
aldosterone  may  be  elevated. 

1 —  Intestinal  symptoms 

N — Neurologic  symptoms 

S — Splenomegaly;  skin  biopsy 
P — Petechiae/purpura;  photophobia 
O — Ophthalmologic  findings 
T — Thrombocytopenia 
T — Tetracycline 
E — Edema 

D — DIC  (disseminated  intravascular 
coagulation) 

F — Fever 
E — Exanthema 
V — Vasculitis 
E — Electrolyte 
R — Renal  dysfunction1 

I am  hopeful  its  appearance  in  Virginia 
Medical  may  help  other  physicians. 

Maurice  E.  Graham,  MD 
1101  Professional  Drive 
Williamsburg  VA  23185 

1.  Graham  ME:  Rocky  Mountain  spotted  fever  (a 
mnemonic).  Pediatr  Infect  Dis  1:41,  1982 
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A Symbol  of  QuafttyCaie 


Since  1938, 
people  have 
relied  on  the 
Clinch  Valley  Clin- 
ic for  medical  and  sur- 
gical care.  We're  now  a 
group  of  22  physicians 
who  practice  a spectrum 
of  medical  specialties 
and  serve  more  than 
100,000  patients  in  Vir- 
ginia, West  Virginia,  Ken- 
tucky, and  Tennessee. 

Today,  we  introduce  our 
symbol  — the  dove  — re- 
flecting our  commitment 
to  provide  patients  with  the 
dove's  traditional  sense 
of  well-being  and  security 
We  also  adopt  The  Clin- 
ic as  our  official  name — 
a name  that  has  become 


synonymous 
with  quality 
medical  care  in 
Southwest  Virginia. 

And  in  an  effort  to  pro- 
vide the  best  possible 
care,  we  are  constructing 
a 43,000  square  feet 
medical  facility  which  will 
offer  the  most  modern 
and  complete  clinic  in  the 
Eastern  United  States. 

Southwest  Virginia  and 
The  Clinic  are  growing. 
And  we're  looking  for  out- 
standing  young  physi- 
cians to  grow  with  us. 
Contact  Joseph  S.  Ser- 
reno.  Administrator, 
Clinch  Valley  Physicians, 
Inc.  for  more  information 
on  opportunities  with  us. 


The  Clinic 


Working  for  a Healthier  Tomorrow 
P.O.  Box  CVPI  Richlands,  Virginia  24641  703  964-6771 
Operated  by  Clinch  Valley  Physicians,  Inc. 


WHO’S  WHO 


Dr.  Enrico  Davoli,  McLean,  who 
coauthored  the  article  on  Reye’s 
syndrome  that  appears  elsewhere 
in  this  issue,  was  a prize-winner  in 
Medical  Economics’  1981  competi- 
tion for  best  original  articles  by 
physicians.  Dr.  Davoli  won  a cer- 
tificate of  award  for  his  essay  titled 
“Who  needs  a doctor  anymore?’’, 
which  was  published  in  the  period- 
ical’s issue  of  January  18.  It  dealt 
with  the  problems  resulting  from 
examination  and  treatment  of  pa- 
tients by  non-physicians;  pediatri- 
cian Davoli  especially  deplored  the 
referral  of  students  to  non-physi- 
cians by  public  schools. 

The  writing  of  another  Virginia 
physician.  Dr.  Richard  L.  Fields  of 
Fairfax,  also  made  the  pages  of 
Medical  Economics  recently  with 
an  article  titled  “How  you  can  get 
burned  taking  hmo  referrals.’’  Out 
of  his  own  experience  as  a consult- 
ing otolaryngologist,  Dr.  Fields 
wrote  of  the  dangers  in  signing  on 
with  an  hmo  as  a consultant  and 
gave  tips  on  what  to  watch  out  for 
in  such  an  arrangement. 

Dr.  John  H.  Vansant,  Norfolk, 
has  been  elected  governor-at-large 
for  Virginia  for  the  American  Col- 
lege of  Surgeons.  He  is  professor  of 
surgery  at  Eastern  Virginia  Medi- 
cal School. 

The  success  of  Virginia’s  Tide- 
water Psychiatric  Institute  exem- 
plifies the  growth  in  private  psychi- 
atric services  in  the  past  decade, 
says  a big  feature  story  in  a recent 
issue  of  American  Medical  News. 
Titled  “Private  psychiatric  hospi- 
tals— a new  boom?”,  the  article 
quotes  extensively  from  an  inter- 


view with  Dr.  Stuart  Ashman,  the 
Institute’s  chief  executive  officer 
and  medical  director  since  its 
founding  in  1971,  and  there  are 
pictures  of  Dr.  Ashman  and  of  the 
Institute’s  two  facilities,  one  in  Vir- 
ginia Beach  and  one  in  Norfolk. 

In  Pulaski,  Dr.  John  W.  Knarr  is 
the  new  chief  of  staff  of  the  Pulaski 
Community  Hospital,  and  in 
Staunton,  Dr.  Preston  C.  Manning, 
Jr.,  was  elected  president  of  the 
medical  staff  of  King’s  Daughters’ 
Hospital. 

Two  women  physicians  who 
share  a general  practice  in  Charles 
City  County  were  described  in  a 
feature  story  titled  “Job  sharing:  2 
for  the  price  of  1,”  in  a recent 
edition  of  the  Richmond  Times- 
Dispatch.  They  are  Dr.  Mary  Tat- 
tersall  and  Dr.  Eleanor  Evans,  who 
have  formed  a partnership  that 


gives  each  of  them  a healthier 
space  of  time  with  their  families. 

Dr.  Tattersall  started  the  prac- 
tice in  Ruthville  and  used  to  juggle 
its  needs  and  the  needs  of  her  chil- 
dren and  her  husband.  Dr.  John 
O’Brien,  also  a physician  with  long 
hours.  After  years  of  sleeping  only 
four  hours  a night,  she  called  Dr. 
Evans,  a close  friend  from  medical 
school  days  who  was  then  assistant 
professor  of  medicine  at  the  Medi- 
cal College  of  Virginia,  and  asked 
her  if  she’d  like  to  share  the  prac- 
tice. Once  past  the  initial  surprise 
of  the  idea.  Dr.  Evans  decided  to 
give  it  a try,  primarily  so  that  she, 
too,  could  spend  more  time  with 
her  own  husband  and  small  chil- 
dren. 

The  two  have  worked  together 
now  almost  three  years  and  consid- 
er the  arrangement  ideal,  says  the 
report  by  Robin  Traywick.  They 
find  it  significant  that  of  all  the 
women  in  their  medical  school 
class,  only  they  are  still  practicing. 

Communication  is  what  makes 
their  job-sharing  work,  the  two 
doctors  agree.  They  keep  a meticu- 
lous chart  on  each  patient,  so  that 
one  partner  can  always  pick  up 
where  the  other  left  off. 


Practice  shares  yield  family  dividends:  Drs.  Tattersall  and  Evans. 

Photograph  courtesy  the  Richmond  Times-Dispatch 
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In  Richmond , Dr.  William  W. 
Martin,  Jr.,  has  been  named  chief 
of  staff  for  Stuart  Circle  Hospital, 
and  in  Winchester,  Dr.  Gerald  J. 
Bechamps  has  been  elected  presi- 
dent of  the  medical  staff  of  Win- 
chester Memorial  Hospital. 

Dr.  James  D.  Kitchin,  III,  Char- 
lottesville, traveled  to  Poland  re- 
cently as  part  of  a Project  HOPE 
effort  to  improve  facilities  and 
bring  medical  training  and  supplies 
to  the  Institute  of  Pediatrics  and 
the  American  Chlidren's  Hospital 
in  Krakow.  Professor  of  obstetrics 
and  gynecology  at  the  University 
of  Virginia  School  of  Medicine,  Dr. 
Kitchin  is  a member  of  Project 
HOPE’S  medical  advisory  team  for 
a 7-year  effort  in  Poland. 

Dr.  F.  Clyde  Bedsaul,  Floyd,  is 
feeling  a little  cranky  these  days. 
He  had  planned  to  retire  in  June 
1982,  at  which  time  he  would  have 
completed  50  years  of  country 
practice  in  Floyd,  but  a slight 
stroke  hit  him  early  this  year,  and 
he  had  to  call  it  quits  a few  months 
short  of  his  goal. 

Born  in  1900  in  the  Piper’s  Gap 
district  of  Carroll  County,  Virginia, 
Dr.  Bedsaul  went  to  the  College  of 
William  and  Mary,  then  earned  his 
MD  degree  at  the  Medical  College 
of  Virginia,  where  he  also  trained. 
He  practiced  first  in  Fluvanna 
County  and  Galax,  then  settled  in 
Floyd,  and  he  has  written  engaging 
accounts  of  those  early  years  of 
rural  practice,  including  a reminis- 
cence titled  “Fifty  Years  of  House 
Calls”  that  appeared  in  Virginia 
Medical  for  February  1981.  He  is 
the  author  also  of  a biographical 
novel,  Spring  Valley,  published  in 
1975,  and  numerous  other  written 
works  that  reveal  his  strong  sense 
of  history  and  his  steadfast  reli- 
gious faith. 

A committed  organization  man, 
Dr.  Bedsaul  also  holds  long-time 
memberships  in  The  Medical  Soci- 


ety of  Virginia,  Southwest  Virginia 
Medical  Society,  Roanoke  Acade- 
my of  Medicine,  American  Medical 
Association  and  American  Acade- 
my of  Family  Physicians. 

Dr.  Raymond  S.  Brown,  Glouces- 
ter, has  been  elected  chairman  of 
the  advisory  board  of  Walter  Reed 
Memorial  Hospital  in  Gloucester. 

Dr.  Brown  is  a Past  President  of 
The  Medical  Society  of  Virginia 
and  Mid-Tidewater  Medical  Socie- 
ty. 


Named  president  elect  of  the  So- 
ciety of  Gynecologic  Oncologists  at 
its  recent  annual  meeting  in  Marco 
Island,  Florida,  was  Dr.  Paul  B. 
Underwood,  chairman  of  the  De- 
partment of  Obstetrics  and  Gyne- 
cology at  the  University  of  Virgin- 
ia, Charlottesville.  Dr.  Underwood 
is  the  second  UVa  gynecologist  to 
lead  the  society  in  its  12-year  his- 
tory; Dr.  W.  Norman  Thornton, 
Jr.,  professor  of  ob/gyn,  was  presi- 
dent in  1971. 

A native  of  Greer,  South  Caroli- 
na, Dr.  Underwood  is  a graduate  of 
Furman  University  and  the  Medi- 
cal University  of  South  Carolina. 
He  joined  the  University  of  Virgin- 
ia medical  faculty  in  1979. 

Three  members  of  the  Medical 
Society  of  Virginia  are  newly  elect- 
ed fellows  of  the  American  College 
of  Chest  Physicians.  They  are  Dr. 
Andrew  Kean  Leake,  III,  Hampton; 
Dr.  Cullen  B.  Rivers,  Richmond; 
and  Dr.  Dudley  F.  Rochester,  Char- 
lottesville. Their  formal  induction 
took  place  recently  at  the  College’s 
47th  annual  scientific  assembly  in 
San  Francisco. 

In  Arlington,  Dr.  William  Dolan 
has  been  elected  president  of  the 
medical  staff  of  the  Arlington  Hos- 
pital, and  in  Alexandria,  Dr.  John 
H.  Gilligan,  Jr.,  is  the  new  presi- 
dent of  the  board  of  trustees  of 
Circle  Terrace  Hospital. 
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Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less,  I0(  per  word  in  excess  of  50.  Classified  display  available 
at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor,  4205 
Dover  Road,  Richmond  V A 23221 . 


LOCUM  TENENS — 37  yo  board-certified  internist  seeks 
locum  tenens  for  part  of  June  or  July.  Able  to  cover  general 
medicine,  including  critical  care  if  necessary.  Native  Vir- 
ginian, US  trained.  Inquiries  to  Virginia  Medical  Box  57, 
4205  Dover  Road,  Richmond  VA  23221. 

COLLECTIONS  PROBLEMS?  Richmond  area  attorneys, 
specialists  in  creditors’  rights  law.  All  matters  handled  in 
a professional  manner.  Fee  basis  is  1/3  of  the  amount  col- 
lected. Inquires  invited.  Samuel  & Pustilnik,  Attorneys 
and  Counselors  at  Law,  4901  Cutshaw  Ave.,  PO  Box 
6857,  Richmond  VA  23230,  (804)  353-3831. 


&EAU.TIFILL  MO/F U M£ AT  AVEHUE -(800  block 
Carrvpletely  Kenova-ted 
Teadwrinp  Profess  tonal  Of  fiat  Spaab 
a-nd  SpO-Ct ims  A-partmemls 
> Oumer  Evna-ncin^  Jva.zT.abie  • — - — » 

Offt.ce  Spo.cr\  First  floor  appro*  3 cob  to  ft  diverted  into 
■3  offices  of  9oc,  BOO  and  too  sq.ft.  Largest  of  fiat. 
aon.ila.ble  now.  Others  on  short  -term  lease.  Central 
ace.  Parking  spaces. 

Apartments-  Two  second  floor  apartments  each  with 
l bedrooms,  Z fireplaces  and  sun  deck  . One  third 
floor  apartment  with  -two  large  bedrooms  and 
3 fireplaces . Apartments  feature  separate  entrance 
and  are  all  presently  -rented. 

4 225,  000 
For  sate  fcy  owner 

Tterious  inquiries.  3S3-Z4-q4  6 am  - 3pns  on  I y 


ONCOLOGIST-internist,  aged  32,  university  trained, 
ABIM  certified,  seeks  partnership,  group  practice  in 
Northern  Virginia.  Available  July  1982.  Reply  to  Virginia 
Medical  Box  56,  4205  Dover  Road,  Richmond,  Virginia 
23221. 

HILTON  HEAD — For  rent.  New  3 BR,  3'/2  bath  home  on 
golf  course  (Shipyard  Plantation).  Near  ocean.  Free  tennis 
and  pool.  Many  extras.  (804)  874-4428. 

FOR  RENT — Wintergreen  Treeloft  home.  Spectacular 
views  in  Blue  Ridge  Mountain  year-found  resort.  3 bed- 
rooms, 2 baths,  sleeps  8.  Near  Mountain  Inn  with  tennis, 
dining,  shops  and  entertainment.  Beautiful  golf  course. 
Hiking.  Horseback  riding.  Enjoy  a beautiful  spring  week- 
end for  $150.  Week  in  June  $375,  in  July  and  August  $475. 
Call  (804)  293-9121. 


WE  NEED 

Virginia  licensed  ob/gyn  specialist  or  family  practi- 
tioner experienced  in  family  planning  and  O.P.  pre- 
natal care  for  established  position  (#3675)  in  the 
Hampton  City  Health  Department. 

WE  OFFER 

8:00  to  4:30  workday,  leaving  you  the  weekends  to 
enjoy  the  beautiful  Tidewater  area.  Specialty,  labo- 
ratory, radiology,  home  care  and  social  services 
backup  available.  Benefits  include:  established  classi- 
fied State  position,  retirement  plan,  group  life  insur- 
ance, paid  hospitalization,  malpractice  insurance, 
vacation,  sick  leave,  11  holidays;  all  begin  on  date  of 
employment  and  increase  with  service.  Salary  nego- 
tiable (range:  $32,624-$44,571).  Address  inquiries  to 
Carol  Wheeler,  Virginia  State  Health  Department, 
Room  110,  James  Madison  Bldg.,  109  Governor  St., 
Richmond,  Va.  23219.  Deadline  for  applications  is 
5:00  pm.  May  31,  1982.  An  Equal  Opportunity 
Employer. 


PHYSICIANS  signature  loans  to  $50,000.  Take  up  to  seven 
years  to  repay  with  no  pre-payment  penalties.  Use  for 
taxes,  investment,  consolidation  or  any  other  purpose. 
Prompt,  courteous  service.  TOLL-FREE  (800)  241-6905. 
Physicians  Service  Association,  Atlanta  GA.  Serving  MDs 
for  over  ten  years. 

FOR  RENT — Virginia  Beach  ocean  front  4-bedroom,  2Vi 
bath,  modern  house  right  on  the  beach.  Spectacular  view, 
privacy  and  seclusion  in  Sandbridge — 45  minutes  Norfolk 
airport,  25  minutes  Virginia  Beach  resort  area,  walking 
distance  Back  Bay,  walk  out  your  living  room,  over  the 
deck  onto  the  Atlantic  Ocean  beach.  All  conveniences, 
phone,  washing  machine  and  drier,  fireplace.  Luxurious 
and  exquisitely  furnished,  sleeps  10.  Available  weekends  or 
by  the  week,  now  until  July  and  September  on.  Call  (804) 
272-1755. 
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Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


Bactrim  is  useful  for 
the  following  infec-  ^ 


xpanding 


!o susceptible®  its  usefulness  in 

catedagantms  UI1 1 i 111  KTol  )ia  I 

(see  indications  section  1 1 
in  summary  of  product  LI  101  c 
information): 


in  recurrent 

UTI. . . 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
bid.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume... on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Er.tero- 
bacter.  Proteus  mirabilis,  Proteus  vulgaris.  Proteus  morganii.  It  is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note:  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  in  physician  s judgment  it  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
is  due  to  amplcillin-resistant  Haemophilus  influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  is  not  indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician  s 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopema  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended;  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma.  In 
patients  with  glucose  6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin,  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  8/ood  dyscrasias  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  in|ection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions.  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E phenomenon  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients,  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days. -Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children  s dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


in  shigellosis... 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


f X ROCHE  LABORATORIES 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
k A Nutley,  New  Jersey  07110 


Bactrim 

succeeds 

•5  1 

in  recurrent  urinary  tract  infections* 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue' . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations'... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae' 2 with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  303  426-432,  Aug  21,  1980  2.  Data  on  file, 
Medical  Department,  Hoffmann-La  Roche  Inc. 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRENGTH  TABLETS 


maximizes  results  with  B.I.D.  convenience 


*due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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An  off-in-imc 

hrnllh  itisurttni'C  progrun 
for  Society  members, 
their  f amities 
and  em/thrys’ r<*. 


THE  MEDICAL  SOCIETY 
OF  VIRGINIA 

and  its  COMPONENT  SOCIETIES 


SPONSORED 

ONE  MILLION  DOLLAR 
COMPREHENSIVE  MEDICAL 
INSURANCE  PLAN 


It 


After  a $100  Deductible  has  been  satisfied, 
COMPREHENSIVE  MEDICAL  pays  80%  (insured 
pays  remaining  20%)  of  first  $2,500  of  “Reasonable 
and  Customary”  Eligible  Expense 
. . .thereafter  100%  up  to  the  maximum  benefit 
provided  by  the  policy. 


• Low  Deductible  of  ONLY  $100 

• Affordable  MONTHLY  Premiums 

• $1,000,000  Lifetime  Benefit  for  each 
insured  individual 

Group  Insurance  rates  ...  in  10-year  brackets 

Each  applicant  individually  underwritten  . . . Each  insured  issued 
his  or  her  own  certificate 

Member  or  Member’s  Employee  may  insure  self  only.  . . or  self  plus 
Spouse  ...  or  self  and  spouse  plus  eligible  Children  to  age  23 

Deductibles  limited  to  3 per  family  per  calendar  year 

Expenses  for  Maternity  regarded  the  same  as  costs  for  any  other 
illness 

NO  MONEY  REQUIRED  WITH  APPLICATION  . . . AND  10-DAY 
LOOK-SEE  ASSURES  YOUR  COMPLETE  SATISFACTION 


FOR  MORE  INFORMATION,  CALL  OR  WRITE 

DAVID  A.  DYER  & ASSOCIATES 
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CASES  PER  100,000  POPULATION 


Virginia’s  immunization  law  gets  a booster 

Beginning  next  year,  the  health  of  Virginians  will  be  much  more  aggres- 
sively protected  by  revisions  to  Virginia’s  school  immunization  law. 

The  revised  law,  effective  July  1 , 1983,  states  that  all  students  in  grades 
kindergarten  through  12  of  all  public,  private  and  parochial  schools  and  all 
children  in  licensed  day  care  centers  must  provide  written  proof  of 
immunization  to  stay  in  school.  The  seven  contagious  diseases  covered 
by  the  mandate  are  measles,  mumps,  rubella,  diphtheria,  pertussis, 
tetanus  and  polio. 

In  immunization  circles,  the  new  statute  is  called  a school-attendance 
law.  It  will  supersede  what  is  called  a school-entrance  law,  which  required 
documentation  of  immunity  on  a student’s  entry  into  kindergarten  or  first 
grade;  students  entering  at  other  grade  levels  were  not  subject  to  the  law, 

nor  were  students  already  in  school 
when  the  law  went  into  effect. 

The  Medical  Society  of  Virginia 
asked  Sen.  John  C.  Buchanan,  MD 
(D-Wise),  to  introduce  the  measure 
resulting  in  the  revised  law,  and  the 
Society  then  shepherded  the  bill’s 
progress  through  the  1982  General 
Assembly.  The  State  Board  of 
Health  is  to  develop  rules  and  regu- 
lations, and  an  official  immunization 
certificate  is  promised  by  Dr.  James 
B.  Kenley,  Commissioner,  State 
Department  of  Health,  as  well  as 
enforcement  strategy  for  the  new 
statute. 

Vigorous  enforcement  is  indeed 
the  key  to  the  effectiveness  of 

school  immunization  laws,  epidemi- 

1950  1955  1960  1965  1970  1975  1980  1965  ologists  at  the  Centers  for  Disease 

Control  observe,  and  a mandate  to  exclude  from  school  those  students 
who  have  not  provided  documented  evidence  of  immunity  is  crucial. 
Virginia  has  such  a mandate  in  its  immunization  exclusion  law,  enacted 
recently  and  invoked  for  the  first  time  late  last  year  in  a Northern  Virginia 
high  school.  This  law  states  that  when  an  outbreak,  epidemic  or  potential 
epidemic  of  a vaccine-preventable  disease  is  identified  in  a public  or 
private  school,  the  Commissioner  of  Health  may  exclude  from  that  school 
all  children  not  immunized  against  the  disease. 

In  the  Northern  Virginia  incident,  a 15-year-old  male  student  was 
diagnosed  as  having  measles.  Letters  were  sent  to  all  students  of  the 
school,  notifying  of  possible  exclusion  and  asking  parents  to  send 
immunization  records  for  review.  In  response,  983  students  provided 
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appropriate  proof  of  immunization, 
and  975  others  were  vaccinated  in 
clinics  set  up  at  the  school.  As  a 
result,  no  additional  cases  of  mea- 
sles were  identified  in  that  school  or 
elsewhere  in  the  area. 

In  adopting  a comprehensive 
school-attendance  immunity  law, 
Virginia  joins  39  other  states  with 
similar  legislation.  Of  the  remaining 
states,  nine  have  school-entry  laws 
covering  only  kindergarten  and  first 
grade,  and  one  has  a law  covering 
elementary  school  only. 

Measles:  going,  going,  gone? 

Is  measles  about  to  be  immu- 
nized into  extinction?  We  think  so, 
say  epidemiologists  at  the  Centers 
for  Disease  Control. 

The  data  they  have  compiled  on 
the  nationwide  Measles  Elimination 
Program  shows  that  in  90%  of  the 
nation’s  counties,  not  a single  case 
of  measles  was  reported  in  1981, 
indicating  that  “measles  transmis- 
sion is  now  extremely  limited  in  the 
United  States  and  has  already 
been  successfully  eliminated  from 
most  of  the  country.” 

The  graph  on  the  opposite  page 
tells  the  story.  Reported  cases  of 
measles  in  this  country  reached  a 
record  low  in  1981  of  1 .3  cases  per 
100,000  population  of  all  ages;  this 
is  a 99.4%  reduction  from  the  1950- 
1962  pre-vaccine  era,  when  the  an- 
nual average  was  315.2  cases/ 
100,000  population.  And  in  this,  the 
third  and  final  year  of  the  program, 
the  CDC’s  data  records  a continu- 
ing decline  of  measles  incidence. 

Virginia  got  a head  start  on  the 
national  campaign  to  extinguish 
measles  by  starting  a measles 
elimination  program  of  its  own  in 
the  late  70s.  Result:  reported  cas- 


es of  measles  in  Virginia  have 
dropped  spectacularly,  from  2,837 
reported  cases  in  1978  to  339  in 
1980.  And  by  November  1981,  only 
nine  cases  of  measles  had  been 
reported  in  Virginia  for  that  year. 

Then  suddenly  measles  erupted 
in  Lee  County,  Southwestern  Vir- 
ginia, and  by  the  time  health  de- 
partment officials  had  the  outbreak 
under  control  with  immunization 
clinics  and  school  exclusions,  18 


Members  of  a Medical  Society  of 
Virginia  committee  are  only  two 
hurdles  away  from  a vital  new 
MSV  program,  and  you  can  help 
them  sail  over  one  of  them. 

At  stake  is  the  Physicians  Health 
and  Effectiveness  Program  de- 
signed to  assist  in  the  recovery  and 
rehabilitation  of  Virginia  doctors 
who  have  problems  of  mental  or 
physical  illness,  or  alcohol  or  drug 
abuse.  It  is  being  developed  by  a 
committee  whose  chairman  is  Dr. 
William  H.  Barney,  Lynchburg.  In 
a progress  report  to  Virginia 
Medical,  Dr.  Barney  described 
the  last  two  hurdles  the  committee 
must  surmount. 

First,  a written  understanding 
must  be  reached  between  The 
Medical  Society  of  Virginia  and  the 
State  Board  of  Medicine  so  that  the 
program  will  operate  within  the 
framework  of  Virginia’s  mandatory 
reporting  law.  Negotiating  with  the 
board  on  this  requisite  is  Allen 
Goolsby,  the  Society’s  counsel, 
who  believes  an  agreement  may  be 
forthcoming  at  the  board's  July 
meeting. 

The  other  hurdle  is  a sufficient  of 


cases  of  measles  had  been  report- 
ed in  the  area.  All  were  linked  to  a 
single  imported  case,  as  were  sev- 
en more  cases  in  three  other 
states.  It  was  a classic  illustration  of 
how  little  regard  this  highly  conta- 
gious disease  has  for  geographic 
boundaries. 

The  index  patient  was  a 15-year- 
old  foreign  exchange  student  from 
El  Salvador,  who  arrived  in  the 
United  States  early  in  November 


physicians  to  help  the  program 
function  at  the  local  level.  In  re- 
sponse to  the  committee’s  request, 
many  component  society  presi- 
dents have  named  representatives 
to  these  important  supporting 
roles,  but  in  a number  of  areas  of 
the  state  there  are  still  no  appoin- 
tees. 

Are  you  willing  to  contribute  in 
your  community  to  the  health  and 
effectiveness  of  Virginia’s  physi- 
cians? If  so.  Dr.  Barney  asks  you 
to  register  your  interest  with  Will 
Osburn  at  MSV  headquarters, 
(804)  353-2721,  and  thanks  you 
most  heartily  for  doing  so. 

Virginia  Medical’s  October  is- 
sue is  to  carry  a comprehensive 
report  by  Dr.  Barney. 

Va  Med  writing  wins 

A first-place  award  in  the 
Virginia  Press  Women’s  writ- 
ing contest  for  1981  was  won 
by  Virginia  Medical’s  Manag- 
ing Editor,  Mrs.  Ann  Gray. 
The  award  was  made  for  orig- 
inal writing  in  a publication 
also  edited  by  the  winner. 


This  new  program  needs  YOU 
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with  her  brother  and  47  other  Sal- 
vadoran students;  all  were  housed 
together  in  a dormitory  in  Washing- 
ton, DC,  for  three  days.  The  index 
patient  went  to  Lee  County,  her 
brother  to  Merrimack  County,  New 
Hampshire;  both  enrolled  in  public 
high  schools.  The  young  woman 
developed  a rash  on  November  8 in 
Virginia;  her  brother  had  rash  onset 
on  November  18  in  New  Hamp- 
shire. Both  gave  histories  of  receiv- 
ing measles  vaccine  in  El  Salvador. 

In  New  Hampshire,  two  other 
cases  of  measles  developed.  In 
Kentucky  and  Tennessee,  which 
are  contiguous  to  Lee  County,  four 
cases  of  measles  were  linked  to  the 
index  patient.  The  outbreak  took 
investigating  epidemiologists  to  19 
states  and  the  District  of  Columbia. 

Three  Medical  Society  of  Virginia 
members  were  credited  in  the  Mor- 
bidity and  Mortality  Weekly  Report 
as  contributors  to  the  data  assem- 
bled on  the  outbreak:  Dr.  Michael 
B.  Ford  and  Dr.  Gayle  S.  Vest,  Big 
Stone  Gap;  Dr.  G.  C.  Honeycutt, 
Jr.,  Gate  City;  and  Dr.  Harry  C. 
Nottebart,  Jr.,  and  Dr.  Grayson  B. 
Miller,  Jr.,  Richmond.  Dr.  Miller  is 
director  of  the  State  Health  Depart- 


“Can’t  assess”:  State 

Physicians  who  carry  liability  insur- 
ance through  the  Virginia  Hospital 
Insurance  Reciprocal  need  worry 
no  longer  about  possible  assess- 
ment should  the  Reciprocal  get  into 
financial  difficulty.  In  a recent  ruling, 
the  Virginia  State  Corporation 
Commission’s  Bureau  of  Insurance 
issued  a certificate  rescinding  the 
assessability  of  the  Reciprocal's 
policies.  The  certificate  applies  to 
policies  previously  issued  as  well 
as  those  to  be  issued  in  future. 
Announcement  of  the  ruling  was 
made  by  Gordon  D.  McLean,  exec- 
utive vice  president,  Virginia  Hospi- 
tal Underwriters,  Inc. 


ment’s  Division  of  Epidemiology, 
and  Dr.  Nottebart  is  director  of  its 
Bureau  of  Communicable  Dis- 
eases. Under  their  auspices  the 
“Index  to  Immunization”  beginning 
on  page  373  of  this  issue  was  com- 
piled for  Virginia  Medical  by  Barba- 
ra Bingham,  Information  Officer  of 
the  State  Immunization  Program. 

Imported  cases  of  measles  oc- 
curred in  the  United  States  in  1980 
and  1981  at  the  rate  of  about  two 
per  month;  US  citizens  returning 
from  abroad  represented  a high 
proportion  of  these  cases.  CDC 
epidemiologists  recommend  that 
agencies  sponsoring  foreign  stu- 
dents inform  them  of  the  state  im- 
munity laws.  Similarly,  American 
students  going  abroad  should 
make  sure  they  are  immune  to 
measles  before  departing. 

New  hepatitis  vaccine  readied 

Immunization  history  will  be 
made  next  month  when  Merck 
Sharp  & Dohme  begins  delivering 
the  new  inactivated  hepatitis  B vac- 
cine. You  will  find  information  on 
this  new  immunizing  agent  on  page 
372  of  this  issue. 

Free  for  the  asking 

Those  nice  little  folders  on  which 
parents  can  register  a child’s  immu- 
nizations are  being  offered  once 
again  to  Virginia  physicians  by  the 
State  Department  of  Health. 
There’s  no  charge,  simply  send 
your  request  on  your  letterhead  to 
the  Immunization  Program,  109 
Governor  Street,  Richmond  VA 
23219.  The  cards  have  been  stan- 
dardized nationally,  so  that  if  a child 
moves  to  another  locality,  the  rec- 
ord presents  a familiar  aspect  to 
the  new  physician. 

Medicare  schedules  a vaccine 

If  pneumococcal  pneumonia  vac- 
cine is  ordered  by  a doctor  of  medi- 
cine or  osteopathy,  Part  B of  Medi- 
care will  now  reimburse  100%  of 
the  “reasonable  charge”  for  the 


vaccine  and  its  administration,  the 
Richmond  Medicare  Claim  Office 
reports.  Routinely,  vaccinations  or 
inoculations  are  excluded  from 
Medicare  coverage  unless  they  are 
directly  related  to  the  treatment  of 
an  injury  or  direct  exposure  to  a 
disease  or  condition,  such  as  anti- 
rabies treatment  and  tetanus  anti- 
toxin. 

Rabies  erupts  in  Virginia 

The  incidence  of  rabies  in  Virgin- 
ia’s animal  population  has  risen 
steeply  in  recent  years,  from  five 
confirmed  cases  in  1977  to  166  in 
1981  and  to  148  in  just  the  first  four 
months  of  1982. 

The  outbreak  is  centered  in  Lou- 
doun, Fauquier,  Prince  William, 
Fairfax  and  Culpeper  Counties, 
where  it  sprang  up  in  the  raccoon 
population.  Raccoon  rabies  is 
much  more  common  in  Florida  and 
southern  Georgia  and  Alabama, 
and  epidemiologists  are  puzzled  as 
to  its  appearance  in  Virginia,  where 
it  had  been  almost  unknown. 

As  this  is  written,  no  rabies  in 
humans  had  resulted  from  the  Vir- 
ginia outbreak,  but  local  health  de- 
partment officials  are  warning  peo- 
ple to  stay  away  from  wild  animals, 
especially  if  the  animals  are  behav- 
ing strangely. 

Bonus  in  measles  program 

A pleasant  side  effect  of  the  Mea- 
sles Elimination  Program  is  the  re- 
ported decline  in  the  incidence  of 
mumps,  rubella,  diphtheria  and  tet- 
anus. These  corresponding  de- 
clines have  occurred,  officials  be- 
lieve, because  the  program  has 
heightened  awareness  of  the  value 
of  vaccination  and  because  the 
measles  vaccine  is  often  given  in 
tandem  with  rubella  and  mumps 
vaccines. 

And  the  success  of  the  program 
prompted  officials  of  the  World 
Health  Organization  at  a recent 
meeting  to  map  a worldwide  mea- 
sles eradication  campaign. 
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John  M.  Bobbitt,  MD,  Urology,  Newport  News  Ship- 
building, Medical  Department,  Newport  News  VA 
23607 

William  J.  Watson,  III,  MD,  Family  Practice,  122  Lawson 
Drive,  Tabb  VA  23602 

Richmond  Academy  of  Medicine 

Keith  W.  McNeer,  MD,  Ophthalmology,  5700  West  Grace 
Street,  Richmond  VA  23226 

Patricio  Torres-Lisboa,  MD,  Psychiatry,  3001  Fifth  Ave- 
nue, Richmond  VA  23222 


356 


Cydapen  -W  (cyclacillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicil- 
Im  class  and  its  use  should  be  confined  to  these  indications  Treat- 
ment of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta- 
hemolytic  streptococci 

Bronchitis  and  pneumonia  caused  by  S.  pneumoniae  (for- 
merly D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D pneu- 
moniae), H influenzae,  and  Group  A beta- hemolytic 
streptococci 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H 
influenzae * 

'Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respira- 
tory disease  due  to  H influenzae 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
pemcillinase  producers. 

URINARY  TRACT  INFECTIONS  caused  by  E coh  and  P mirabihs. 
(This  drug  should  not  be  used  in  any  E.  coh  and  P mirabihs 
infections  other  than  urinary  tract.) 

NOTE;  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria  Therapy  may  be  instituted  prior  to  results  of 
sensitivity  testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  in- 
dications listed  herein. 


Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is 
efficacious  for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylac- 
toid) reactions  have  been  reported  in  patients  on  penicil- 
lin. Although  anaphylaxis  is  more  frequent  following 
parenteral  use,  it  has  occurred  in  patients  on  oral  penicil- 
lins These  reactions  are  more  apt  to  occur  in  individuals 
with  history  of  sensitivity  to  multiple  allergens  There  are 
reports  of  patients  witn  history  of  penicillin  hypersen- 
sitivity reactions  who  experienced  severe  hypersensitivity 
reactions  when  treated  with  a cephalosporin  Before  peni- 
cillin therapy,  carefully  inquire  about  previous  hypersen- 
sitivity reactions  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and 
initiate  appropriate  therapy.  Serious  anaphylactoid  reac- 
tions require  immediate  emergency  treatment  with  epine- 
phrine Oxygen,  I V steroids,  airway  management, 
including  intubation,  should  also  be  administered  as 
indicated 


Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs, 
take  appropriate  measures 

PREGNANCY:  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin  There  are,  however,  no  adequate  and  well-con- 
trolled studies  in  pregnant  women.  Because  animal  reproduction 
studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS  It  is  not  known  whether  this  drug  is  ex- 
creted in  human  milk  Because  many  drugs  are,  exercise  caution 
when  cyclacillin  is  given  to  a nursing  woman 

Ad  verse  Reactions  Oral  cyclacillin  is  generally  well  tolerated 
As  with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and  eosino- 
philic These  reactions  are  usually  reversible  on  discontinuation  of 
therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have 
been  reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bac- 
terial eradication  is  evidenced.  In  Group  A beta-hemolytic 
streptococcal  infections,  at  least  10  days'  treatment  is  recom- 
mended to  guard  against  risk  of  rheumatic  fever  or  glomerulone- 
phritis. In  cnronic  urinary  tract  infection,  frequent  bacteriologic 
and  clinical  appraisal  is  necessary  during  therapy  and  possibly 
for  several  months  after  Persistent  infection  may  require  treat- 
ment for  several  weeks 


Cyclacillin  is  not  indicated  in  children  under  2 months  of  age 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINIS- 
TRATION in  package  insert). 

Dosage  (Give  in  equally  spaced  doses) 


INFECTION 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 


Bronchitis  and 
Pneumonia 
Mild  or 
Moderate 
Infections 
Chronic 
Infections 
Otitis  Media 


ADULTS 


250  mg  q.i.d 


250  mgq.i.d 


500  mg  q.i.d. 

250  mg  to  500  mg 
q 1 d r 


CHILDREN' 


body  weight  < 20  kg 
(44  lbs)  125  mg  t.  i d. 

body  weight  > 20  kg 

(44  lbs)  250  mg  t.i.d 


50  mg/kg/day  q.i.d. 

100  mg/kg/day  q i d. 

50  to  100  mg/kg/day 

t.i.d. ^ 

50  to  100  mg/kg/day ~ 
1 00  mg/kg/day 


Sian  & Skin  250  mg  to  500  mg 

Structures  q.i  d • 

Urinary  Tract  500  mg  q.i.d. 

'Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
^depending  on  severity 

How  Supplied  Tablets  250  mg  and  500  mg  in  bottles  of  100 

Oral  Suspension  125  mg  and  250  mg  per  5 ml  in  bottles  to  make 

100  ml  and  200  ml  of  Suspension 

Wyeth  Laboratories 


,AA 


Rapid  onset  of  action  with  fewer 
side  effects. 


•Rapidly  excreted  unchanged  in  urine. 
Clinical  efficacy  may  not  always 
correlate  with  blood  levels. 
tDue  to  susceptible  organisms. 

1 . Ginsburg  CM,  McCracken  GH  Jr, 

Zwe  ighaft  T C,  Clahsen  JC : Comparative 
pharmacokinetics  of  cyclacillin  and 
amoxicillin  in  infants  and  children. 
Antimicrob  Ag  Chemother 
19:1086-1088  (June)  1981. 

2.  Multicenter  trials.  Data  to  be 
published. 

Copyright  ©1982,  Wyeth  Laboratories. 
All  rights  reserved. 


See  important  information  on 
adjoining  column. 


./■  • 


LEWIS-GALE 

1802  BRAEBURN  DRIVE. 

TELEPHONE 


CLINIC,  INC. 

SALEM.  VIRGINIA  24-153 
("703)  "774-9241 


Anesthesiology 

Leigh  O Atkinson,  M D 
George  P Baron,  M D 
Daniel  C Summerlin,  Jr. , M D 

Dermatology 

Gary  P Gross,  M.D. 

Emergency  Medicine 

Benjamin  N.  Jones,  M.D 
John  S.  Jeremiah,  M.D. 

John  M Garvin,  M.D. 

Robert  O.  McGuffin,  M.D. 
Darrell  F Powledge,  M.D 
Industrial  Medicine 

E.  Wilson  Watts,  Jr.,  M.D. 
Family  Practice 

Allen  M Clague,  M D 
Keith  C Edmunds,  M D 
William  C Crow,  Jr  , M.D 
Preston  H Edwards,  M D 
Samuel  N Smith,  M D 
Howard  M Lebow,  M D 
Wilson  H Coulter,  M D 
John  F Daugherty.  M D 
Lewis  B Rock,  III,  M D 


General  Surgery 

W Langley  Sibley,  Sr. , M D 
Emeritus 

William  R Whitman,  Jr  , M D 
Emeritus 

William  L Sibley,  III,  M D 
George  R Shumate,  M D 
A Reif  Kessler,  M D 

Hematology  and  Oncology 

J Milton  Miller.  M D 
John  C Morrison,  Jr  , M D 

Internal  Medicine 

Robert  F Bondurant,  M D 
Frank  Alton  Wade,  M D 
George  H Wall,  M D 
J Milton  Miller,  M D 
David  S Miller,  II,  M D 
Michael  J Moore,  M.D 
William  M Blaylock,  M D 
James  A Witten,  M D 
E Blackford  Noland,  Jr  , M D 
Myron  S.  Levey,  M.D 
Jacob  P Neathawk,  Jr  , M D 
John  C Morrison,  Jr.,  M D 
Douglas  D Blevins,  M D 


Cardiology 

David  S Miller  II,  M D 
Jacob  P Neathawk,  Jr  , M D 
Obstetrics  and  Gynecology 

Garrett  G Gooch,  III,  M D 
Carl  B.  Harms,  MD 
James  A.  Kelly,  MD 

Orthopaedic  Surgery 

Richard  H Fisher,  M D 
Alonzo  H Myers,  Jr  , M D 
S Curtiss  Mull,  M D 
Bertram  Spetzler,  M D 

Arthritis  and  Rheumatology 

William  M Blaylock,  M.D 

Gastroenterology 

George  H Wall,  M D 

Infectious  Diseases 

Douglas  D Blevins,  M D 

Otolaryngology 

J Bruce  Hagadorn,  M D 

Pulmonary  Disease 

James  A Witten,  M.D 


Pediatrics 

Thomas  J Humphries,  M D 
John  T Walke  M D 
F Joseph  Duckwall,  M.D 
William  J Kagey,  M D 
Luthur  A Beazley,  III,  M.D 
Conrad  V Wynne,  Jr,  M D 

Plastic  and  Reconstructive  Surgery 

Warren  L Moorman,  M D 
Robert  F Roth,  M D 

Radiology  and  Nuclear  Medicine 

Carl  M Russell,  M D 
Donald  W Spicer,  M D 
Clyde  F Lloyd,  M.D 
William  A Cassada,  Jr,  MD 
J William  Barnard,  M D 
James  A Walsh,  M.D 

Thoracic  and  Vascular  Surgery 

William  L Sibley,  III.  M.D 
George  R Shumate,  M D 
A Reif  Kessler,  M D 

Urology 

Thomas  S R Ward,  M D 
Jeffrey  S Jones,  M D 


Satellite  Clinics  in  Fincastle,  Poages  Mill,  West  Salem,  Peters  Creek  Road  and  New  Castle  For  information  Darrell  D Whitt,  Administrator 
Accredited  by  the  Accreditation  Council  for  Ambulatory  Health  Care 


VIRGINIA 

HEART 

INSTITUTE 

OUTPATIENT  HOSPITAL 


•Stress  and  ambulatory 
electrocardiography 
•Vectorcardiography 
•Echocardiography 
•Pulmonary  function  studies 
•Cardiac  rehabilitation 
•Cardiac  catheterization 
•Cardiac  nuclear  medicine 


Charles  L.  Baird,  Jr.,  M.D,  Director,  205  North  Hamilton  Street,  Richmond,  Virginia  23221 , (804)  359-9265. 
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LONG-TERM  CARE: 
FIVE  DECADES 
OF  EXCELLENCE 


The  Windsor 


Accredited  by  JCAH 
3600  Grove  Ave.,  Richmond  VA  23221 
804  353-3881 

B0E 


Mrs.  Plyler’s 

Residential  Care 

1615  Grove  Ave.,  Richmond  VA  23220 
804  353-3981 


University  Park 


Accredited  by  JCAH 
2420  Pemberton  Rd.,  Richmond  VA  23229 
804  747-9200 


THE  PRATT  CLINIC,  LTD. 

1701  Fall  Hill  Avenue,  Fredericksburg,  Virginia  22401,  (703)  373-5501 

Established  in  1937 


CARDIOLOGY 

Robert  C.  Wheeler,  M.D. 

Michael  J.  Olichney,  M.D. 

Robert  B.  Vranian,  M.D. 

FAMILY  PRACTICE 

David  L.  Johnson,  M.D. 

Donald  E.  Bley,  M.D. 

J.  Thomas  Ryan,  M.D. 

Nurse  Practitioner 
Patricia  Sutherland 

GASTROENTEROLOGY 

John  C.  Spivey,  Jr.,  M.D. 

David  B.  Rice,  M.D. 

GENERAL  SURGERY 

Lawrence  R.  Moter,  M.D. 

Richard  N.  Thompson,  M.D. 

GYNECOLOGY  & OBSTETRICS 

T.  Stacy  Lloyd,  Jr.,  M.D. 

Donald  R.  Stoker,  M.D. 

Frank  J.  Durcan,  M.D. 

HEMATOLOGY-ONCOLOGY 

LeRoy  J.  Essig,  M.D. 


INTERNAL  MEDICINE 

Lloyd  F.  Moss,  M.D. 

Michael  J.  Olichney,  M.D. 
Jerry  A.  Trice,  M.D. 

David  B.  Rice,  M.D. 

Robert  C.  Wheeler,  M.D. 
John  C.  Spivey,  Jr.,  M.D. 
LeRoy  J.  Essig,  M.D. 

Robert  B.  Vranian,  M.D. 
William  E.  Byrd,  M.D. 

NEUROLOGY 

Richard  E.  Ranels,  M.D. 

OTOLARYNGOLOGY 
HEAD  & NECK  SURGERY 

Raymond  E.  Matson,  M.D. 

PULMONARY  DISEASE 

Jerry  A.  Trice,  M.D. 

RHEUMATOLOGY 

William  E.  Byrd,  M.D. 

CLINIC  ADMINISTRATOR 

Thomas  A.  Girton 


VOLUME  109 
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PHYSICIANS 
TRY  AIR  FORCE 


Experience  Air  Force  medicine.  It  can  be  just  what  you’d 
like  your  medical  practice  to  be.  More  time  to  practice  medi- 
cine. More  time  with  your  family.  Even  more  time  for  your 
hobbies.  It’s  all  part  of  Air  Force  EXPERIENCE.  Talk  to  a 
member  of  our  medical  placement  team  today.  Find  out  how 
you  can  experience  the  perfect  medical  practice  as  an  AIR 
FORCE  PHYSICIAN. 


AIRFORCE 


Captain  Don  Wood 

6767  Forest  Hill  Ave.,  Suite  300,  Richmond  VA  23225 
Call  collect:  (804)  771-2127 


It  all  adds  up, 

in  today's  major  hypertension  studies 

f 


VA  Study1 

■ 450  patients  studied 

■ Mild  to  moderate 
hypertensives 

■ Comparison  of  propranolol 
and  reserpine  for  Step-2 
antihypertensive  therapy 

■ Conclusion:  when  added 
to  a thiazide  diuretic,  reser- 
pine was  effective  in  a larger 
percentage  of  patients  (88%) 
than  was  propranolol  (81%)! 


HDFP  Study2 

■ Morethan  10,000  patients 
studied 

■ Conducted  at  14  centers 
over  5 years 

■ Proved  that  compliance 
with  Step  Care  lowers  death 
rate  from  all  cardiovascular 
causes 

■ Conclusion:  reserpine- 
thiazide  regimens  were 
preferred  for  Step-2  therapy, 
and  were  deemed  effective, 
without  significant  adverse 
effects! 


MRFIT  Study3 

■ 6-year,  12,000-patient 
study,  to  be  completed 
in  1982 

■ Assesses  factors  that  may 
increase  risk  of  cardio- 
vascular disease 

■ Preferred  Step-2  regimen: 
reserpine-thiazide 

■ Full  year's  data:  reserpine 
is  causing  less  depression 
than  methyldopa,  diuretics, 
or  placebo! 


That's  why  the  combination  in 

Salutensin 

(hydroflumethiazide  50  mg/ 
reserpine  0.125  mg) 

Is  the  preferred  Step-2  regimen 


Please  see  references  and  brief  summary  of  prescribing  information  on  adjacent  page. 
Copyright©  1982.  Bristol  Laboratories 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse.  New  >brk  13201 


Salutensin® 

(hydroflumethiazide  50  mg/reserpine  0.125  mg) 

Salutensin-Demi™ 

(hydroflumethiazide  25  mg/reserpine  0.125  mg) 

Brief  Summary  of  Prescribing  Information  (12)  10/27/78 

For  complete  information  consult  Official  Package  Circular 

WARNING 

This  fixed  combination  drug  is  not  indicated  for  initial  therapy  of 
hypertension.  Hypertension  requires  therapy  titrated  to  the  individ- 
ual patient  If  the  fixed  combination  represents  the  dosage  so 
determined,  its  use  may  be  more  convenient  in  patient  management 
The  treatment  of  hypertension  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant 


CONTRAINDICATIONS 

Anuria,  oliguria,  active  peptic  ulceration,  ulcerative  colitis,  severe 
depression  or  hypersensitivity  to  its  components  contraindicates  the 
use  of  Salutensin. 

WARNINGS 

Small-bowel  lesions  (obstruction,  hemorrhage,  perforation  and  death) 
have  occurred  during  therapy  with  enteric-coated  formulations  contain- 
ing potassium,  with  or  without  thiazides  Such  potassium  formulations 
should  be  used  with  Salutensin  only  when  indicated  and  should  be  dis- 
continued immediately  if  abdominal  pain,  distention,  nausea,  vomiting 
or  gastrointestinal  bleeding  occurs.  Use  cautiously,  and  only  when 
deemed  essential,  in  fertile,  pregnant  or  lactating  patients. 

Use  in  Pregnancy — Thiazides  cross  the  placenta  and  can  cause  fetal 
or  neonatal  hyperbilirubinemia,  thrombocytopenia,  altered  carbohydrate 
metabolism  and  possibly  electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock  therapy;  discontinue  Salutensin 
2 weeks  before  such  therapy.  Increased  respiratory  secretions,  nasal 
congestion,  cyanosis  and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers. 

PRECAUTIONS 

Azotemia,  hypochloremia,  hyponatremia,  hypochloremic  alkalosis 
and  hypokalemia  (especially  with  hepatic  cirrhosis  and  corticosteroid 
therapy)  may  occur,  particularly  with  pre-existing  vomiting  and  diarrhea. 
Potassium  loss  may  cause  digitalis  intoxication.  Potassium  loss  responds 
to  potassium-rich  foods,  potassium  chloride  or,  if  necessary,  discontinu- 
ation of  therapy.  Serum  ammonia  elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue  therapy  2 weeks  before 
surgery  or  if  myocardial  irritability,  progressive  azotemia  or  severe 
depression  occur.  Exercise  caution  in  patients  with  chronic  uremia, 
angina  pectoris,  coronary  thrombosis  or  extensive  cerebral  vascular 
disease  or  bronchial  asthma  and  in  those  with  a history  of  peptic 
ulceration  or  bronchial  asthma;  in  post-sympathectomy  patients;  in 
patients  on  quinidine;  and  in  patients  with  gallstones,  in  whom  biliary 
colic  may  occur  Patients  who  have  diabetes  mellitus  or  who  are  sus- 
pected of  being  prediabetic  should  be  kept  under  close  observation  if 
treated  with  this  agent. 

ADVERSE  REACTIONS 

Hydroflumethiazide  — Skin-rashes  (including  exfoliative  dermatitis), 
skin  photosensitivity,  urticaria,  necrotizing  angiitis,  xanthopsia,  granulo- 
cytopenia, aplastic  anemia,  orthostatic  hypotension  (potentiated  with 
alcohol,  barbiturates  or  narcotics),  allergic  glomerulonephritis,  acute 
pancreatitis,  liver  involvement  (intrahepatic  cholestatic  jaundice), 
purpura  plus  or  minus  thrombocytopenia,  hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fatigue,  paresthesias,  muscle 
cramps,  skin  rash,  epigastric  distress,  vomiting,  diarrhea  and  constipation. 

Reserpine— Depression,  peptic  ulceration,  diarrhea,  Parkinsonism, 
nasal  stuffiness,  dryness  of  the  mouth,  weight  gain,  impotence  or 
decreased  libido,  conjunctival  injection,  dull  sensorium,  deafness,  glau- 
coma, uveitis,  optic  atrophy,  and,  with  overdosage,  agitation,  insomnia 
and  nightmares. 

USUAL  DOSE 

The  usual  adult  dose  of  Salutensin  is  one  tablet  once  or  twice 
daily.  If  a smaller  amount  of  thiazide  diuretic  is  desired,  Salutensin- 
Demi,  one  tablet  once  or  twice  daily  can  be  given 

SUPPLIED 

Bottles  of  10  and  1000  scored  tablets. 

REFERENCES 

1.  Propranolol  in  the  treatment  of  essential  hypertension  Veterans 
Administration  Cooperative  Study  Group  on  Antihypertensive  Agents. 
JAMA  237:2303-2310,  1977 

2.  Five-year  findings  of  the  hypertension  detection  and  follow-up  pro- 
gram: I.  Reduction  in  mortality  of  persons  with  high  blood  pressure, 
including  mild  hypertension.  Hypertension  Detection  and  Follow-up 
Program  Cooperative  Group  JAMA  242:2562-2571,  1979. 

3.  Moser  M,  Kaplan  NM,  Sullivan  JM,  Paul  O,  in  discussion:  Perspec- 
tives on  MRFIT : Can  the  interim  data  be  applied  to  your  practice  ? 

An  Interim  Report  on  the  Ongoing  Multiple  Risk  Factor  Intervention  Trial : 
MRFIT.  New  Perspectives  on  Hypertension  2(1 ) :10-19,  February  1981 . 
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BRISTOL™ 


MEETINGS 


1982  Annual  Meeting, 

The  Medical  Society  of  Virginia: 
November  11-13,  Williamsburg 


June  23-26 

9th  Annual  Meeting  on  Sports  Medicine  (University  of 
Virginia),  Charlottesville.  Frank  C.  McCue,  III,  MD, 
UVa  Medical  Center,  Box  243,  Charlottesville  VA  22908, 
(804)  924-2083. 

June  24-26 

Internal  Medicine  Summer  Symposium  (Eastern  Virginia 
Medical  School),  Virginia  Beach.  Lou  Ann  Hamer, 
EVMS,  PO  Box  1980,  Norfolk  VA  23501 , (804)  446-6158. 

June  30-July  4 

7th  Annual  Convention,  American  College  of  International 
Physicians,  Williamsburg.  Alex  P.  Yadao,  MD,  3030  Lake 
Ave.,  Fort  Wayne  IN  46805,  (219)  424-7414. 

July  10 

Second  Saturday  Symposia — Orthopedics  (Eastern  Virgin- 
ia Medical  School),  Norfolk.  Lou  Ann  Hamer,  EVMS. 
PO  Box  1980,  Norfolk  VA  23501,  (804)  446-6158. 

July  11-14 

Clinical  Gastroenterology  (Bowman  Gray  School  of  Medi- 
cine and  the  Medical  College  of  Georgia),  Hilton  Head, 
South  Carolina.  13  credit  hrs.,  Cat.  I.  Fee:  $200.  Bowman 
Gray  School  of  Medicine,  300  S.  Hawthorne  Rd.,  Win- 
ston-Salem NC  27103. 

July  17-18 

Practical  Dermatology  for  the  Non-Dermatologist  (Univer- 
sity of  North  Carolina  School  of  Medicine  and  the  Boone 
Area  Health  Education  Center)  Boone,  North  Carolina.  1 
credit  hrs.,  Cat.  I.  Fee:  $75.  Virginia  S.  Moore,  Depart- 
ment of  Dermatology,  Chapel  Hill  NC  27514. 

July  22-24 

1st  Annual  Golf  Classic:  Selected  Topics  for  the  Concerned 
Primary  Care  Physician  (Eastern  Virginia  Medical 
School),  Williamsburg.  Lou  Ann  Hamer,  EVMS,  PO  Box 
1980,  Norfolk  VA  23501,  (804)  446-6158. 

July  27-31 

5th  Annual  Symposium  on  Contemporary  Clinical  Neurol- 
ogy (Vanderbilt  University  School  of  Medicine),  Hilton 
Head,  South  Carolina.  Mrs.  Joan  Sullivan,  Department 
of  Neurology,  Nashville  TN  37212. 

Meetings  continued  on  page  367. 
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Come  join  us  this  summer 


Eastern  Virginia  Medical  School  announces  a schedule 
of  CME  programs  that  promises  to  be  an  exciting 
combination  of  scientific  sessions  and  summer  fun. 


Pediatric  Ophthalmology  and  Strabismus 
Cavalier  Resort  Hotel,  Virginia  Beach,  June  9-11,1982 

Internal  Medicine  Summer  Symposium,  Cavalier  Resort  Hotel,  Virginia  Beach 
June  24-26,  July  29-31,  and  September  30-October  1-2,  1982 

First  Annual  Family  Practice  Update,  Kingsmill  Hilton.  Williamsburg 
In  conjunction  with  the  Anheuser-Busch  PGA  Tournament.  July  22-24.  1982 

Working  Together  in  the  1980s;  Common  Concerns  of  Plastic  and  General  Surgeons 
Cavalier  Resort  Hotel,  Virginia  Beach,  August  19-21,  1982 
In  cooperation  with  the  Naval  Regional  Medical  Center,  Portsmouth 


“ 


ADVANCE  REGISTRATION 


Name 

Mailing  Address 

City/State/Zip 

( ) 

Telephone  Program 

Please  call  Lou  Ann  Hamer  at  (804)  446-6159  for  additional  information.  Send  advance  registration  to: 
EVMS/CME,  P.O.  Box  1 980,  Norfolk,  VA  23501 . EVMS-CME  will  bill  you  on  receipt  of  advance  registration. 


• • 


TRUST  Can  you 

imagine  a world  without  it? 


1 rust.  It’s  why  your  patients 
turn  to  you  when  they  need 
help.  It’s  why  both  physicians 
and  patients  turn  to  Peoples 
Family  pharmacists  for  their 
prescription  needs. 

Over  75  years  of  caring  and 
quality  service  earned  Peoples 
the  trust  we  work  hard  to  keep. 
And  you  can  trust  Peoples  ge- 


neric drugs  to  be  equal  in  quali- 
ty to  brand  name  drugs . . . but 
save  your  patients  up  to  50% 
on  their  prescription  bills. 

Of  course,  if  your  patient 
asks  us  to  substitute,  we  first 


5 r~ i 

PEOPLES  DRUG 


obtain  your  permission  by 
phone.  And  we  keep  the  widest 
stock  of  both  brands  and  gener- 
ics in  every  Peoples  Family 
Pharmacy. 

You  know  what’s  best. 
That’s  why  your  patients  trust 
you  for  their  health  care.  At 
Peoples,  we’ll  try  to  keep  the 
trust  we’ve  earned. 


the  prescription  stores 


Motrin 

ibupiden,  Upjohn 

600 mg  Tablets 


© 1981  The  Upjohn  Compary 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 
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More 


Upjohn 


Contemporary  HypnoticTherapy 


Dalmane"  [fiurazepam  Hci/Roche]  Stands  Apart 


References:  1.  Wil 
liams  RL,  Karacan  I 
Introduction,  chap.  !. 
in  Sleep  Disorders: 
Diagnosis  and  Treat 
ment,  edited  by  Wil 
liams  RL,  Karacan  I, 
Frazier  SH.  New  York, 
John  Wiley  & Sons, 

1978,  p 2.  2.  Data  on 
file,  Hoffmann-La 
Roche  Inc.,  Nutley,  NJ. 

3.  Kales  A et  al:  JAMA 
241. 1692-1695.  Apr  20, 

1979.  4.  Kales  A et  al: 

J Clin  Pharmacol  17: 207- 
213,  Apr  1977  and  data 
on  file,  Hoffmann  La 
Roche  Inc.,  Nutley,  NJ. 

5.  Kales  A:  Data  on  file, 
Hoffmann  La  Roche 
Inc.,  Nutley,  NJ 

6.  Kales  A et  al:Clin  Phar- 
macol Ther  19: 576-583, 
May  1976.  7.  Kales  A, 
Scharf  MB,  Kales  JD 
Science  20/  1039  1041, 

Sep  15,  1978  8.  Frost 

JD  Jr,  DeLucchi  MR: 

J Am  Geriatr  Soc  27.541  - 
546,  Dec  1979. 

9.  Dement  WC  et  al: 
BehavMed  5(10)  25-31, 
Oct  1978 

10.  Vogel  GW  Data  on 
file,  Hoffmann-La 
Roche  Inc.,  Nutley,  NJ. 

11.  Karacan  1.  Williams 
RL.  Smith  JR:  The  sleep 
laboratory  in  the  inves- 
tigation of  sleep  and 
sleep  disturbances.  Sci- 
entific exhibit  at  the 
124th  annual  meeting 
of  the  American  Psychi 
atric  Association, 
Washington,  DC,  May  3- 

7.  1971  12.  Poliak  CP, 
McGregor  PA,  Weitz- 
man  ED:  The  effects  of 
fiurazepam  on  daytime 
sleep  after  acute  sleep- 
wake  cycle  reversal. 
Presented  at  the  15th 
annual  meeting  of  the 
Association  for  Psycho- 
physiological  Study  of 
Sleep,  Edinburgh,  Scot- 
land, June  30-July  4, 

1975.  13.  Zimmerman 
AM  Curr  Ther  Res 

13: 18-22,  Jan  1971 
14.  Kales  A,  Kales  JD 
Pharmacol  Physicians 
4(9) : 1 -6,  Sep  1970  15. 
Data  on  file,  Hoffmann 
La  Roche  Inc.,  Nutley, 

NJ. 


The  Physician’s  Sleep  Glossary 

Some  common  sleep  laboratory  terms 

poly»som»no*graph.  An  instrument  which 
simultaneously  records  by  electrodes  physiologi- 
cal variables  during  sleep — for  example,  brain 
activity  (EEG),  eye  movements  (EOG),  muscle 
tonus  (EMG)  and  other  electrophysiological  varia- 
bles. These  readings  indicate  precisely  when 
patients  fall  asleep,  how  many  wake  periods  they 
experience,  the  quality  of  sleep  and  the  duration 
of  sleep. 

sleep  la»ten»cy.  The  period  of  time  measured 
from  “lights  out,”  or  bedtime,  to  the  commence- 
ment or  onset  of  sleep. 

wake  time  af»ter  sleep  on*set.  Intervals  of 
time  spent  awake  between  onset  of  sleep  and  the 
end  of  the  sleep  period.  The  polysomnograph  reg- 
isters the  length  and  frequency  of  the  intervals. 

to*tal  sleep  time.  The  amount  of  time  actually 
spent  in  sleeping.  This  is  estimated  by  subtract- 
ing wake  times  from  the  period  encompassed  by 
the  onset  and  the  termination  of  sleep. 1 

REM/NREM.  1 REM,  or  rapid  eye  movement, 
sleep  is  “active” — characterized  by  increased 
metabolic  rates,  elevated  temperature  and 
arousal-type  EEG  patterns.  2.  NREM,  or  non- 
rapid eye  movement,  sleep  represents  “quiet” 
sleep  stages.  There  are  four  distinct  stages  of 
NREM  sleep.2 

re*bound  in*som«nia.  A statistically  significant 
worsening  of  sleep  compared  to  baseline  on  the 
nights  immediately  following  discontinuation  of 
sleep  medication.2 
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Dalmane® 

fiurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Efficacy  objectively  dem- 
onstrated in  the  sleep  lab- 
oratory— the  most  valid 
environment  for  measur- 
ing hypnotic  efficacy. 

In  numerous  sleep  laboratory 
investigations  patients  fell  asleep 
sooner,  slept  longer  and  woke  up 
less  during  the  night3 12  with 

Dalmane® 

fiurazepam  HCI/Roche 

Compared  with  temazepam  and 
other  hypnotics,  onset  of  sleep  is 
more  rapid4  with 

Dalmane® 

Fewer  middle-of-the-night  awak- 
enings4 with 

Dalmane® 

More  total  sleep  time  on  nights 
12  to  14  of  therapy4  and  contin- 
ued efficacy  for  up  to  28  nights5 
with 

Dalmane® 

Rebound  insomnia  is  avoided 
upon  discontinuation  34  7 of 

Dalmane® 

Low  incidence  of  morning  “hang- 
over”14 with 

Dalmane® 


The  efficacy  of  Dalmane  has 
been  studied  in  over  200  clinical 
trials  with  more  than  10,000 
patients.3 15  During  long-term" 
therapy,  which  is  rarely  required, 
periodic  blood,  kidney  and  liver 
function  tests  should  be  per- 
formed. Contraindicated  in 
patients  who  are  pregnant  or 
hypersensitive  to  fiurazepam. 

Please  see  summary  of  product  informa- 
tion on  following  page. 


Dalmane  * ® 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak 
ening;  in  patients  with  recurring  insomnia  or  poor 
sleeping  habits;  in  acute  or  chronic  medical  situa 
tions  requiring  restful  sleep.  Objective  sleep  labora- 
tory data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration  Since  insom 
nia  is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom- 
mended Repeated  therapy  should  only  be  under 
taken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam HC1;  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi 
azepine  use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi 
bility  of  becoming  pregnant  exist  while  receiving 
flurazepam  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant.  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  for  nighttime  seda- 
tion This  potential  may  exist  for  several  days  fol- 
lowing discontinuation.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness 
(e  g . operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recom 
mended  for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu 
sion  and/or  ataxia  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported 
headache,  heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur 
rences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn 
ing  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu- 
cinations, and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf- 
fice in  some  patients.  Elderly  or  debilitated 
patients  15  mg  recommended  initially  until 
response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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July  29-31 

Internal  Medicine  Summer  Seminar  (Eastern  Virginia 
Medical  School),  Virginia  Beach,  Lou  Ann  Hamer, 
EVMS,  PO  Box  1980,  Norfolk  VA  23510,  (804)  446-6158. 

August  4-7 

Critical  Care  Electrocardiography  (Eastern  Virginia  Medi- 
cal School),  Virginia  Beach.  Emanuel  Stein,  MD,  EVMS, 
PO  Box  1980,  Norfolk  VA  23501,  (804)  446-6159. 

August  4-7 

Pediatrics  at  the  Beach  (Medical  College  of  Virginia), 
Virginia  Beach.  Fee:  $235.  Kathy  E.  Johnson,  Box  48, 
MCV  Station,  Richmond  VA  23298,  (804)  786-0494. 

August  11-14 

6th  Annual  Summer  Retreat  (Medical  College  of  Virginia), 
Virginia  Beach.  16  credit  hrs.,  Cat.  I.  Erma  Blanchard, 
Box  65,  MCV  Station,  Richmond  VA  23298,  (804)  786- 
0494. 

August  11-14 

Summer  Retreat:  Practical  Issues  in  Primary  Care  (Medi- 
cal College  of  Virginia),  Virginia  Beach.  Fee:  $235.  Erma 
Blanchard,  Box  65,  MCV  Station,  Richmond  VA  23298, 
(804)  786-0494. 

August  14 

Second  Saturday  Symposium:  Plastic  Surgery  (Eastern 
Virginia  Medical  School),  Norfolk.  Robert  L.  Cassidy, 
EVMS,  PO  Box  1980,  Norfolk  VA  23501,  (804)  446-6159. 

August  18-21 

Working  Together  in  the  80s:  Common  Concerns  of  Plastic 
Surgeons  and  General  Surgeons  (Eastern  Virginia  Medical 
School),  Virginia  Beach.  R.  Brewer,  MD,  EVMS,  PO 
Box  1980,  Norfolk  VA  23501,  (804)  446-6159. 

August  19-20 

Practice  and  Financial  Management  for  the  Emergency 
Physician  (Virginia  Chapter  of  the  American  College  of 
Emergency  Physicians),  Virginia  Beach.  25  credit  hrs., 
Cat.  I.  Gwen  E.  Messier,  PO  Box  317,  Highland  Springs 
VA  23075,  (804)  737-9433. 

August  28-29 

Practical  Dermatology  for  the  Non-Dermatologist  (Univer- 
sity of  North  Carolina  School  of  Medicine  and  the  Wil- 
mington Area  Health  Education  Center),  Wilmington, 
North  Carolina.  7 credit  hrs.,  Cat.  I.  Fee:  $75.  Virginia  S. 
Moore,  University  of  North  Carolina  School  of  Medicine, 
Department  of  Dermatology,  Chapel  Hill  NC  27514. 
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WE’VE  JUST 
RECEIVED 
ANOTHER 
CLEAN  BILL  OF 
HEALTH  FROM 
THE  STATE 
CORPORATION 
COMMISSION. 


Perhaps  you’ve  considered  joining  the  Virginia 
Hospital  Insurance  Reciprocal’s  Physicians’  Mal- 
practice Program.  And  perhaps  you  hesitated  be- 
cause of  an  assessability  clause  formerly  attached 
to  policies.  Thanks  to  the  increased  financial 
soundness  and  viability  of  VHIR,  the  State  Cor- 
poration Commission’s  Bureau  of  Insurance  has 
now  officially  removed  that  requirement,  and  our 
policies  are  no  longer  in  any  way  assessable. 

Now,  without  any  hesitation,  you  can  proceed 
to  take  advantage  of  VHIR’s  significantly  lower 
premiums.  They’re  possible  because  our  expenses 
are  better  contained  and  our  projected  claim  costs 
fall  below  those  of  other  commercial  insurers. 

VHIR  is  owned  by  its  policyholders  and  shares 
all  profits  with  participants.  It  is  operated  solely 
for  the  protection  of  Virginia  physicians  and  the 
hospitals  in  which  they  practice. 

Call  or  write  for  more  facts  today.  And  con- 
sider VHIR’s  lower  premiums  the  ideal  prescrip- 
tion for  your  office’s  better  fiscal  health. 


Y VIRGINIA  HOSPITAL  INSURANCE  RECIPROCAL 

1904  Byrd  Avenue  • Richmond.  VA  23230  • 804  285-7354  or  call  toll-free  1-800-552-3025 


Doctor, 

your  patients  will 
be  asking  about 
the  Newtron 
Electrostatic 
Air  Cleaner. 


And  with  good  reason.  The  Newtron*  electrostatic  air 
cleaner  is  a revolutionary  new  device  that  allows  allergy 
• patients  to  breathe  clean  air  in  their  homes  and  offices— at 
a much  lower  cost  than  has  ever  been  possible  before. 

In  fact,  the  Newtron*  is  the  only  reasonable  answer  to 
the  problems  caused  by  pollen,  dust,  smoke,  and  other  air 
pollutants.  It  requires  no  electricity,  never  needs  to  be  re- 
placed, requires  no  maintenance  other  than  a monthly  rins- 
ing with  tap  water,  and  comes  in  standard  filter  sizes  to 
replace  the  existing  throw-away  filter  in  heating  and  air 
conditioning  systems.  Even  more  importantly,  it  far  out- 
performs all  other  cleaners,  including  electrically  powered 
models  costing  more  than  three  times  as  much. 


Pei 

Throw  Away  Fiber  Glass  Filter 
Powered  Air  Cleaners 
Newtron  Electrostatic  Air  Cleanei 


Cent  (%)  Efficiency 
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In  the  past,  high  costs  and  complicated  installation  have 
put  truly  clean  air  out  of  the  reach  of  most  allergy  patients. 
Now  that  the  Newtron*  is  available— and  has  been  proven 
effective  in  hospitals,  businesses,  private  homes,  and  apart- 
ments—your  patients  will  be  asking  for  your  approval  or 
opinion. 

Please  allow  us  to  send  you  a complete  information  pack- 
age on  the  Newtron*.  No  salesman  will  call,  either  in  per- 
son or  by  telephone  (unless  you  request  it)  The  price  of  the 
Newtron*  varies  from  $214  to  $219,  according  to  size. 
(Master  Charge*  and  VISA*  are  accepted.)  Professional 
discounts  on  Newtron*  electrostatic  air  cleaners  are  avail- 
able to  physicians  who  wish  to  purchase  one  unit  for  their 
personal  use. 

PfgwtrSri 

The  ultimate  air  cleaner. 


Clip  and  mail  this  coupon  to 

Newtron  of  Virginia 
Dept.  M 
P O Box  4158 

Lynchburg.  Virginia  (804)  237-2050 
Please  send  complete  information  on  the  Newtron * elec- 
trostatic air  cleaner 

Dr 


City: State: 

Zip: 

Specialty: 


Newtron*  is  a registered  trademark  of  Newtron  Products  Co  , Cincinnati  Ohio 
The  generic  name  is  electrostatic  cleaner 


THE  ARMY  NEEDS 
PHYSICIANS 
PART-TIME. 

The  Army  Reserve  offers  you  an  excellent 
opportunity  to  serve  your  country  as  a physician  and 
a commissioned  officer  in  the  Army  Reserve  Medical 
Corps.  Your  time  commitment  is  flexible,  so  it  can  fit 
into  your  busy  schedule.  You  will  work  on  medical 
projects  right  in  your  community.  In  return,  you  will 
complement  your  career  by  working  and  consulting 
with  top  physicians  during  monthly  Reserve  meetings 
and  medical  conferences.  You  will  enjoy  the  benefits 
of  officer  status,  including  a non-contributory  retirement 
annuity  when  you  retire  from  the  Army  Reserve, 
as  well  as  funded  continuing  medical  education  pro- 
grams. A small  investment  of  your  time  is  all  it  takes 
to  make  a valuable  medical  contribution  to  your  com- 
munity and  country.  For  more  information,  simply 
call  the  number  below. 

ARMY  RESERVE. 

BE  ALL  YOU  CAN  BE. 

MAJ  Sheila  T.  Bowman,  ANC  (301)  427-5101/5131  MAJ  David  F.  Alexander,  MSC  (804)  771-2401 

USAR  AMEDD  Procurement  USAR  AMEDD  Procurement 

Forest  Glen  Section  Federal  Office  Building 

Walter  Reed  Army  Medical  Center  400  North  - 8th  Street 

Washington,  DC  20012  Richmond,  VA  23240 


How  Does  His  Medical 

Knowledge  Stack  Up? 


No  two  pharmaceutical  representatives 
calling  upon  you  have  exactly  the  same 
level  of  professional  knowledge. 

One  standard  measurement  for  assessing 
their  professionalism  is  certification. 
Some  representatives  are  graduates  of  a 
board  certification  system,  available 
through  an  independent  non-profit  organ- 
ization called  the  Certified  Medical  Repre- 
sentatives Institute.  Completing  the  CMR 
course  of  study  takes  them  an  average  of 
two  and  a half  years  of  study.  During  that 
time  they  must  successfully  pass  proc- 
tored  examinations  on  a demanding 


curriculum  of  medically- 
related  courses,  earning  them 
the  CMR  certificate. 


If  the  representatives  calling  on  you  have 
this  designation  — CMR  — on  their  busi- 
ness cards,  or  the  Institute's  emblem  on 
their  lapel  pins,  they  have  a thorough 
knowledge  of  pharmacology,  physiology 
and  13  other  subjects. 


Ask  them  about  it.  Because  of  the  pride  in 
profession  generated  by  this  program, 
they'll  be  glad  to  discuss  it  with  you 


PROFESSIONAL  ADVANCEMENT 
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The  Certified  Medical 
Representatives  Institute,  Inc. 

4316  Brambleton  Ave .,  SW 
Roanoke,  Virginia  24018 
(703) 989-4596 
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44.. milestone  in  preventive  medicine.. V 


Beginning  next  month,  physicians 
in  the  United  States  will  have  an 
active  immunizing  agent  for  gen- 
eral use  against  hepatitis  B when 
Merck  Sharp  & Dohme  starts 
shipping  hepta  vax-b.  The  new 
vaccine  is  “an  important  mile- 
stone in  the  history  of  preventive 
medicine,”  says  Dr.  Saul  Krug- 
man  in  an  article  in  a recent  issue 
of  the  Journal  of  the  American 
Medical  Association.  A pediatri- 
cian with  New  York  University 
Medical  Center,  Dr.  Krugman  is  a 
graduate  of  the  Medical  College  of 
Virginia,  Class  of  1939. 

Evolution  of  the  new  vaccine 
began.  Dr.  Krugman  relates,  with 
the  discovery  in  1965  of  an  anti- 
gen specifically  associated  with 
hepatitis  B 2 and  the  subsequent 
identification  of  the  hepatitis  B 
surface  antigen  (HBsAg)  and  its 
antibody  (anti-HBs).  The  nonin- 
fectious  HBsAg  particles  proved 
suitable  for  vaccine  production, 
and  plasma  from  asymptomatic 
chronic  HBsAg-positive  carriers 
provided  a source  of  the  antigen. 
Extensive  studies,  including  a 
clinical  trial  by  Szmuness  and  coi- 
nages,3 confirmed  the  safety,  im- 
munogenicity,  and  efficacy  of  the 
vaccine  for  the  prevention  of 
acute  hepatitis  B,  asymptomatic 
infection,  and  the  chronic  hepati- 
tis B carrier  state. 

Because  the  vaccine  has  been 
shown  to  be  safe  both  for  those 
who  are  immune  and  for  HBsAg 
positive  carriers,  routine  pretest- 
ing for  evidence  of  immunity  is 


unnecessary,  according  to  Dr. 
Krugman.  Testing  may  be  advis- 
able, however,  on  the  basis  of 
cost,  as  in  an  institutionalized 
population  with  a small  percent- 
age of  susceptibles,  or  other  fac- 
tors. 

Side  effects  have  been  minimal 
and  transient,  reports  Dr.  Krug- 
man, with  only  some  mild  local 
tenderness  at  the  injection  site 
and  slight  elevations  of  tempera- 
ture. Results  in  pregnant  women 
and  nursing  mothers  have  not 
been  adequately  studied.  Dr. 
Krugman  warns,  although  to  date 
there  have  been  no  untoward  side 
effects  in  the  few  of  this  group 
who  have  received  the  vaccine. 

The  vaccine  is  recommended 
for  immunization  against  infection 
caused  by  hepatitis  B virus  and 
various  subtypes.  Dr.  Krugman 
notes,  but  it  will  not  prevent  hepa- 
titis caused  by  such  immunologi- 
cally  distinct  viruses  as  hepatitis 
A,  non-A  and  non-B,  cytomegalo- 
virus, or  other  agents  known  to 
infect  the  liver. 

This  first-generation  vaccine 
will  be  expensive,  about  $30  for 
each  of  the  three  doses,  and  it  will 
be  given  selectively,  to  infants, 
children  and  adults  who  are  con- 
sidered to  be  at  increased  risk. 
How  to  assess  individual  risk  will 
be  the  task  of  the  physician,  em- 
phasizes Dr.  Harold  J.  Fallon, 
chairman  of  the  Department  of 
Medicine  at  the  Medical  College 
of  Virginia. 

“Professionals  in  high  risk 


groups,  such  as  surgeons,  den- 
tists, gastroenterologists,  dialysis 
nurses  and  pathology  laboratory 
workers,  are  especially  suscepti- 
ble,” Dr.  Fallon  points  out.  “Phy- 
sicians should  consider  these  col- 
leagues carefully  for  early  vaccin- 
ation. And  of  course  anyone 
employed  anywhere  in  a hospital, 
clinic  or  nursing  facility  where 
hepatitis  is  endemic  should  be  of- 
fered vaccination. 

“The  other  high  risk  group  in- 
cludes male  homosexuals  and 
highly  promiscuous  persons  of  ei- 
ther sex,”  Dr.  Fallon  observes. 
“It  is  very  important  that  the  phy- 
sician counsel  these  persons  most 
carefully  about  the  desirability  of 
vaccination.  Drug  addicts  and 
prisoners  are  also  at  high  risk. 

If  you  have  questions  about  the 
new  vaccine,  Dr.  Fallon  invites 
you  to  call  any  of  these  three 
physicians  in  his  department:  Dr. 
Robert  L.  Carithers,  (804)  786- 
9726;  Dr.  Philip  S.  Guzelian,  Jr., 
(804)  786-9693;  and  Dr.  Fallon 
himself  at  (804)  786-9690. 

A.  G. 

1.  Krugman  S:  The  newly  licensed 
hepatitis  B vaccine.  Characteris- 
tics and  indications  for  use.  JAMA 
247:2012-2015,  1982 

2.  Blumberg  BS,  Alter  HJ,  Visnich  S: 
A ‘new’  antigen  in  leukemia  sera. 
JAMA  191:541-546,  1965 

3.  Szmuness  W,  Stevens  CE.  Harley 
EF  et  al:  Hepatitis  B vaccine: 
Demonstration  of  efficacy  in  a con- 
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Diphtheria 

Vaccine 

Diphtheria  toxoid  is  prepared  by 
formaldehyde  treatment  of  the  tox- 
in. Adsorbed  toxoids  induce  more 
persistent  antitoxin  titers  and  are 
strongly  recommended.  Diphtheria 
toxoid  usually  is  combined  with 
tetanus  toxoid  and  pertussis  vac- 
cine (DTP)  or  with  tetanus  toxoid 
(DT  for  children,  Td  for  persons 
age  7 years  and  older.) 

Recommendations 

See  Tables  1 and  2 next  page. 

DTP  is  given  at  ages  2 months,  4 
months,  6 months,  18  months  and 
4-6  years.  If  started  at  older  than  2 
months,  the  vaccine  is  adminis- 
tered as  follows:  Second  dose  4-8 
weeks  after  first  dose;  third  dose  4- 
8 weeks  after  second;  fourth  dose 
one  year  after  third;  booster  at  4-6 


Pertussis 375 

Pneumococcal  Disease 376 

Poliomyelitis 376 

Rabies 376 

Rubella 377 

Tetanus 377 


years  (not  necessary  if  fourth  dose 
given  after  fourth  birthday).  Td 
vaccine  should  be  used  when  need- 
ed for  wound  management.  Adults 
need  a booster  of  Td  vaccine  every 

This  Index  originated  in  the  Divi- 
sion of  Epidemiology,  Bureau  of 
Communicable  Diseases,  Virginia 
State  Department  of  Health,  where  it 
was  written  especially  for  Virginia 
Medical  by  Barbara  Bingham, 
Information  Officer  of  the  State 
Immunization  Program.  Physicians 
who  have  questions  about  immu- 
nization are  invited  to  call  the 
Bureau’s  Director,  Dr.  Harry  C. 
Nottebart,  Jr.,  at  (804)  786-6261,  or 
Ms.  Bingham  at  (804)  786-6246. 

And  the  Editors  of  Virginia 
Medical  invite  its  readers  to  send 
for  free  reprints  of  the  Index.  Mail 
your  request  to  the  Managing  Editor, 
4205  Dover  Road,  Richmond  VA 
23221. 


Part  II.  Abroad 


Cholera 377 

Plague 378 

Smallpox 378 

Typhoid  378 

Typhus 379 

Yellow  Fever 379 


10  years  if  it  has  not  been  adminis- 
tered for  wound  management. 

Contraindications 

The  only  contraindications  to 
diphtheria  and  tetanus  toxoids  is  a 
history  of  neurologic  or  severe  hy- 
persensitivity reaction  following  a 
previous  dose.  A severe  febrile  ill- 
ness is  reason  to  defer  routine  vac- 
cination. Minor  illness  without  fe- 
ver, such  as  mild  upper  respiratory 
infection,  should  not  be  cause  for 
postponing  vaccination.  Routine 
vaccination  should  be  deferred 
while  patients  are  receiving  immu- 
nosuppressive therapies,  including 
irradiation,  corticosteroids,  anti- 
metabolites, alkylating  agents,  and 
cytotoxic  drugs. 

Complications 

Local  reactions,  generally  ery- 
thema and  induration  with  or  with- 


VOLUME  109 


VIRGINIA  MEDICAL/JUNE  1982 


373 


Table  I.  Recommended  Schedule  for  Active  Immunization  of  Normal  Infants  and  Children. 


Age  Type  of  Immunization 


2 months 

D I P.  TOPV 

4 months 

DTP,  TOPV 

6 months 

DTP 

12-15  months** 

Tuberculin  Test 

15  months 

Measles 

Rubella 

Mumps 

18  months 

DTP.  TOPV 

4 to  6 years 

DTP,  TOPV 

14  to  16  years 

Td 

**  Frequency  of  repeated  tuberculin  tests  depend  on  risk  of  exposure  of  the  child  and  on 
the  prevalence  of  the  disease  in  the  population  group.  For  the  pediatrician's  office  or 
outpatient  clinic,  an  annual  or  biennial  tuberculin  test,  unless  circumstances  clearly  indicate 
otherwise,  is  appropriate.  The  initial  test  should  be  done  at  the  time  of,  or  preceding,  the 
measles  immunization.  From  the  Report  of  the  Committee  on  Infectious  Diseases,  Ameri- 
can Academy  of  Pediatrics,  Evanston,  Illinois,  1977. 


out  tenderness,  are  common  after 
the  administration  of  vaccines  con- 
taining diphtheria,  tetanus  or  per- 
tussis antigens.  Severe  local  reac- 
tions may  occur,  generally  starting 
2 to  8 hours  after  an  injection, 
particularly  in  persons  who  have 
received  multiple  prior  boosters. 

Hepatitis 

Active  Immunization 

On  page  372  is  information  on 
the  new  vaccine  for  hepatitis  B. 

Passive  Immunization 

Hepatitis  A:  Passive  immuniza- 
tion with  immune  globulin,  0.02  ml/ 
kg  of  body  weight,  should  be  given 
within  two  weeks  following  expo- 
sure to  all  household  contacts. 

Hepatitis  B:  If  feasible,  a rapid 
test  for  antibodies  (anti-HBs) 
should  precede  the  decision  to  give 
immune  globulin  or  hepatitis  B im- 
mune globulin  to  contacts  and  per- 
sons accidentally  exposed.  If  the 
test  is  not  possible  or  if  it  is  nega- 
tive, 0.06  ml/kg  should  be  given 
intramuscularly  within  24  hours  af- 
ter mucous  membrane  exposure  to 
infective  blood.  For  accidental  nee- 
dle-stick exposure  to  blood  known 
to  be  positive  for  hepatitis  B sur- 
face antigen  (HBsAg),  0.06  ml/kg 
of  hepatitis  B immune  globulin 
should  be  given  intramuscularly  as 
soon  as  possible,  ideally  within  24 
hours  after  exposure. 


Hepatitis  Non-A  and  Non-B: 
The  value  of  prophylactic  immune 
globulin  is  not  clear. 

Influenza 

Vaccine 

Vaccine  components  change 
each  year  based  on  which  viruses 
are  expected  to  cause  the  disease 
during  the  next  season.  Specific 
recommendations  on  vaccine  type 
and  dosage  are  made  annually. 

Recommendations 

Annual  vaccination  is  recom- 
mended for  all  persons  who  are  at 
increased  risk  of  serious  and  fatal 
disease.  This  includes  older  per- 
sons, particularly  over  age  65,  and 
persons  with  such  chronic  illness 
as  heart  disease,  renal  disease, 
compromised  pulmonary  function. 


First  Visit* 

Interval  after  first  visit 
2 months 
4 months 

10-16  months  or  preschool 
Age  14-16  years 


diabetes  mellitus,  severe  anemia, 
and  conditions  which  compromise 
the  immune  system. 

See  Table  3 on  opposite  page. 

Contraindications 

Pregnant  women’s  needs  should 
be  evaluated  on  the  same  basis  as 
for  other  persons,  but  vaccination 
should  be  avoided  during  the  first 
trimester.  Persons  with  anaphylac- 
tic hypersensitivity  to  eggs  should 
not  be  given  the  vaccine. 

Complications 

Most  frequent  side  effects  are 
fever,  malaise  and  myalgia.  Guil- 
lain-Barre  syndrome  (GBS)  is  un- 
common, and  evidence  indicates 
that  any  risk  of  the  syndrome  from 
influenza  vaccine  appears  to  be  far 
lower  than  the  risks  associated 
with  influenza  in  persons  for  whom 
the  vaccine  is  indicated. 

Measles 

Vaccine 

Live  further  attenuated  measles 
virus  vaccine  is  prepared  in  chick 
embryo  cell  culture.  It  must  be 
kept  at  a temperature  between  2-8C 
(35. 6-46. 4F)  and  protected  from 
light,  which  may  inactivate  the  vi- 
rus. It  is  available  in  monovalent 
form  and  in  combinations:  measles- 
rubella  (MR)  and  measles-mumps- 
rubella  (MMR)  vaccines. 


DTP.  TOPV 

DTP,  TOPV  (optional) 

DTP.  TOPV 

Td-repeat  every  10  years 


First  Visit* 


7 years  of  age  and  over 

Td,  TOPV,  Measles-Rubella, 
Tuberculin  Test 


Interval  after  first  visit 
2 months 
8-14  months 
Age  14-16  years 


Td,  TOPV 
Td,  TOPV 

Td-repeat  every  10  years 


* Measles  vaccine  (measles-rubella  or  measles-mumps-rubella)  should  be  administered  at 
the  first  visit  if  the  child  is  15  months  of  age  or  older.  If  the  child  is  less  than  15  months  at  the 
first  visit,  measles-mumps-rubella  vaccine  should  be  delayed  until  the  child  reaches  15 
months  of  age. 


Table  2.  Primary  Immunization  for  Children  Not  Immunized  in  Early  Infancy. 


Under  7 years  of  age 

DTP,  TOPV.  Measles-Mumps- 
Rubella,  Tuberculin  Test 
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Table  3.  1981-1982  Influenza  Vaccine*  Dosage  by  Age. 


Age  group 

Product 

Dosage  (ml) 

Number  of  doses 

29  years  and  older 

whole  virion  (whole  virus)  or 
subvirion  (split  virus) 

0.5 

1 

13-28  years 

whole  virion  (whole  virus)  or 
subvirion  (split  virus) 

0.5 

2+ 

3-12  years 

subvirion  (split  virus) 

0.5 

2+ 

6-35  months* 

subvirion  (split  virus) 

0.25 

2f 

* Contains  15  meg  each  of  A/Brazil/78,  A/Bangkok/79,  and  B/Singapore/79  hemagglutinin 
antigens  in  each  0.5  ml. 

+ 4 weeks  or  more  between  doses;  both  doses  essential  for  good  protection,  unless  the 
individual  received  at  least  1 dose  of  1978-79,  1979-80,  or  1980-81  vaccine.  In  the  latter 
instance,  1 dose  is  sufficient. 

* Based  on  limited  data.  Since  the  likelihood  of  febrile  convulsions  is  greater  in  this  age 
group,  special  care  should  be  taken  in  weighing  relative  risks  and  benefits. 


Recommendations 

All  vaccines  containing  measles 
antigen  are  recommended  for  use 
at  15  months  of  age.  Susceptibles 
may  be  vaccinated  at  any  age.  Per- 
sons can  be  considered  immune 
only  if  they  have  documentation  of 
1)  physician-diagnosed  measles  or 
laboratory  evidence  of  measles  im- 
munity, or  2)  adequate  immuniza- 
tion with  live  measles  vaccine 
when  12  or  more  months  of  age. 
Most  persons  born  before  1957  are 
likely  to  have  been  infected  natu- 
rally and  need  not  be  considered 
susceptible.  Revaccination  is  rec- 
ommended for  persons  vaccinated 
with  live  measles  vaccine  before  12 
months  of  age;  those  vaccinated  at 
any  age  with  inactivated  vaccine; 
persons  unaware  of  their  age  at 
vaccination;  persons  vaccinated 
before  1970  with  a vaccine  of  un- 
known type;  persons  who  received 
live  measles  vaccine  in  a series 
within  3 months  of  inactivated 
measles  vaccine. 

Contraindications 

Measles  vaccination  should  not 
be  administered  to  pregnant  fe- 
males, persons  with  febrile  illness 
or  those  who  received  immune  se- 
rum globulin  within  the  previous  3 
months  or  who  have  suppressed 
immune  responses. 

Complications 

About  5%  to  15%  of  vaccinees 
may  develop  fever  greater  than 
103F  beginning  about  the  sixth  day 
after  vaccination  and  lasting  up  to  5 
days.  More  serious  complications, 
such  as  encephalitis,  occur  approx- 
imately one  in  every  million  doses 
administered.  (Encephalitis  occurs 
once  in  every  1000  cases  of  natural 
measles  disease.) 

Passive  Immunization 

If  immediate  protection  against 
measles  is  required  for  persons  for 
whom  live  measles  virus  vaccine  is 
contraindicated,  passive  immuni- 
zation with  immune  serum  globulin 


0.25  ml/kg  (0.11  ml/lb)  of  body 
weight  should  be  given  as  soon  as 
possible  after  known  exposure. 

Meningococcal  Disease 
Vaccine 

Three  meningococcal  polysac- 
charide vaccines,  monovalent  A, 
monovalent  C and  bivalent  A-C 
vaccine,  are  licensed  for  selective 
use  in  the  United  States  against 
diseases  caused  by  Neisseria  men- 
ingitidis serogroups  A and  C. 

Recommendations 

Routine  vaccination  of  civilians 
is  not  recommended.  Vaccination 
should  be  considered  an  adjunct  to 
antibiotic  chemoprophylaxis  for 
household  contacts  of  meningococ- 
cal disease  cases  caused  by  sero- 
groups A and  C. 

Contraindications 

On  theoretical  grounds,  it  is  pru- 
dent not  to  vaccinate  pregnant 
women  unless  there  is  a substantial 
risk  of  infection. 

Complications 

Adverse  reactions  are  infrequent 
and  mild,  consisting  primarily  of 
localized  erythema  lasting  for  one 
to  two  days. 

Mumps 

Vaccine 

Live  mumps  virus  vaccine  is  pre- 
pared in  chick-embryo  cell  culture. 
It  is  available  in  monovalent  and  in 


combination  measles-mumps-ru- 
bella  (MMR)  vaccines. 

Recommendations 

Susceptible  children,  adoles- 
cents and  adults  should  be  vacci- 
nated at  12  months  or  older  unless 
contraindicated.  Persons  can  be 
considered  susceptible  unless  they 
have  documentation  of  1)  physi- 
cian-diagnosed mumps  or  labora- 
tory evidence  of  immunity,  or  2) 
adequate  immunization  with  live 
mumps  virus  vaccine  when  12  or 
more  months  of  age.  Persons  born 
before  1957  are  likely  to  have  been 
infected  naturally  and  may  be  con- 
sidered immune. 

Contraindications 

Mumps  vaccine  is  contraindicat- 
ed for  persons  who  are  pregnant, 
have  a febrile  illness,  who  have 
congenital  immunodeficiency,  leu- 
kemia, lymphoma  or  generalized 
malignancy  or  are  receiving  immu- 
nosuppressive therapy. 

Complications 

Parotitis  or  allergic  reactions  are 
reported  rarely. 

Pertussis 

Vaccine 

Pertussis  vaccine  is  a suspension 
of  inactivated  B pertussis  bacteria. 
It  is  usually  administered  in  combi- 
nation with  diphtheria  and  tetanus 
vaccines  (DTP)  to  children  under 
seven  years  of  age. 

Continued  over 
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Recommendations 

See  Diphtheria. 

Contraindications 

Further  administration  of  pertus- 
sis vaccine  is  contraindicated  and 
the  series  should  be  completed 
with  DT  vaccine  if  the  following 
occurs  after  a child  receives  DTP 
vaccine:  collapse  or  shock,  persis- 
tent screaming  episodes,  tempera- 
ture greater  than  40. 5C  (104.9F), 
convulsion(s)  with  or  without  ac- 
companying fever,  severe  alter- 
ations of  consciousness,  general- 
ized and/or  focal  neurologic  signs, 
systemic  allergic  reactions,  throm- 
bocytopenia, or  hemolytic  anemia. 
The  presence  of  an  evolving  neuro- 
logic disorder  contraindicates  use 
of  pertussis  vaccine.  A static  neu- 
rologic condition  or  family  history 
of  neurologic  disease  is  not  a con- 
traindication. There  has  not  been 
adequate  study  of  the  efficacy  of 
dividing  doses  following  a reaction 
to  recommend  this  procedure. 

Complications 

See  Diptheria. 


Pneumococcal  Disease 
Vaccine 

The  pneumococcal  vaccine  li- 
censed in  1977  for  use  in  the  United 
States  contains  purified  capsular 
material  of  14  types  of  S pneumo- 
niae. Each  dose  of  vaccine  con- 
tains 50  meg  of  each  polysaccha- 
ride. The  14  bacterial  types 
represented  in  the  vaccine  are  re- 
sponsible for  68%  of  bacteremic 
pneumococcal  disease  in  the  US. 

Recommendations 

The  vaccine  is  recommended  for 
persons  over  2 years  of  age  who 
have  splenic  dysfunction  or  ana- 
tomic asplenia;  adults  and  children 
over  2 years  of  age  with  chronic 
illnesses  that  are  or  appear  to  be 
associated  with  an  increased  risk  of 
pneumococcal  disease;  residents  of 
nursing  homes  and  other  closed 


population  institutions;  persons  at 
high  risk  when  an  outbreak  occurs 
in  the  general  population;  unim- 
munized healthy  persons  whose 
health-care  providers  feel  would 
benefit  from  the  vaccine. 

Contraindications 

Because  of  a marked  increase  in 
adverse  reactions  with  reinjection 
of  pneumococcal  vaccine,  second 
or  booster  doses  should  not  be  giv- 
en. The  vaccine  should  not  be  giv- 
en to  pregnant  women. 

Complications 

About  half  of  recipients  develop 
such  side  effects  as  erythema  and 
mild  pain  at  site  of  injection.  Se- 
vere effects  have  been  rare,  about 
5/million  doses  administered. 


Poliomyelitis 


Vaccine 

Oral  polio  vaccine  (OPV)  is  a live 
attenuated  trivalent  vaccine  which 
induces  intestinal  immunity.  Inacti- 
vated polio  vaccine  (1PV)  is  a for- 
malin inactivated  vaccine  contain- 
ing all  three  polio  types. 

Recommendations 

OPV  is  the  preferred  vaccine  for 
immunization  of  children,  adminis- 
tered at  2 months,  4 months,  6 
months,  18  months,  4-6  years.  If 
the  series  is  started  after  infancy, 
the  vaccine  should  be  administered 
with  the  second  dose  6-8  weeks 
after  the  first;  third  dose  at  least  6 
weeks,  preferably  8-12  months  af- 
ter the  second.  A fourth  dose  is  not 
necessary  if  the  third  dose  was 
given  on  or  after  the  fourth  birth- 
day. 

The  primary  series  of  IPV  is  four 
doses  of  vaccine,  the  first  three 
given  at  4-  to  8-week  intervals  with 
the  fourth  dose  6-12  months  after 
the  third.  A booster  dose  is  needed 
at  school  entry  and  then  every  5 
years  until  age  18. 

Routine  immunization  of  adults 
is  not  necessary. 


Contraindications 

Immunization  during  pregnancy 
should  be  avoided  on  theoretical 
grounds.  OPV  should  not  be  ad- 
ministered to  persons  with  immu- 
nodeficiency diseases,  altered  im- 
mune states  due  to  such  diseases  as 
leukemia,  and  immune  systems 
compromised  by  therapy  with 
drugs  such  as  corticosteroids.  OPV 
should  not  be  used  for  immunizing 
immunodeficient  patients  and  their 
household  contacts;  IPV  is  recom- 
mended. 

Complications 

In  very  rare  instances,  adminis- 
tration of  OPV  has  been  associated 
with  paralysis  in  healthy  recipients 
and  contacts.  About  four  cases  of 
paralysis  in  about  24  million  doses 
of  OPV  have  been  reported  annual- 
ly since  1969. 

Rabies 

Vaccine 

Human  diploid  cell  rabies  vac- 
cine (HDCV)  is  an  inactivated  vi- 
rus vaccine  prepared  from  fixed 
rabies  virus  grown  in  WI-38  or 
MRC-5  human  diploid  cell  tissue 
culture.  It  should  be  administered 
in  five  one-ml  intramuscular  doses, 
the  first  as  soon  as  possible  after 
the  bite  and  the  other  doses  3,  7,  14 
and  28  days  after  the  first  dose. 

Recommendations 

Physicians  must  evaluate  indi- 
vidually each  exposure  to  possible 
rabies  infection,  including  species 
of  biting  animal,  circumstances  of 
biting  incident,  and  type  of  expo- 
sure. Local  or  state  public  health 
officials  should  be  consulted  if 
questions  arise  about  the  need  for 
rabies  prophylaxis. 

Contraindications 

Corticosteroids  and  immunosup- 
pressive agents  should  not  be  ad- 
ministered during  rabies  therapy 
unless  essential  for  other  condi- 
tions. Pregnancy  is  not  a contrain- 
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dication.  Persons  who  have  a his- 
tory of  hypersensitivity  should  be 
given  rabies  vaccine  with  caution. 

Complications 

Local  reactions,  such  as  pain, 
erythema  and  swelling  or  itching  at 
the  injection  site,  nave  been  report- 
ed in  25%  of  recipients  of  HDCV. 
Mild  systemic  reactions,  such  as 
headache,  nausea,  abdominal  pain, 
muscle  aches  and  dizziness,  were 
reported  in  20%  of  recipients. 

Passive  Immunization 

Rabies  immune  globulin,  human, 
(RIG)  is  antirabies  gamma  globulin. 
It  should  be  administered  only 
once,  at  the  beginning  of  antirabies 
prophylaxis,  to  provide  antibodies 
until  the  patient  responds  to  vacci- 
nation. If  RIG  inadvertently  was 
not  given  when  vaccination  began, 
it  can  be  given  up  to  the  eighth  day 
after  the  first  dose  of  vaccine  was 
given. 

Rubella 

Vaccine 

In  January  1979  the  RA  27/3  live 
rubella  virus  vaccine,  prepared  in 
human  diploid  cell  culture,  re- 
placed the  HPV-77:DE-5  vaccine 
grown  in  duck  embryo  cell  culture. 
It  is  available  in  monovalent  form 
and  in  combinations:  measles-ru- 
bella (MR)  and  measles-mumps-ru- 
bella  (MMR)  vaccines. 

Recommendations 

Unless  contraindicated,  live  ru- 
bella virus  vaccine  is  recommend- 
ed for  all  children  from  12  months 
of  age,  or  15  months  if  given  in 
combination  with  measles  vaccine, 
through  college  age. 

Contraindications 

Rubella  vaccine  is  contraindicat- 
ed for  pregnant  women,  persons 
with  febrile  illness  and  persons 
with  suppressed  immune  respons- 
es. Recent  studies  by  the  Centers 
for  Disease  Control  have  shown 
that  of  101  females  vaccinated  be- 


Table 4.  Summary  guide  to  tetanus  prophylaxis  in  routine  wound  management. 


History  of  tetanus 
immunization  (doses) 

Clean,  minor  wounds 

All  other  wounds 

Tdt 

TIG 

Tdt 

TIG 

Uncertain 

Yes 

No 

Yes 

Yes 

0-1 

Yes 

No 

Yes 

Yes 

2 

Yes 

No 

Yes 

No* 

3 or  more 

No* 

No 

No1 

No 

* For  children  less  than  7 years  old  DTP  (DT,  if  pertussis  vaccine  is  contraindicated)  is 
preferred  to  tetanus  toxoid  alone.  For  persons  7 years  old  and  older,  Td  is  preferred  to 
tetanus  toxoid  alone. 

J Yes,  if  wound  more  than  24  hours  old. 

§ Yes,  if  more  than  10  years  since  last  dose. 

1 Yes,  if  more  than  5 years  since  last  dose.  (More  frequent  boosters  are  not  needed  and 
can  accentuate  side  effects.) 


fore  or  during  pregnancy,  none  of 
their  children  had  malformations 
consistent  with  congenital  rubella 
syndrome. 

Complications 

Side  effects  may  include  rash, 
lymphadenopathy,  joint  pain,  ar- 
thralgia, transient  arthritis. 

Tetanus 

Vaccine 

Tetanus  toxoid  is  available  in  flu- 
id and  aluminum  salt  adsorbed 
forms.  Adsorbed  toxoids  induce 
more  persistent  antitoxin  titers. 
Tetanus  toxoid  is  usually  adminis- 
tered in  combination  with  diphthe- 
ria and  pertussis  vaccines  (DTP)  to 
children  6 years  and  under;  in  com- 
bination with  diphtheria  vaccine 
(DT)  to  children  in  whom  pertussis 
vaccination  is  contraindicated;  in 
combination  with  diphtheria  vac- 
cine (Td)  to  adults  for  boosters. 

Recommendations 

See  Diptheria  and  Table  4. 

Td  vaccine  is  preferred  for  active 
tetanus  immunization  in  managing 
wounds  of  patients  7 years  and 
older. 

Contraindications 

See  Diphtheria 

Complications 

See  Diphtheria 

Passive  Immunization 

Human  tetanus  immune  globulin 
(TIG)  is  recommended  along  with 


Td  vaccine  in  severe  wound  man- 
agement for  persons  who  have  not 
completed  a full  primary  series. 
Separate  syringes  and  separate 
sites  should  be  used. 


Part  II.  Abroad 

Cholera 

Some  countries  require  cholera 
vaccination  for  all  travelers;  others 
require  vaccination  only  if  a travel- 
er arrives  from  a country  infected 
with  the  disease.  To  alert  physi- 
cians to  shifts  in  infection  sites 
around  the  world,  the  Centers  for 
Disease  Control  sends  information 
on  affected  countries  each  week  to 
local  and  state  health  departments. 

Vaccine 

Cholera  vaccine  available  in  the 
United  States  is  prepared  from  a 
combination  of  phenol-inactivated 
suspensions  of  classic  Inaba  and 
Ogawa  strains  of  Vibrio  cholerae 
grown  on  agar  or  in  broth. 

Recommendations 

Cholera  vaccines  currently  avail- 
able are  only  about  50%  effective  in 
reducing  incidence  of  disease  and 
they  do  not  prevent  transmission  of 
infection.  Therefore,  the  Public 
Health  Service  no  longer  requires 
cholera  vaccination  for  travelers 
coming  to  the  United  States  from 
cholera-infected  areas,  and  the 
World  Health  Organization  no 
longer  recommends  cholera  vacci- 
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nation  for  travel  to  or  from  cholera- 
infected  areas. 

The  traveler’s  best  protection 
against  cholera  is  to  avoid  food  and 
water  that  might  be  contaminated. 

For  those  countries  that  require 
evidence  of  cholera  vaccination  for 
entry,  a single  dose  of  vaccine  is 
sufficient  to  satisfy  International 
Health  Regulations.  A documented 
International  Certificate  of  Vacci- 
nation is  valid  for  6 months  begin- 
ning 6 days  after  vaccination  or 
beginning  on  the  date  of  revaccina- 
tion if  within  6 months  of  a previ- 
ous injection. 

Complete  primary  immunization 
consists  of  two  doses  of  vaccine 
given  one  week  to  one  month  or 
more  apart.  Booster  doses  may  be 
given  every  6 months  if  necessary 
for  travel  or  for  residence  in  highly 
endemic,  unsanitary  areas. 

Contraindications 

There  is  no  specific  information 
on  the  safety  of  cholera  vaccine 
during  pregnancy.  Its  use  should  be 
individualized  to  reflect  actual 
need.  The  vaccine  is  not  recom- 
mended for  infants  under  6 months 
of  age. 

Complications 

Vaccination  often  results  in  one 
to  2 days  of  pain,  erythema  and 
induration  at  the  site  of  injection. 
The  local  reaction  may  be  accom- 
panied by  fever,  malaise  and  head- 
ache. Serious  reactions  are  ex- 
tremely rare. 

Plague 

Vaccine 

The  vaccine  is  prepared  from 
Yersinia  pestis  organisms  in  artifi- 
cial media,  inactivated  with  formal- 
dehyde, and  preserved  in  0.5% 
phenol. 

Recommendations 

Because  human  plague  is  rare  in 
most  parts  of  the  world,  there  is  no 
need  to  vaccinate  persons  other 


than  those  at  particularly  high  risk 
of  exposure.  Vaccination  should  be 
required  for  laboratory  and  field 
personnel  working  with  Y pestis 
organisms  and  persons  engaged  in 
field  operations  in  plague-enzootic 
areas.  Vaccination  may  be  consid- 
ered for  laboratory  personnel 
working  with  plague-infected  ro- 
dents, workers  who  live  in  plague- 
enzootic  or  plague-epidemic  rural 
areas,  and  persons  whose  vocation 
brings  them  into  regular  contact 
with  wild  rodents  or  rabbits  in 
plague-enzootic  areas. 

When  vaccine  must  be  given,  the 
primary  series  consists  of  three 
doses  of  vaccine.  The  first  two 
doses  should  be  administered  4 or 
more  weeks  apart,  followed  by  a 
third  dose,  4-12  weeks  after  the 
second  injection.  When  less  time  is 
available,  satisfactory  but  less  than 
optimal  results  can  be  obtained 
with  three  injections  administered 
at  least  one  week  apart.  When 
needed  because  of  continuing  ex- 
posure, boosters  should  be  given  at 
approximately  6-month  intervals  to 
a total  of  five  doses.  Thereafter, 
booster  doses  at  one-  to  2-year 
intervals,  depending  on  the  degree 
of  continuing  exposure,  should 
provide  good  protection. 

Contraindications 

Vaccination  is  not  indicated  for 
most  travelers  to  countries  report- 
ing cases,  particularly  if  their  travel 
is  limited  to  urban  areas  with  mod- 
ern hotel  accomodations. 

Complications 

Mild  pain,  erythema  and  side  ef- 
fects such  as  induration  at  the  site 
of  injection,  occur  frequently.  With 
repeated  doses,  fever,  headache 
and  malaise  are  more  common  and 
tend  to  be  more  severe. 

Smallpox 

The  World  Health  Organization 
removed  smallpox  from  its  Interna- 
tional Health  Regulations  effective 


January  I,  1982,  and  so  there  is 
now  no  legal  basis  for  requiring 
smallpox  vaccination  of  interna- 
tional travelers.  A revised  Interna- 
tional Certificate  of  Vaccination, 
with  the  smallpox  entry  deleted, 
will  be  available  later  this  summer, 
according  to  spokesmen  at  the 
Centers  for  Disease  Control. 


Typhoid 

Vaccine 

Several  different  preparations  of 
typhoid  vaccine  have  been  shown 
to  protect  70-90%  of  recipients,  de- 
pending in  part  on  the  degree  of 
their  subsequent  exposure. 

Recommendations 

Routine  typhoid  vaccination  is 
no  longer  recommended  for  per- 
sons in  the  United  States,  but  se- 
lective immunization  is  indicated 
for  persons  with  intimate  exposure 
to  a documented  typhoid  carrier, 
and  although  it  is  not  required  for 
international  travel,  immunization 
is  recommended  for  travelers  to 
rural  areas  in  Africa,  Asia,  and 
Central  and  South  America,  where 
there  is  a recognized  risk  of  expo- 
sure to  typhoid. 

Typhoid  vaccine  is  given  in  two 
doses,  separated  by  4 or  more 
weeks.  When  vaccine  must  be  ad- 
ministered in  less  time,  it  has  been 
common  practice  to  give  three 
doses  of  vaccine  at  weekly  inter- 
vals, although  this  schedule  may  be 
less  effective. 

Contraindications 

There  is  no  reason  to  use  typhoid 
vaccine  for  persons  in  areas  of  nat- 
ural disaster,  such  as  floods,  or  for 
persons  at  rural  summer  camps. 

Complications 

The  vaccination  often  results  in 
one  to  2 days  of  discomfort  at  the 
site  of  injection  accompanied  by 
fever,  malaise  and  headache. 


378 


VIRGINIA  MEDICAL/JUNE  1982 


VOLUME  109 


Typhus 


In  press:  1982  guide  to  travel  immunization 

The  1982  edition  of  Health  Information  for  International  Travel , 
which  is  the  definitive  guide  to  immunization  requirements  for 
American  tourists,  will  be  coming  off  the  presses  in  late  July  or  early 
August,  according  to  a spokesman  for  the  Centers  for  Disease 
Control.  The  book  is  published  by  the  Center  for  Prevention 
Services,  Quarantine  Division. 

Those  physicians  who  receive  the  CDC's  Morbidity  and  Mortality 
Weekly  Report  will  be  notified  in  that  publication  when  the  manual 
becomes  available  and  where  to  write  for  the  copy  offered  to 
MMWR  recipients.  Those  physicians  who  do  not  receive  the  Report 
may  write  for  a copy  of  the  manual  to  The  Superintendent  of 
Documents,  Government  Printing  Office,  Washington  DC  20402. 
The  price  of  recent  editions  has  been  $4.75. 

The  constantly  changing  incidence  of  infectious  disease  around 
the  world  is  monitored  by  the  World  Health  Organization,  and  the 
CDC  publishes  weekly  summaries  of  this  data  in  a bulletin  called  the 
“blue  sheet.”  The  State  Department  of  Health  and  most  of  Virgin- 
ia’s local  health  departments  receive  these  summaries  and  will  be 
glad  to  share  their  information  with  you. 


Vaccination  for  typhus  may  be 
indicated  for  travelers  to  rural  or 
remote  highland  areas  of  Ethiopia, 
Rwanda,  Burundi,  Mexico,  Guata- 
mala,  Ecuador,  Bolivia  and  Peru 
and  to  mountainous  areas  of  Asia. 
Even  in  these  places,  however,  the 
risk  of  typhus  for  travelers  from  the 
United  States  is  extremely  low. 

Vaccine 

Typhus  vaccine  is  prepared  from 
formaldehyde  inactived  Rickettsia 
prowazeki  grown  in  embryonated 
eggs. 

Recommendations 

Vaccination  against  typhus  is  not 
required  by  any  country  as  a condi- 
tion for  entry  but  is  suggested  for 
these  persons:  those  who  live  in  or 
visit  areas  where  typhus  cases  oc- 
cur; medical  personnel  who  pro- 
vide care  for  patients  in  areas  in 
which  louse-born  typhus  occurs; 
laboratory  personnel  who  work 
with  R prowazeki. 

When  necessary,  two  subcutane- 
ous injections  should  be  given  4 or 
more  weeks  apart.  A single  injec- 
tion of  vaccine  should  be  given  at 
intervals  of  6-12  months  for  as  long 
as  opportunity  for  exposure  exists. 

Contraindications 

Typhus  vaccine  should  not  be 
administered  to  anyone  who  is  hy- 
persensitive to  egg  proteins. 

Complications 

A day  or  more  of  pain,  tender- 
ness, induration  and  erythema  at 
the  site  of  vaccine  injections  is  rela- 
tively common.  Severe  systemic 
reactions  are  infrequent,  but  tran- 
sient fever  and  malaise  may  occur. 

Yellow  Fever 

A few  countries  require  evidence 
of  vaccination  from  all  entering 
travelers  but  waive  the  require- 
ment for  travelers  coming  from 
non-infected  areas  and  staying  for 


less  than  two  weeks.  A number  of 
countries  require  a certificate  from 
travelers  arriving  from  infected  ar- 
eas. Ask  your  local  health  depart- 
ment for  specific  information. 

For  purposes  of  international 
travel,  yellow  fever  vaccines  must 
be  approved  by  the  World  Health 
Organization  and  administered  at 
an  approved  yellow  fever  vaccina- 
tion center.  In  Virginia,  the  centers 
are  located  in  Charlottesville, 
Christiansburg,  Fairfax,  Lynch- 
burg, Richmond,  Roanoke,  Hern- 
don and  Newport  News. 

Vaccine 

Yellow  fever  vaccine  licensed  in 
the  United  States  is  a live,  attenu- 
ated virus  preparation  made  from 
the  17D  strain  of  the  virus.  It  is 
grown  in  chick  embryo. 

Recommendations 

Persons  who  should  receive  the 
vaccine  include  those  6 months  of 
age  or  older  traveling  or  living  in 
areas  where  yellow  fever  infection 
exists,  and  laboratory  personnel 
who  might  be  exposed  to  virulent 
yellow  fever  virus. 

The  primary  immunization  is  a 


single  injection.  Immunity  persists 
for  at  least  10  years. 

Contraindications 

Based  on  theoretical  grounds, 
pregnant  women  should  not  be  vac- 
cinated unless  they  must  travel  to 
areas  with  a high  risk  of  yellow 
fever. 

The  vaccine  should  not  be  given 
to  persons  with  leukemia,  lympho- 
ma or  generalized  malignancy,  or 
to  those  whose  immunologic  re- 
sponses are  suppressed  by  ste- 
roids, alkylating  drugs,  antimeta- 
bolites or  radiation. 

The  vaccine  should  not  be  given 
to  persons  hypersensitive  to  eggs 
or  to  other  vaccine  components 
(see  drug  insert). 

Complications 

Reactions  are  generally  mild, 
with  5%  to  10%  experiencing  mild 
headache,  myalgia,  low-grade  fe- 
ver or  other  minor  symptoms  5-10 
days  after  vaccination.  More  than 
34  million  doses  of  vaccine  have 
been  distributed  with  only  two  cas- 
es of  encephalitis  reported  in  the 
United  States. 

— Barbara  Bingham 
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Vaccine  Reactions: 

The  Challenge  to  Pediatricians 

Janice  L.  Cockrell,  MD,  Richmond,  Virginia 


Administration  of  diphtheria-tetanus-pertussis 
, vaccine  (DTP)  is  one  of  the  most  commonly 
performed  procedures  in  the  pediatric  office,  yet 
how  many  pediatricians  can  clearly  define  a severe 
or  mild  DTP  reaction;  how  many  can  name  the 
contraindications  for  further  administration  of  the 
vaccine  or  cite  the  true  incidence  of  such  reactions? 

The  Surveillance  and  Assessment  Branch  of  the 
Centers  for  Disease  Control’s  Immunization  Divi- 
sion reported  a rate  of  DTP  reactions  during  the 
year  of  1979  for  infants  less  than  one  year  of  age  of 
20.4  local  reactions/million  doses  of  vaccine;  for 
fever  only  (undefined  in  the  report),  9.1  reactions/ 
million  doses.  In  the  age  group  one  through  4 years, 
the  rates  were  24.4/million  and  9.2/million  respec- 
tively.1 

In  a prospective  study  of  four  pediatric  practices 
in  Denver,  Colorado,  Barkin  and  Pichichero  report- 
ed an  overall  incidence  of  27.3%  mild,  56.8%  mod- 
erate and  1.7%  severe  reactions  to  DTP.2  They 
reported  that  over  50%  of  patients  receiving  DTP 
vaccine  experienced  temperatures  of  at  least  100°F, 
30%  experienced  behavioral  changes,  and  72.2% 
had  local  reactions.  In  another  recently  published 
prospective  study  of  adverse  reactions,  Cody  and 
coworkers  reported  local  reactions  in  35%  of  first 
DTP  recipients  and  45%  of  fifth  DTP  recipients, 
which  they  related  to  the  infants’  increasing  ability 
to  complain.3  Fever  was  found  to  be  increasingly 
frequent,  ranging  from  39.6%  to  54.2%  of  DTP 

From  the  Department  of  Pediatrics,  Medical  College  of 
Virginia.  Address  correspondence  to  Dr.  Cockrell  at  Box 
514,  MCV  Station,  Richmond  VA  23298. 


recipients,  with  a decrease  to  45.9%  following  the 
fifth  DTP,  and  drowsiness  was  found  to  decrease 
from  39%  of  first  recipients  to  21%  of  fifth  DTP 
recipients.  These  authors  felt  their  findings  were 
comparable  to  those  of  Barkin  and  Pichichero. 

It  is  clear  that  the  discrepancies  between  these 
two  studies  and  the  CDC  statistics  have  to  do  with 
reporting  methods.  Vaccine  surveillance  is  a self- 
reporting  method  in  which  the  patient  is  given  a 
name  or  telephone  number  to  report  an  illness  that 
occurs  within  30  days  after  vaccination  and  is 
serious  enough  to  require  hospitalization  or  a visit 
to  a physician.  Reports  regarding  reactions  involv- 
ing soreness,  redness,  swelling  or  any  other  mild 
reactions  are  also  collected  by  local  health  depart- 
ments. In  other  words,  this  reporting  is  dependent 
on  the  parents’  perception  of  the  severity  of  illness 
and  whether  or  not  a physician  was  visited,  as  well 
as  the  motivation  of  the  parent  and  the  individual 
physician  to  report  the  adverse  reaction. 

How  should  the  pediatrician  manage  the  patient 
with  a DTP  reaction?  Up  to  now  the  recommenda- 
tions by  the  Committee  on  Infectious  Disease  of  the 
American  Academy  of  Pediatrics  have  been  some- 
what confusing.  In  the  Committee’s  1977  report,  a 
severe  reaction  to  DTP  is  defined  as  “high  fever 
(103°  or  39°C)  somnolence,  screaming,  shock  or 
convulsion’’  and  is  considered  a contraindication 
for  further  administration  of  pertussis  vaccine.4 
Elsewhere,  the  committee  states  that  “the  most 
commonly  observed  events  after  pertussis  immuni- 
zations are  a combination  of  malaise,  local  tender- 
ness and  mild  to  moderate  fever  . . . most  infants 
can  be  continued  on  the  immunization  regimen 
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including  subsequent  doses  of  pertussis  vaccine.  . . 
Infants  in  whom  a temperature  of  105°F  (40.4°C),  or 
higher,  is  recorded  after  receiving  pertussis-con- 
taining vaccine  should  not  receive  additional  doses 
of  pertussis  vaccine”.4  In  view  of  the  fact  that  there 
are  two  separate  definitions  of  a “high”  tempera- 
ture (39°C  and  40.4°C),  it  is  not  surprising  that 
pediatricians  may  not  have  a firm  definition  of  a 
severe  reaction  to  DTP. 

In  the  Richmond  area,  it  is  customary  among 
many  pediatricians  to  give  half-dose  DTP  to  those 
children  who  have  had  a moderate  to  severe  reac- 
tion; some  of  these  physicians  then  “make  up”  the 
remaining  volume  one  month  later.  Other  physi- 
cians follow  the  recommendations  of  the  AAP’s 
Committee  on  Infectious  Disease  and  give  DT  rath- 
er than  halving  the  DTP  dose.  A formal  survey  and 
chart  review  of  ten  pediatric  practices  in  the  Rich- 
mond area  was  carried  out  recently  in  order  to 
determine  the  local  incidence  and  management  of 
reactions,  and  some  interesting  findings  emerged. 

First,  it  became  evident  that  the  definitions  of 
mild  and  severe  reactions  to  DTP  are  not  clear  in 
the  minds  of  many  well-trained  pediatricians.  This 
is  disturbing  in  that  the  average  pediatrician  in  our 
survey  administered  at  least  one  immunization  per 
day.  This  lack  of  criteria  for  defining  reactions  is 
probably  not  only  due  to  the  confusion  existing  in 
the  1977  edition  of  the  Redbook , but  to  a failure  of 
residency  programs  to  deal  with  this  matter  ade- 
quately. 

The  second  finding,  however,  is  interesting  in 
that  even  those  pediatricians  who  could  clearly 
define  a severe  reaction  did  not  observe  their  crite- 
ria in  practice,  i.e.,  patients  were  given  half-doses 
of  the  vaccine  even  when  all  criteria  for  a severe 
reaction  were  not  met.  No  doubt  the  children  of 
many  families  who  appear  overly  concerned  are 
given  modified  vaccine  schedules  to  pacify  their 
parents  and  the  pediatrician  as  well. 

The  third  fact  that  emerged  was  that  current 
charting  methods  make  clinical  research  difficult  for 
the  practicing  pediatrician.  Large  discrepancies 
were  noted  between  the  number  of  vaccine  doses 
ordered  and  the  number  reported  as  having  been 
dispensed.  Retrieval  of  immunization  data  and  par- 
ents’ reports  of  reactions  was  in  most  cases  ex- 
tremely difficult.  If  academic  institutions  wish  to 
encourage  research  in  clinical  practice,  they  must 
train  young  physicians  to  set  up  charting  methods 
that  will  make  review  of  information  possible.  The 
small  computer  is  close  to  making  this  a reality  in 
many  clinical  practices  today;  the  programs  are  still 
limited,  however,  and  need  refining.  New  physi- 


cians must  be  trained  to  utilize  data  systems,  at 
least,  if  not  to  set  up  their  own  programs. 

Fourth,  the  survey  suggested  that  the  CDC  moni- 
toring system  presents  a grossly  inaccurate  picture 
of  the  incidence  of  reactions  to  DTP  vaccination. 

The  new  edition  of  the  Redbook  will  be  published 
soon  and  will  contain  some  very  specific  recom- 
mendations with  regard  to  DTP  reactions.  Now  the 
challenge  will  be  to  train  our  future  pediatricians  to 
ask  about  reactions,  to  record  the  information  in  the 
patient’s  chart,  and  to  manage  the  patient  according 
to  these  recommendations.  Over-enthusiastic  use  of 
an  altered  vaccine  schedule  for  mild  reactors  could 
lead  to  non-immune  subpopulations  large  enough  to 
alter  the  “herd  effect”  or,  better  put,  the  “commu- 
nity protection”,  which  requires  that  approximately 
90%  of  the  population  be  immunized. 

The  immunologic  response  to  half-dose  DTP  regi- 
mens has  never  been  scrutinized,  and  the  necessity 
of  three  DTP  immunizations  during  the  first  year  of 
life  is  being  questioned.  Since  the  original  dose  and 
schedule  recommendations  were  made,  vaccines 
have  changed.  One  group  in  the  Phillippines  has  had 
good  serological  results  with  a two-dose  immuniza- 
tion schedule  during  the  first  year  of  life.6  Clearly, 
there  are  several  questions  remaining:  What  is  the 
minimum  effective  number  of  doses?  How  does  the 
individual  patient  who  reacts  severely  to  DTP  react 
to  subsequent  doses?  In  spite  of  our  success  in 
reducing  the  incidence  of  pertussis,  these  questions 
should  be  addressed,  and  the  practicing  physician 
interested  in  clinical  research  is  in  a position  to  do 
so. 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary 

Consult  the  package  literature  for  prescribing  Information. 
Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae), 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta -hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG  CLASSES 
Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Precautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and,  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g , pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulm  tests  arp  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborn?  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg  s solutions  and  also  with  Climtest* 
tablets  but  not  with  Tes-Tax*  (Glucose  Enzymatic  Test  Strip. 
USP,  Lilly) 

Usage  in  Pregnancy-  Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy- Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
coniunction  with  therapy  with  Ceclor 
Hypersensitivity  reactions  have  been  reported  in  about  1 5 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  xcur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor’'  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
xcur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  apxar  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
xcurred  in  patients  with  a history  of  penicillin  allergy 
Other  e ffects  considered  related  to  therapy  included  eosmophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients) 

Causal  Relationship  Uncertain— Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  rexrted  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic- Slight  elevations  in  SGOT,  SGPT.  or  alkaline 
phosphatase  values  (1  m 40) 

Hematopoietic- Transient  fluctuations  in  leukxyte  count, 
predominantly  lymphxytosis  xcurring  in  infants  and  young 
children  (1  in  40) 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200)  10028IR 

•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae 8 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptxxcal  infections  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina  Puerto  Rico  00630 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor. v6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H,  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Cefaclor 


Pulvules®,  250  and  500  mg 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 


■ Patient  compliance  pamphlets  available 


■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 


Write  “D.A.  W.,  ” “No  Sub,  ” or  “Medically  Necessary, 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


ONE  OF  THE 
VITAL  SIGNS 
OF  ANXIOUS 
DEPRESSION: 

INSOMNIA 

Others  to  look  for: 

agitation 
anorexia 
feelings  ot  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 


Artist's  conception. 

looking  out  from  the  human  eye 

as  conceived  in  a schematic  model 


LIMBITROL  GIVEN 
• H.S.:  ONE  OF  THE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific— quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  daily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
otters  a choice  of  other  regimens:  t.i.d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

Limbitrol® 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LIMBITROL  TABLETS  Tranquilizer — Antidepressant 

Before  prescribing,  please  consult  complete  product  intormotion, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  ot  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
ochieved  Contraindicated  durmq  acute  recovery  phase  followmq  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  maltormations  as  suggested  in  several  studies. 
Consider  possibility  ot  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnont. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  ot  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  ot  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  ot  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  ot  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosmophiha  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosoge:  Immediately  hospitalize  patient  suspected  of  hovmg  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  tour  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt)-  bottles  of  100  and  500,  Tel-E-Dose” 
packages  of  100,  available  in  trays  ot  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 
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“MEDICAL  ACCOUNTING  PLUS 
WORD  PROCESSING  FOR  UNDER 
$6,500.  FROM  COMMODORE.” 

—WILLIAM  SHATNER 


Address 


The  symptoms  are  common.  Missing  receipts. 
Overdue  invoices.  Neglected  insurance  forms.  And, 
worst  of  all,  a lot  of  precious  time  spent  on  paperwork 
that  could  otherwise  be  devoted  to  patient  care . 

The  cure:  A Commodore  desktop  computer.  In- 
cluding disk  drive,  letter  quality  printer,  and  complete 
medical  accounting  and  word  processing  systems . 

For  a modest  investment,  you  get  all  the  features  of  a 
sophisticated  and  versatile  business  computer  that  can 
do  virtually  all  your  paperwork  in  a fraction  of  the 
time  it  takes  you  now. 

Commodore’s  Medical  Accounting  System 

(MAS)1,  for  example,  can  provide  you  with  a fast, 
flexible  accounting  and  bookkeeping  system  that’s  as 
easy  to  use  as  it  is  cost  effective.  Automating  your 
receivables,  invoicing,  aging  of  payables,  and  re- 
venue analyses.  MAS  can  also  generate  end-of-the- 
month  “Superbills”  as  well  as  standard  insurance  and 
Medicare  forms.  And  it  gives  you  a thorough  over- 
view of  your  office  activities  through  a series  of 
reports  ranging  from  diagnostics  to  referrals. 

And  with  our  word  processing  programs,  your 
Commodore  computer  is  versatile  enough  to  be  used 
whenever  you’d  normally  use  a typewriter.  For 
memos.  Reports.  Correspondence.  Proposals.  In 
seconds,  you  can  delete,  insert,  rearrange  para- 
graphs, even  revise  as  many  times  as  necessary.  With 
no  time  wasted  typing  multiple  drafts. 

If  all  that  time  saved  on  paperwork  is  used  to  take 
on  additional  patients,  just  think  how  quickly  your 
Commodore  computer  will  pay  for  itself,  many 
times  over. 

Your  Commodore  computer  can  be  expanded  to 

meet  the  needs  of  a growing  office.  And  Commodore 
dealers  throughout  the  country  offer  prompt  local 
service . Visit  your  Commodore  dealer  for  a hands-on 
demonstration  of  the  Commodore  computer  that  does 
so  much,  so  easily,  at  such  a low  cost. 

1 Medical  Accounting  System  was  created  by  Cimarron  Corp 


Commodore  Computer  Systems  Silf-fi 

681  Moore  Road,  King  of  Prussia,  PA  19406 
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Pneumatic  Counter-Pressure  Devices: 
How  They  Work,  When  to  Use  Them 

Linda  S.  Durand,  MD,  John  Thacker,  PhD,  Diana  Rockwell,  RN, 
and  Richard  F.  Edlich,  MD,  Charlottesville,  Virginia 


In  recent  years,  there  has  been  a rising  interest  in 
the  treatment  of  the  accident  victim.  One  of  the 
devices  being  introduced  to  rescue  squads  around 
the  country  is  the  pneumatic  counter-pressure  de- 
vice, military  anti-shock  trousers  (mast).  This  inge- 
nious piece  of  equipment  has  been  used  to  control 
lethal  hemorrhage  and  hypotensive  shock  during 
the  transport  of  accident  victims.  The  idea  behind 
pneumatic  counter-pressure  (pcp)  is  not  new,  dating 
to  1903  and  the  work  of  G.  W.  Crile.1  Since  that 
time,  there  have  been  174  cases  reported  in  the 
literature,  167  of  these  since  1970. 2 The  various 
causes  of  intra-abdominal  bleeding  treated  with  pcp 
include  ruptured  aortic  aneurysm,  pelvic  fracture, 
military  trauma,  stab  and  gunshot  wounds,  coagulo- 
pathies, and  various  obstetric  and  gynecologic  com- 
plications. 

The  lack  of  controlled  clinical  trials  imposes  a 
limitation  on  the  analysis  of  available  data.  There  is 
variation  in  the  duration  and  amount  of  pressure 
applied,  the  type  of  suit  used,  and  the  availability  of 
other  supportive  measures.  However,  if  one  consid- 
ers that  frequently  the  use  of  pcp  has  been  limited  to 
catastrophic  situations  as  a last  resort,  the  clinical 
data  is  impressive.  The  purpose  of  this  paper  is  to 
describe  its  mechanisms  of  actions,  the  biophysical 
responses  to  pcp  and  its  clinical  use. 


From  the  Emergency  Medical  Service,  University  of 
Virginia  Medical  Center,  Charlottesville,  VA  22908.  Ad- 
dress correspondence  to  Dr.  Edlich. 

Submitted  6-5-81 . 


Historical  Perspectives 

In  1903,  Crile1  described  the  use  of  a pneumatic 
suit  to  maintain  blood  pressure  in  subjects  undergo- 
ing surgery  on  the  head  and  neck.  The  suit  was 
constructed  of  a double  layer  of  specially  made 
rubber,  enclosing  the  abdomen  and  lower  extrem- 
ities in  separate  compartments.  Inflation  was 
achieved  with  a bicycle  pump,  deflation  by  air 
valves.  An  assistant  was  assigned  the  task  of  moni- 
toring the  patient’s  blood  pressure  and  regulating  it 
within  a predetermined  range  by  inflation  or  defla- 
tion of  the  suit.  The  chief  difficulty  with  the  suit  was 
its  tendency  to  spring  a leak,  resulting  in  occasional 
disastrous  consequences.  With  the  advent  of  trans- 
fusion, use  of  the  pneumatic  suit  was  largely  aban- 
doned. 

Approximately  50  years  later,  Gardner3  modified 
the  conventional  “G-suit”  to  prevent  postural  hy- 
potension during  certain  neurosurgical  operations. 
The  standard  garment,  used  by  pilots  during  high 
speed  flying,  consisted  of  inflatable  leggings  and  an 
abdominal  binder.  Gardner’s  suit  was  made  from 
two  sheets  of  vinyl  sealed  at  the  edges  to  form  a 
large,  inflatable  bladder,  enclosing  the  body  from 
the  rib  margin  to  the  ankles.  Pressures  of  20  mm 
mercury  or  less  were  found  to  be  satisfactory. 
Subsequently  he  described  five  cases  where  pcp 
was  effective  in  controlling  massive  subdiaphrag- 
matic  bleeding  without  impairment  of  the  general 
circulation. 

In  1971,  Cutler  and  Daggett4  reported  the  use  of 
the  G-suit  to  maintain  blood  pressure  in  soldiers 
suffering  extensive  intraperitoneal  and  lower  ex- 
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tremity  trauma  due  to  land  mine  explosions.  Prior 
to  the  use  of  the  G-suit,  such  trauma  was  uniformly 
fatal  despite  extensive  resuscitative  measures.  The 
G-suit  made  possible  successful  evacuation  of  a 
number  of  wounded  soldiers  from  the  battlefield  to 
base  hospitals  via  helicopter.  In  1977,  Kaplan  and 
Civetta  reported  their  experience  with  cpc  in  the 
care  of  civilian  accident  victims  with  hypovolemia 
and/or  hypotension/ 

How  Pneumatic  Counter  Pressure  Works 

The  law  of  Laplace  and  the  Bernoulli  equation 
provide  an  explanation  for  the  mechanisms  by 
which  pcp  reduces  blood  flow  and  stops  bleeding. 
The  law  of  Laplace  states  that  the  tension  in  the 
wall  of  a container  necessary  to  contain  a given 
pressure  on  the  contents  is  inversely  proportional  to 
the  curvature  of  the  wall,  or,  in  other  words, 
directly  proportional  to  the  radius.6  In  the  case  of  a 
cylinder  of  infinite  length  (blood  vessel),  the  law  of 
Laplace  is  written: 

T = APR 
where: 

T = load  per  unit  length  (tension  in  vessel 
wall) 

AP  = transmural  pressure  (the  difference  be- 
tween the  internal  and  external  pressure) 
R = mean  radius  of  the  vessel  wall 

If  the  vessel  wall  is  cut,  the  width  of  separation  of 
its  cut  edges  is  related  directly  to  the  tension  in  the 
wall.  As  the  tension  in  the  wall  decreases,  the  width 
of  the  opening  in  the  vessel  becomes  smaller,  pcp 
reduces  the  tension  in  the  wall  by  decreasing  the 
transmural  pressure  and  the  diameter  of  the  vessel 
leading  to  a smaller  opening  in  the  bleeding  vessel. 
The  effect  of  pcp  on  the  rate  of  leakage  of  blood 
through  a laceration  in  a vessel  can  be  further 
appreciated  by  the  Bernoulli  equation: 

/zap  ” 

Q = AyJ + V2 

where: 

Q = flow  rate 

A = surface  area  of  laceration 
p = density  of  fluid  media 
P = transmural  pressure 
V = velocity  of  fluid  inside  the  vessel 

The  inflated  pcp  decreases  the  flow  (Q)  by  com- 
pressing and  decreasing  the  surface  area  of  the 
vessel  injury  site  and  decreasing  the  transmural 
pressure  P across  the  vessel. 

Indications 

The  application  of  pcp  is  primarily  reserved  for 


prehospital  care  and  the  emergency  department. 
Occasionally  it  is  employed  in  hospitalized  patients 
where  continuing  hemorrhage  is  not  controlled  by 
conventional  methods.  Indications  for  pcp  in  the 
care  of  the  trauma  patient  include: 

1.  Hypovolemic  or  neurogenic  shock  (blood 
pressure  < 100  mm  Hg)  in  the  trauma  victim. 

2.  Hemorrhage  control  from  a fractured  pelvis  or 
intra-abdominal  bleeding. 

3.  Stabilization  of  a fractured  pelvis  or  femur. 

Previously  it  was  feared  that  pcp  would  cause  a 
dangerous  increase  in  intracranial  pressure.  Experi- 
mental studies  have  demonstrated  that  pcp  does,  in 
fact,  increase  intracranial  pressure,  but  not  to  levels 
that  are  considered  to  be  potentially  harmful.7  In- 
terestingly, hypotension  itself  can  cause  a rise  in 
intracranial  pressure,  as  well  as  cerebral  edema.  It 
follows  that  maintaining  a normal  systemic  blood 
pressure  is  beneficial  in  maintaining  a normal  intra- 
cranial pressure. 

Medical  emergencies  with  volume  depletion,  in- 
cluding gastric  hemorrhage,  ruptured  aortic  aneu- 
rysm, ruptured  ectopic  pregnancy  and  post-partum 
vaginal  hemorrhage,  are  other  applications  for  pcp. 
Recently  Wayne8  reported  the  use  of  pcp  in  patients 
with  myocardial  infarction  who  were  hypotensive. 
In  some  cases  of  cardiogenic  shock,  pcp  appeared 
to  increase  the  pre-load  and  peripheral  resistance 
which  was  associated  with  evidence  of  clinical 
improvement.  In  other  cases,  the  patient’s  condi- 
tion deteriorated  necessitating  deflation  of  the  pcp. 
Before  instituting  pcp  in  patients  in  cardiogenic 
shock,  it  is  important  to  examine  the  patient  for 
evidence  of  pulmonary  edema,  which  is  a contrain- 
dication for  the  use  of  pcp.4 

Physiologic  Effects 

When  the  pcp  garment  is  inflated,  it  has  several 
easily  measureable  physiologic  effects.  It  compress- 
es the  venous  capacitance  reservoir  beneath  the 
garment,  resulting  in  a translocation  (autotransfu- 
sion) of  blood  to  the  upper  part  of  the  body  and  a 
rise  in  blood  pressure.2  This  elevation  in  blood 
pressure  is  sustained  as  long  as  the  pressure  is 
applied.  As  the  baroreceptors  sense  the  increased 
aortic  pressure  and  venous  return,  heart  rate  is 
reduced.  Stroke  volume  usually  increases  as  mani- 
festation of  this  increased  venous  return.  Since 
cardiac  output  is  a function  of  both  stroke  volume 
and  heart  rate,  the  effect  of  pcp  on  cardiac  output  is 
therefore  variable. 

Its  impact  on  pulmonary  function  is  less  dramat- 
ic. Experiments  on  healthy  volunteers  have  shown 
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that  vital  capacity  is  reduced  an  average  of  17.7% 
with  inflation  pressures  of  20-30  cm  of  water. 4 This 
decrease  in  vital  capacity  is  not  associated  with  any 
significant  change  in  alveolar  ventilation.10 

Side  Effects 

When  employing  pcp,  the  health  professional 
must  be  aware  of  potential  side  effects  of  this 
device,  the  consequences  of  which  can  be  lessened 
by  appropriate  interventions.  The  pcp  garment  may 
damage  the  skin,  resulting  in  bullae  formation  and 
superficial  necrosis.  Padding  the  pressure  points 
can  usually  prevent  this  troublesome  complication 
The  development  of  compartment  syndromes  re- 
quiring amputation  has  been  reported  in  patients 
with  comminuted  lower  extremity  fractures. 1 1 Such 
disastrous  consequences  of  this  device  has  oc- 
curred when  the  garments  have  been  inflated  for 
longer  than  28  hours. 

Metabolic  and  respiratory  acidosis  are  additional 
sequelae  of  this  device.  Metabolic  acidosis  has  been 
attributed  to  an  impaired  perfusion  of  the  lower 
extremities.12  A restriction  of  diaphragmatic  excur- 
sion and  thoracic  expansion  has  contributed  to  the 
development  of  respiratory  acidosis.9  The  impor- 
tance of  changes  in  pulmonary  function  in  the 
development  of  adult  respiratory  distress  syndrome 
remains  unsolved.  Those  metabolic  changes  can 
usually  be  easily  managed  by  either  administration 
of  sodium  bicarbonate  and/or  respiratory  support 
measures.  There  are  also  rare  reports  of  urination, 
defecation  and  vomiting  following  inflation  of  the 
garments. 

Guidelines  for  Use 

The  major  devices  available  for  instituting  pcp 
include  the  David  Clark  medical  anti-shock  trousers 
(mast  n)  and  the  Jobst  Institute  three-section  super 
and  standard  anti-shock  air  pants.  These  garments 
are  all  made  from  polyvinyl  with  three  separate 
inflatable  sections  for  the  abdomen  and  each  lower 
extremity.  The  trousers  are  secured  around  the 
patient  by  either  Velcro  straps  or  zippers.  These 
garments  are  capable  of  sustaining  indefinitely  an 
internal  pressure  of  a few  mm  to  102  mmHg  (2 
p.s.i.).  When  applied,  the  pcp  covers  the  body  from 
below  the  costal  margin  to  the  ankles.  Each  lower 
extremity  is  separately  encased,  with  access  to 
perineum  for  urinar>  catheter  placement.  The  pcp 
garments  are  radiolucent,  permitting  roentgeno- 
graphic  examination. 

The  compartments  surrounding  the  lower  ex- 
tremities should  be  inflated  before  the  abdominal 
section.  During  the  later  stages  of  pregnancy,  only 


the  leg  segments  should  be  inflated.  The  design  of 
the  abdominal  portion  of  the  trousers  should  restrict 
inflation  to  the  anterior  surface  of  the  abdomen. 
When  the  abdominal  compartment  is  circumferen- 
tial, inflation  causes  the  lumbar  spine  to  assume  a 
lordotic  position  that  has  been  associated  with  the 
aggravation  of  spinal  cord  injury. 

Experimental  evidence  suggests  that  pressures 
well  below  the  mean  arterial  pressure  are  effective 
in  achieving  hemostasis.  Because  complications  are 
directly  related  to  the  magnitude  of  the  pressure 
applied,  ideally  one  should  employ  the  lowest  pres- 
sure which  will  produce  and  maintain  adequate 
blood  pressure  and  produce  hemostasis.  McSwain 
has  emphasized  that  the  only  important  pressure  is 
the  patient's  blood  pressure.13  He  has  indicated  that 
restoration  of  blood  pressure  by  pcp  devices  re- 
quires monitoring  of  the  patient’s  blood  pressure 
without  regard  to  the  pressure  in  the  trousers.  Thus 
trousers  should  be  inflated  only  as  much  as  neces- 
sary to  return  the  patient’s  blood  pressure  to  normal 
range.  The  pcp  trousers  have  either  pop-off  valves 
that  fail  at  102  mmHg  or  Velcro  straps  that  slip  at 
approximately  the  same  pressure.  These  built-in 
safety  factors  prevent  ischemic  compromise  of  the 
lower  extremities.  Some  manufacturers  employ 
pressure-monitoring  devices  to  signal  the  develop- 
ment of  excessive  pressure.  Unfortunately,  this 
diverts  attention  away  from  the  patient. 

In  the  emergency  department,  it  is  important  to 
resist  the  temptation  to  remove  the  pcp  device  in 
order  to  examine  the  patient.  An  initial  evaluation 
should  be  performed  and  treatment  plan  established 
with  special  attention  to  the  question  of  possible 
operative  intervention.  Adequate  fluid  and/or  blood 
replacement  should  be  provided  before  attempting 
deflation.  McSwain13  recommends  slow  decom- 
pression over  a 30-minute  period,  which  is  discon- 
tinued if  the  blood  pressure  drops  more  than  5 mm 
mercury.  Additional  intravenous  fluids  should  then 
be  given  to  stabilize  the  patient  before  further 
deflation  is  resumed.13  For  patients  requiring  opera- 
tive intervention,  it  is  recommended  that  the  pcp 
device  be  removed  after  the  patient  is  in  the  operat- 
ing room  and  the  surgical  teams  are  prepared  to 
care  for  the  patient. 

The  use  of  pcp  at  high  altitudes  or  in  cold  weather 
deserves  some  special  considerations.  According  to 
Boyle's  law,  the  volume  of  a gas  is  inversely 
proportional  to  its  pressure.  Simply  stated,  this 
means  that  as  altitude  increases,  gas  expands.  Since 
the  gas  is  enclosed  in  the  trousers,  the  air  in  the 
trousers  expands  as  the  external  pressure  drops 
with  increasing  elevation  Accordingly,  the  device 
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will  become  much  tighter  at  higher  altitudes  in 
nonpressurized  aircraft  than  it  was  when  applied.  In 
contrast,  lowering  the  temperature  causes  a con- 
traction of  air  within  the  device.  In  the  event  that 
pcp  is  used  in  very  cold  weather  or  in  high  altitudes, 
the  pressure  of  the  device  should  be  monitored  and 
adjusted  accordingly. 

Summary 

The  pneumatic  counter-pressure  (pcp)  trouser  is  a 
mechanical  device  that  may  be  life-saving  in  trauma 
victims  and  patients  with  medical  emergencies.  The 
limited  adverse  effects  of  pcp,  in  conjunction  with 
its  rapidly  favorable  and  reversible  hemodynamic 
effect,  make  it  an  important  tool  in  pre-hospital 
care,  in  the  emergency  department  and  in  a variety 
of  hospitalized  patients.  For  this  reason,  physicians 
in  Virginia  should  be  prepared  to  use  it  appropriate- 
ly. 
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IS  THERE  ANYTHING 
YOU  MISSED? 

As  you  know,  patients  you  see  frequently 
may  be  seeking  treatment  for  one  illness 
or  injury,  but  are  actually  presenting  a 
symptom  or  the  consequences  of  another 
disease  — alcoholism. 

If  one  of  your  patients  has  a problem 
with  alcohol,  please  call  Serenity  Lodge  for 
a consultation. 

Serenity  lodge 

THE  ALCOHOLISM  REHABILITATION  CENTER  OF  TIDEWATER 

2097  South  Military  Highway,  Chesapeake,  Virginia  23320 
Telephone  (804)  543-6888  • Barbara  Fay,  Director 

Accredited  by  the  JCAH  • Approved  for  coverage  by  Blue  Cross, 
CHAMPUS  and  other  health  insurance  programs. 
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Homocystinuria: 

Need  for  Early  Diagnosis  and  Therapy 

Thaddeus  E.  Kelly,  MD,  William  G.  Wilson,  MD, 
and  Eugene  J.  Squillaro,  BS,  Charlottesville,  Virginia 


Homocystinuria  is  a recessively  inherited  dis- 
order of  methionine-homocystine  metabo- 
lism. The  elevation  in  homocystine  and  lack  of 
cystine  result  in  a connective  tissue  disorder  with 
clinical  similarities  to  the  Marfan  syndrome1^4. 
Dislocation  of  the  ocular  lenses  is  the  most  com- 
mon feature  leading  to  diagnosis.  Effective  therapy 
is  available  for  the  various  forms  of  homo- 
cystinuria  . 

We  describe  four  cases  which  illustrate  the  com- 
plications of  late  diagnosis  and,  especially,  of  de- 
layed therapy. 

Case  1 

A 15-year-old  white  male  was  referred  to  the 
University  of  Virginia  Hospital  because  of  a three- 
month  history  of  a swollen,  painful  left  leg  and 
pleuritic  chest  pain.  At  6 years  of  age  he  was  found 
to  have  decreased  visual  acuity  and  bilaterally 
dislocated  lenses.  At  10  years  of  age  homocystin- 
uria was  diagnosed  by  urine  tests,  but  no  therapy 
was  instituted.  He  was  the  fifth  of  six  children  of 
unrelated  parents.  He  was  three  inches  taller  than 
his  tallest  brother  and  was  the  only  one  of  the 
family’s  siblings  to  have  had  academic  problems. 

On  examination  he  was  186  cm  tall  with  an  arm 
span  of  192  cm;  weight  was  80.5  kg  and  the  upper 
segment/lower  segment  ratio  was  0.9.  The  lenses 
were  inferiorly  dislocated.  The  left  leg  was  swollen 

From  the  Division  of  Medical  Genetics,  Department  of 
Pediatrics,  University  of  Virginia  Medical  Center,  Char- 
lottesville, VA  22908.  Address  correspondence  to  Dr. 
Kelly. 
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and  tender  and  he  had  left  pleuritic  chest  pain. 
There  was  osteoporosis  on  skeletal  radiographs  and 
a spike  and  wave  pattern  on  eeg  without  focal 
abnormalities.  The  urine  cyanide  and  silver  nitro- 
prusside  screening  tests  were  markedly  positive. 
Amino  acid  studies  showed  an  elevated  plasma 
methionine  and  urinary  homocystine.  Cultured  fi- 
broblasts from  a skin  biopsy  showed  deficiency  of 
cystathionine  synthase.  He  was  placed  on  pyridox- 
ine  500  mg/day  for  two  weeks.  The  plasma  methio- 
nine and  urinary  homocystine  were  unchanged. 

He  was  placed  on  a low  methionine  diet  (270  mg/ 
day),  essentially  a vegetarian  diet.  Over  the  next  3Vz 
years  compliance  with  the  diet  was  excellent.  The 
plasma  methionine  and  urinary  homocystine  re- 
mained at  reduced  levels.  The  thrombophlebitis 
resolved  without  recurrence  and  there  were  no 
further  episodes  of  pulmonary  emboli. 

Case  2 

This  8-year-old  white  female  was  referred  to  the 
University  of  Virginia  Genetics  Clinic  in  Roanoke 
from  the  Roanoke  Child  Development  Clinic  with  a 
diagnosis  of  mental  retardation  and  probable  homo- 
cystinuria. She  was  the  3100-gm  product  of  a term 
pregnancy  and,  as  an  infant,  experienced  feeding 
problems  and  poor  initial  weight  gain.  Subsequent- 
ly, her  growth  improved,  but  her  intellectual  devel- 
opment was  poor.  At  5 years  of  age  her  height  was 
at  the  75th  percentile  and  her  weight  at  the  50th 
percentile  while  her  developmental  performance 
was  two  years  below  her  chronological  age  level. 
She  began  school  in  a special  education  class.  At  8 
years  of  age  her  mother  noted  a white  spot  on  each 


392 


VIRGINIA  MEDICAL/JUNE  1982 


VOLUME  109 


eye.  An  ophthalmology  exam  revealed  dislocated 
lenses  with  secondary  glaucoma  and  cataracts.  A 
urine  metabolic  screen  revealed  homocystinuria. 

At  8 years  of  age  she  was  129  cm  tall  with  an  arm 
span  of  124  cm,  weight  28. 1 kg  and  head  circumfer- 
ence of  50.5  cm.  Her  exam  was  notable  otherwise 
only  for  a dislocated  right  lens  and  absence  of  the 
left  lens  with  evidence  of  the  previous  cataract 
surgery.  Her  urine  was  strongly  positive  for  homo- 
cystine by  cyanide  and  silver  nitroprusside  screen- 
ing tests.  No  change  was  noted  in  the  amino  acids 
after  two  weeks  of  500  mg/day  of  pyridoxine.  She 
was  placed  on  a low  methionine  diet  with  gradual 
improvement  noted  in  the  levels  of  plasma  methio- 
nine and  urinary  homocystine. 

Case  3 

This  33-year-old  white.female  was  referred  by  her 
obstetrician  to  the  University  of  Virginia  Genetics 
Clinic  as  she  was  concerned  as  to  whether  given  her 
diagnosis  of  homocystinuria  a pregnancy  would  be 
safe  for  a fetus.  At  26  years  of  age  an  eye  exam 
revealed  dislocated  lenses  and  urine  studies  showed 
homocystinuria.  Two  years  later  the  left  lens  was 
removed.  She  had  received  no  pyridoxine  or  dietary 
therapy. 

When  seen  at  33  years  of  age  she  was  in  good 
general  health  and  employed  as  a registered  nurse. 
Urine  was  markedly  positive  by  cyanide  and  silver 
nitroprusside  tests  for  homocystinuria.  By  quantita- 
tive amino  acid  analysis,  there  were  hypermethion- 
inemia  and  homocystinuria.  She  was  placed  on  500 
mg/day  pyridoxine.  Two  weeks  later,  urine  nitro- 
prusside tests  were  negative  for  homocystine  and 
her  plasma  methionine  was  normal.  The  pyridoxine 
was  reduced  to  100  mg  a day,  which  maintained 
good  biochemical  control.  She  was  then  advised 
that  her  disease  represented  no  threat  to  a success- 
ful pregnancy. 

Case  4 

This  26-year-old  male  is  the  brother  of  Case  3.  At 
17  years  of  age,  when  a high  school  junior,  he 
experienced  pain  in  his  left  leg  while  playing  basket- 
ball. Initially  thought  to  represent  a pulled  muscle, 
this  was  later  recognized  to  be  acute,  deep  throm- 
bophlebitis. He  was  admitted  to  a local  hospital  and 
treated  with  bed  rest,  anticoagulant  and  antibiotics. 
Two  years  later  he  underwent  surgery  on  the  left  leg 
for  varicose  veins.  Subsequently  he  developed  ul- 
cerations of  the  left  lower  leg  which  have  persisted 
for  eight  years.  He  began  wearing  glasses  as  a child 
and  had  been  aware  for  several  years  that  his  lenses 
were  dislocated. 


When  seen  at  26  years  of  age,  he  was  186.7  cm 
tall,  weighed  1 16.2  kg  and  had  an  arm  span  of  191 
cm.  He  was  a large-boned,  heavy-set  man,  but  was 
not  obese.  His  positive  physical  findings  were  limit- 
ed to  his  eyes  and  legs.  He  wore  contact  lenses  and 
there  was  bilateral,  downward  dislocation  of  his 
lenses.  There  were  mild  varicosities  of  his  right  leg 
without  evidence  of  vascular  compromise.  The  left 
leg  was  erythematous  and  edematous  below  the 
knee  with  several  large  weeping  ulcers. 

Laboratory  studies  disclosed  hypermethionine- 
mia  and  homocystinuria.  Both  of  these  abnormali- 
ties reverted  to  normal  on  500  mg  pyridoxine  a day. 
The  dose  was  decreased  to  100  mg  a day  and 
subsequent  laboratory  studies  showed  excellent 
control  of  his  disease. 

Discussion 

At  birth,  infants  with  homocystinuria  are  physi- 
cally and  mentally  normal.  Over  the  years,  howev- 
er, there  is  the  insidious  appearance  of  dislocated 
lenses  with  secondary  cataracts  and  glaucoma,  a 
marfanoid-like  habitus,  osteoporosis  and  thrombo- 
embolic disease.  As  illustrated  by  the  four  cases 
presented,  mental  development  is  variable,  depend- 
ing on  the  degree  and  pyridoxine  responsiveness  of 
the  enzyme  deficiency. 

Given  an  early  diagnosis  and  institution  of  appro- 
priate therapy,  most,  if  not  all,  of  these  complica- 
tions are  usually  preventable.  In  each  case  cited, 
there  was  a significant  delay  between  suspected 
diagnosis  and  therapy.  Homocystinuria  can  be 
readily  detected  by  the  use  of  the  simple  screening 
of  urine  with  nitroprusside.  Cyanide  nitroprusside 
gives  a dark  red  color  when  excess  urinary  homo- 
cystine or  cystine  is  present.  The  silver  nitroprus- 
side test  is  positive  with  homocystinuria  and  nega- 
tive with  cystinuria. 

The  two  forms  of  homocystinuria  which  are  sec- 
ondary to  defects  in  folate  and  B-12  metabolism  are 
rare  and  mild  disorders.  The  plasma  methionine  is 
not  elevated  and  both  disorders  respond  to  folate  or 
B-12  supplementation.  The  most  common  form  of 
homocystinuria  is  a deficiency  of  cystathionine 
synthase.  Pyridoxine  is  the  vitamin  co-factor  for  the 
enzymatic  reaction  and  approximately  one-half  of 
affected  individuals  will  be  essentially  “cured”  by 
large  doses  of  this  B vitamin.  Responsiveness  to 
pyridoxine  breeds  true  in  affected  members  of  the 
same  family  as  illustrated  by  Cases  3 and  4. 

Patients  with  the  form  of  homocystinuria  not 
responsive  to  pyridoxine  can  be  treated  with  a low- 
methionine,  cysteine-supplemented  diet.  These  pa- 
tients develop  mental  retardation  if  not  on  therapy. 
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Screening  for  the  disorder  can  be  done  in  the 
newborn  by  testing  a blood  spot  for  elevated  methi- 
onine, similar  to  the  Guthrie  test  for  pku.  This  is 
part  of  newborn  screening  in  many  states  but  is  not 
currently  offered  in  Virginia.  Other  than  the  new- 
born period,  screening  is  best  accomplished  by  the 
urine  cyanide-nitroprusside  test. 

Pregnancies  undertaken  by  women  with  homo- 
cystinuria  who  are  either  pyridoxine  non-respond- 
ers or  who  are  not  on  therapy  result  in  deformed 
and  retarded  infants.9  This  problem  is  analoguous 
to  maternal  phenylketonuria.  While  the  fetus  is  not 
affected  genetically  by  the  disorder,  the  abnormal 
maternal  environment  disrupts  normal  fetal  devel- 
opment. 

Thrombophlebitis  and  varicose  veins  are  rare  in 
teenage  males  and  their  occurrence  should  suggest 
an  underlying  disorder  such  as  homocystinuria. 
Homocystine  has  a direct  toxic  effect  on  the  vascu- 
lar endothelium,  which  contributes  to  the  thrombo- 
embolic phenomena  in  homocystinuria.  While  vas- 
cular surgery  may  be  required  by  patients  with 
homocystinuria,  such  surgery  without  treatment  of 
the  underlying  disorder  will  not  alter  the  further 
involvement  of  the  vascular  system. 

The  four  cases  cited  demonstrate  the  need  for  a 
high  diagnostic  index  of  suspicion,  use  of  simple 


urine  screening  tests  and  timely  institution  of  appro- 
priate therapy. 
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Many  physicians  miss  the  diagnosis  of  Rocky  Mountain  Spotted  Fever 
It's  an  easy  mistake  to  make. 

Don't  you  be  fooled  by  flu-like  symptoms. 

This  spring  and  summer.  . . 


REMEMBER 


j the  first  symptoms  are: 


SEVERE  HEADACHE 

FEVER 

MYALGIA 

When  the  rash  appears,  it's  getting  late- 

I s message  a service  of  the  Virginia  Chapter,  National  Foundation  for  Infectious  Diseases,  and  The  Medical  Society  of  Virginia. 


Disarticulation  for  Failed  Surgical  Procedures 

About  the  Hip 

John  S.  Thiemeyer,  Jr.,  MD,  Hampton,  Virginia 


IT  is  usually  with  great  reluctance  and  consider- 
able feeling  of  abhorrence  and  defeat  that  sur- 
geons resort  to  amputation.  Often  this  is  viewed  as 
the  “last  resort’’  procedure  and  is  postponed  until 
the  patient’s  condition  has  deteriorated  both  physi- 
cally and  mentally  to  a point  of  no  return.  However, 
amputation  can  be  of  great  benefit  in  certain  situa- 
tions as  the  turning  point  to  recovery  and  restora- 
tion of  productive  living  and  quality  of  life.  Ford 
and  Holder1  reported  four  such  cases,  each  with  a 
satisfactory  end  result.  An  additional  case  report  is 
here  presented. 

A 66-year-old  white  male  was  admitted  to  the 
Veterans  Administration  Hospital,  Hampton,  Vir- 
ginia, as  a transfer  from  a local  hospital  where  he 
had  been  admitted  some  five  months  previously 
with  the  diagnosis  of  perforated  sigmoid  diverticu- 
lum with  subsequent  abscess  of  the  left  lower  quad- 
rant and  “flank’’  area.  The  abscess  was  drained  and 
a transverse  colostomy  was  done.  He  continued 
draining  from  the  abscess  area  and  later  developed 
septic  arthritis  of  his  left  hip  joint.  This  was  drained, 
and  he  was  placed  in  a hip  spica  cast  and  ambula- 
tion attempted.  He  developed  large  decubiti  of  the 
left  knee  and  sacrum.  He  then  developed  loss  of 
sensation  and  motor  function  to  the  left  leg  due  to 
destruction  of  the  sciatic  nerve  in  the  area  of  the 
decubitus  of  the  left  buttock  (Fig.  1 ) and  circulatory 
function  so  grossly  impaired  that  he  had  a flail  left 

From  the  Department  of  Orthopedic  Surgery,  Eastern 
Virginia  Medical  School,  Norfolk,  and  the  Veterans  Ad- 
ministration Medical  Center,  Hampton  VA  23667. 
Submitted  6-23-81 . 


leg  upon  admission  to  the  Veterans  Administration 
Hospital  and  severe  pain  of  the  hip  and  sacral  areas. 
He  was  cachectic,  in  negative  nitrogen  balance  and 
required  large  doses  of  narcotics  to  alleviate  his 
pain. 

Cultures  of  the  wounds  revealed  a vertiable  gar- 
den of  pathologic  flora,  including  Proteus  mirabilis, 
Providencia  stuartii,  alpha  Streptococcus  Group  D, 
hemolytic  Staphylococcus  coagulase  both  positive 
and  negative,  Pseudomonas  aeruginosa , Entero- 
bacter  agglomerins , Citrobacter  freundii,  and  Es- 
chericha  coli. 

He  was  placed  on  tetracycline  500  mg  po  qid  to 
continue  the  antibiotic  regimen  begun  at  the  previ- 
ous hospital  until  specific  sensitivity  studies  could 
be  completed.  He  was  later  placed  on  gentamicin 
sulfate  60  mg  q8h  as  this  became  the  antibiotic  of 
choice  with  the  change  of  dominant  flora-the  bun 
and  creatinine  being  carefully  monitored.  Later, 
cephalexin  500  mg  then  250  mg  q2h  was  used  and 
continued  until  his  wound  was  dry  after  surgery. 

Barium  enema  revealed  that  the  colostomy  was 
not  completely  diverting  but  showed  no  sinus 
tracts.  X-rays  of  the  left  hip  revealed  marked  de- 
struction of  the  joint  and  upward  displacement  of 
the  femoral  head  (Fig.  2). 

It  was  the  opinion  of  the  orthopedic  staflf,  readily 
concurred  in  by  the  patient,  that  there  was  no 
possibility  of  salvaging  his  left  leg  and  that  amputa- 
tion should  be  performed  and  a flap  fashioned  to 
cover  the  area  of  the  decubiti. 

Therefore,  several  weeks  after  admission  disar- 
ticulation of  the  left  hip  according  to  Boyd2  was 
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performed,  the  decubiti  were  debrided  to  viable 
tissue,  the  septic  joint  thoroughly  debrided  and 
irrigated  and  a flap  fashioned3'6  to  close  the  wound 
and  cover  the  area  of  decubiti.  He  had  a somewhat 
stormy  postoperative  course  because  of  cardiovas- 
cular complications,  which  were  ultimately  con- 
trolled with  quinidine  200  mg  qid  and  digoxin  0.25 
mg  qd.  He  also  developed  genitourinary  infection, 
which  was  corrected  with  specific  antibiotics. 

He  developed  wound  breakdown  over  the  region 
of  the  anterior  superior  iliac  spine  and  anterior  iliac 
crest;  this  was  debrided  and  a portion  of  bone 
removed.  This  area  then  healed  uneventfully. 

He  was  discharged  seven  months  after  admis- 
sion, ambulating  on  crutches,  pain  free,  his  wounds 
well  healed  and  happy  to  return  to  his  home  and 
family.  He  was  followed  at  regular  intervals  follow- 
ing discharge  and  remains  painfree,  about  in  a 
wheelchair  for  long  journeys  and  on  crutches  about 
his  home.  His  entire  attitude  and  mental  outlook 
have  changed  from  depression  and  drug  depen- 
dence to  contentment,  interest  in  the  future  and 
freedom  from  drug  dependence — a very  grateful 
patient. 

Summary 

Amputation  is  often  delayed  or,  indeed,  not  car- 
ried out  even  in  patients  with  severe  pathology,  to 
the  detriment  of  the  well  being  or,  in  fact,  survival 
of  the  afflicted.  A patient  with  severe  decubiti 
which  did  not  respond  to  meticulous  care,  septic 
arthritis  of  the  hip  joint,  irreversible  severe  neuro- 
vascular damage  of  the  leg  and  severe  pain  with 
addiction  to  narcotics  was  restored  to  quality  living 
by  hip  disarticulation. 
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Fig.  1.  Decubiti  of  left  buttock  and  sacral  area  with  deep 
erosion  into  sciatic  notch. 


Fig.  2.  X-ray  of  left  hip  joint  following  injection  of  radi- 
opaque meterial  showing  joint  destruction  and  dislocation. 
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Leiomyosarcoma  of  the  Duodenum 
Simulating  Pancreatic  Carcinoma:  Case  Report 

Thomas  Lee  Pope,  Jr.,  MD,  Anthony  J.  Buschi,  MD,  and 
A.  Norman  A.  G.  Brenbridge,  MD,  Charlottesville,  Virginia 


Leiomyosarcoma  of  the  small  bowel  is  a rather 
rare  neoplasm,  accounting  for  less  than  0.1%  of 
all  gastrointestinal  malignancies.1,2  We  describe  a 
case  of  leiomyosarcoma  of  the  duodenum  which 
resembled  carcinoma  of  the  head  of  the  pancreas 
before  diagnosis  at  laparotomy.  A description  of  the 
salient  features  of  this  unusual  tumor  and  a review 
of  the  literature  is  included. 

Case  Report 

A 63-year-old  woman  with  a past  history  of 
hypertension  and  adult  onset  diabetes  mellitus  un- 
derwent a barium  enema  as  part  of  an  anemia 
evaluation,  and  an  irregularity  of  the  terminal  ileum 
was  seen.  Subsequent  colonoscopy  was  normal,  but 
a followup  upper  gastrointestinal  series  two  months 
later  showed  a mass  effect  in  the  area  of  the  head  of 
the  pancreas  (Fig.  1).  Ultrasound  showed  a solid 
mass  9.5  cm  in  diameter  in  the  same  area  with 
normal  liver  and  kidneys.  The  pancreas  was  not 
adequately  visualized  (Figs  2,  3).  Clinical  suspicion 
was  carcinoma  of  the  head  of  the  pancreas,  and  the 
patient  was  admitted  for  further  evaluation. 

Physical  exam  at  that  time  was  normal  except  for 
a systolic  ejection  murmur.  The  abdominal  mass 
was  not  palpable,  presumably  because  of  the  pa- 
tient’s obesity.  Laboratory  results  were  serum  glu- 
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cose  of  180  mg%  (normal  65-1 10  mg%),  total  biliru- 
bin of  0.2  mg%  (normal  0.2- 1.2  mg%)  and  a 
hematocrit  of  32.8%  (normal  37-47%). 

Percutaneous  biopsy  was  performed  but  the  sam- 
ple was  inadequate  for  definitive  diagnosis.  The 
patient  then  underwent  exploratory  laparotomy  and 
a large  retroperitoneal  mass  diffusely  infiltrating 
adjacent  tissue  was  found.  Microscopic  frozen  sec- 
tion analysis  revealed  leiomyosarcoma,  and  pallia- 
tive gastrojejunostomy  with  placement  of  clips  out- 
lining the  mass  was  performed.  Postoperative 
chemotherapy  and  radiation  therapy  were  planned. 

Discussion 

Leiomyosarcoma  is  the  fourth  most  common 
small  bowel  malignancy  behind  carcinoma,  carci- 
noid, and  lymphoma.  Only  approximately  10%  of 
the  leiomyosarcomas  of  the  small  bowel  are  located 
in  the  duodenum;  interestingly,  however,  it  is  the 
most  common  malignant  tumor  of  Meckel's  di- 
verticulum.1 

The  clinical  presentation  of  patients  with  small 
bowel  leiomyosarcoma  is  varied.  Pain,  abdominal 
fullness,  distention  and  cramps  are  prominent  fea- 
tures. Massive  gastrointestinal  bleeding  is  a very 
common  presenting  symptom  and  was  the  most 
common  finding  in  duodenal  tumors  in  one  study.2 
The  chronic  gastrointestinal  bleeding  with  anemia 
that  was  present  in  our  case  is  another  common 
mode  of  presentation,  particularly  when  the  tumor 
is  located  in  the  small  bowel.  Surprisingly,  palpable 
abdominal  masses  are  not  prominent  physical  find- 
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Fig.  1.  Film  from  upper  gastrointestinal  series  shows 
marked  widening  of  duodenal  C-loop  with  effacement. 


Fig.  2.  Transverse  section  from  abdominal  sonogram  shows 
large  solid  mass  (arrowheads).  Pancreas  not  seen. 


Fig.  3.  Midline  longitudinal  sonographic  section  shows 
extent  of  mass  (arrows). 


ings  in  spite  of  the  fact  that  the  tumors  may  reach 
enormous  dimensions  before  discovery.  In  our 
case,  obesity  may  have  been  the  reason  the  lesion 
was  not  palpable  clinically. 

The  specific  diagnosis  of  leiomyosarcoma  is  not 
usually  made  by  radiographic  evaluation,  although 
there  are  signs  which  may  suggest  the  disease 
before  actual  biopsy.  If  the  lesion  is  large  enough, 
plain  films  may  show  a soft  tissue  mass.  Barium 
contrast  studies  will  usually  show  the  anatomic 
location  of  the  tumor,  and  it  may  be  submucosal, 
intraluminal  or  subserosal.  Often  a large  dumbbell 
mass  or  the  characteristic  “bull’s  eye”  lesion  may 
be  demonstrated  and  suggest  leiomyosarcoma.3 

The  upper  gastrointestinal  series  on  our  patient 
did  not  demonstrate  pathognomonic  features  but 
showed  a large  mass  widening  the  duodenal  C-loop. 
The  first  diagnostic  consideration  was  carcinoma  of 
the  head  of  the  pancreas.  However,  jaundice  usual- 
ly develops  early  in  pancreatic  carcinoma  and  other 
ampullary  lesions.  Characteristically,  primary  tu- 
mors of  the  duodenum  do  not  produce  this  symptom,4 
and  our  patient  had  a normal  bilirubin  in  spite  of  the 
large  mass  in  this  area. 

Ultrasound  may  be  useful  in  evaluating  the  extent 
of  leiomyosarcomas  and  their  relation  to  other 
organs.  In  our  case,  the  pancreas  could  not  be 
adequately  evaluated  and  the  preoperative  diagno- 
sis remained  pancreatic  carcinoma.  Ultrasonogra- 
phic characteristics  of  leiomyosarcomas  include 
solid  masses  with  relatively  smooth  outer  margins 
and  high  amplitude  central  echo  complexes.5  There 
is  no  definite  way,  however,  to  distinguish  it  from 
other  primary  or  secondary  tumors  in  the  same 
anatomical  area.  Computerized  tomography  (CT) 
may  also  be  used  to  further  define  the  anatomic 
extent  of  the  disease  process.6  However,  CT  may 
not  render  the  tumor’s  features  specific  enough  to 
differentiate  it  from  other  primary  or  secondary 
tumors  of  the  duodenum. 

Angiography,  although  not  used  in  our  case,  can 
be  helpful  in  diagnosing  leiomyosarcoma  in  the 
duodenum  and  small  bowel.  The  angiographic  pat- 
tern of  well-circumscribed  masses  with  enlarged 
feeding  arteries  and  early  draining  veins  forms  the 
most  characteristic  picture.7  This  finding  would 
have  helped  distinguish  the  tumor  in  our  case  from 
pancreatic  carcinoma,  which  is  often  hypovascular 
and  shows  arterial  and  venous  encasement  as  prom- 
inent signs.8 

Percutaneous  needle  biopsy  aspiration,  which 
was  tried  in  our  case,  is  an  excellent  means  of 
attempting  to  make  a preoperative  diagnosis  of 
leiomyosarcoma  and  other  primary  tumors  of  the 
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abdomen.9  In  our  case,  unfortunately,  the  sample 
was  inadequate  for  definitive  diagnosis.  Smooth 
muscle  tumors,  however,  can  be  difficult  to  evalu- 
ate histologically.  The  differentiation  of  benignity 
from  malignancy  is  usually  made  by  cellular  charac- 
teristics such  as  the  number  of  mitoses  and  amount 
of  necrosis  per  highpowered  field,  and  often  a large 
sample  is  necessary  to  make  a specific  diagnosis 
with  assurance.  Even  histologic  examination  of 
masses  removed  at  surgery  using  these  criteria  has 
shown  that  some  leiomyosarcomas  thought  to  be 
benign  behave  malignantly  and  vice-versa.10 

The  treatment  of  small  bowel  leiomyosarcoma  is 
palliative  surgical  resection  of  as  much  of  the  neo- 
plasm as  possible.  In  this  regard,  it  is  important  to 
diagnose  the  tumor  as  soon  as  possible  before  it  has 
a chance  to  infiltrate  adjacent  tissue  to  any  signifi- 
cant degree.  The  size  of  the  primary  lesion  usually 
does  not  affect  survival  unless  adjacent  organs  or 
vital  structures  are  involved  at  the  time  of  surgery. 
In  one  study,  there  were  no  five-year  survivors  of 
duodenal  leiomyosarcoma,  and  the  overall  interval 
from  palliative  resection  to  death  was  a dismal  27.4 
months.  Postoperative  radiotherapy  and  chemo- 
therapy did  not  affect  survival  in  this  study;  con- 
trolled trials  are  needed  to  show  their  efficacy.2 

Summary 

In  summary,  an  unusual  case  of  leiomyosarcoma 
of  the  duodenum  is  presented  with  a discussion  of 
the  salient  clinical  and  radiographic  features  of  the 
disease.  In  this  case,  the  lesion  mimicked  carcino- 
ma of  the  pancreas  on  routine  barium  studies,  but, 
the  normal  bilirubin  should  have  suggested  a pri- 


mary duodenal  process.  Early  diagnosis  of  small 
bowel  leiomyosarcoma  and  radical  surgical  resec- 
tion are  important  in  the  effective  therapy  and 
subsequent  survival  in  this  disease. 

We  thank  Ms.  Pat  West,  Ms.  Rose  Powell,  and  Ms. 
Shirley  Yowell  for  their  technical  assistance  and  Ms. 
Louise  Pope  for  her  editorial  help. 
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BENEFITS  CONFIRMED  in  over  150,000,000  office  uses 
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Data  on  file— Lederle  Laboratories,  Pearl  River,  N.Y 
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Please  see  following  column  for  brief  summary  of  prescribing  information. 


Proven  Clinical 
Accuracy 

THE  CRITICAL  FACTOR  IN  TB  SCREENING 


. . .and  no  easier  method 
to  confirm  the  results. 

Lederle  Tuberculin,  Old, 
TINE  TEST 


Indications:  For  screening  for  tuberculosis. 

Precautions:  Use  with  caution  in  persons  with  acute 
tuberculosis  (activation  of  quiescent  lesions  is  rare);  and  in 
patients  with  known  allergy  to  acacia.  Reactivity  to  the  test  may 
be  suppressed  in  those  receiving  corticosteroids  or 
immunosuppressive  agents,  or  those  who  have  recently  been 
vaccinated  with  live  virus  vaccine  such  as  measles,  mumps, 
rubella,  polio,  etc.  With  a positive  reaction,  further  diagnostic 
procedures  must  be  considered,  i.e.,  chest  x-ray,  microbiologic 
examinations  of  sputum  and  other  specimens,  confirmation  of 
positive  tine  test  (except  vesiculation  reactions)  by  Mantoux 
method.  When  vesiculation  occurs,  the  reaction  is  to  be 
interpreted  as  strongly  positive  and  a repeat  test  by  the 
Mantoux  method  must  not  be  attempted.  If  a patient  has  a 
history  of  occurrence  of  vesiculation  and  necrosis  with  a 
previous  tuberculin  test  by  any  method,  tuberculin  testing 
should  be  avoided.  Similar  or  more  severe  vesiculation  with  or 
without  necrosis  is  likely  to  occur. 

Pregnancy  Category  C.  Animal  reproduction  studies  have  not 
been  conducted;  whether  Tuberculin,  Old,  TINE  TEST®  can 
cause  fetal  harm  when  administered  to  a pregnant  woman  or 
can  affect  reproduction  capacity  is  unknown.  Tuberculin,  Old, 
TINE  TEST  should  be  given  to  a pregnant  woman  only  if  clearly 
needed.  During  pregnancy,  known  positive  reactors  may 
demonstrate  a negative  response. 

Adverse  Reactions:  Vesiculation,  ulceration,  or  necrosis  may 
appear  at  test  site  in  highly  sensitive  persons.  Pain,  pruritus 
and  discomfort  at  test  site  may  be  relieved  by  cold  packs  or  by 
topical  glucocorticoid  ointment  or  cream.  Any  transient 
bleeding  at  puncture  site  is  not  significant. 
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COLLECTIONS 

PROBLEMS? 

Richmond  area  attorneys,  authors 
of  “Collections,”  a volume  in  the 
Virginia  Law  Practice  Systems, 
will  handle  your  matters  in  a 
professional  manner. 

Fee  charged  on  what  is  collected  only. 
Inquiries  invited. 

SAMUEL  & PUSTILNIK 

Attorneys  and  Counselors  at  Law 

4901  Cutshaw  Avenue,  PO  Box  6857 
Richmond,  Virginia  23230-0857 
(804)  353-3831 


$1  Million 

Term  Life  Insurance 
$710  a year 
Age  40  male 

For  additional  quotes  call: 
(804)  481-2500 
We  believe  our  rates 
are  unbeatable. 

WILLIAMS  & CO. 

3878  Holland  Road 
Virginia  Beach,  VA  23452 
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Tax  shelter  up  to 
25%  of  your  income. 


The  pieces  are  in  place  to  give  even  small 
corporations  a custom  tailored,  tax-sheltered 
retirement  plan.  Contributions  are  invested  in 
high-yield  FSLIC  insured  certificates  of  de- 
posit safe  from  stock  market  fluctuations. 

In  just  a few  hours  our  TaxShield®plan 
can  be  designed  to  fit  your  needs.  There  are 


One  of  Virginia’s  Oldest  and  Largest. 
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When  your  overweight  patients  seek  your 
help  with  a weight  reduction  plan... 


. ..  . 


The  benefits  will 
outweigh  the  risks 
when  you  prescribe 

MELFIAT 105 


Because  MELFIAT  105 
effectively  controls  appetite. 
MELFIAT  105  (phendimetrazine 
tartrate),  an  effective  anorexiant, 
provides  the  appetite  control  over- 
weight patients  often  need  to  begin  a 
successful  program  of  weight  reduc- 
tion. And  the  positive  results  of 
initial  short-term  therapy  with 
MELFIAT  105  can  help  motivate 
tithem  to  a lifelong  commitment  of 
■ weight  control. 

Because  MELFIAT  105  has  a 
■3.7  hour  half-life  and  low  abuse 
potential. 

Therapeutic  efficacy  combined  with 
i short  half-life  and  minimal  abuse 
potential  make  MELFIAT  105  the 
irug  of  choice  in  the  treatment 
if  exogenous  obesity.  Because 
MELFIAT  105  has  a -hurt  half- life, 
t minimizes  drug  accumulation  and 
lelps  to  eliminate  such  effects  as  dis- 
urbed  sleep  patterns.  And.  because 
MELFIAT  105  has  significantly 
lower  abuse  potential  than  the 
amphetamines!  there's  less  risk  to 
four  patients.  According  to  a NT  DA 
National  Institute  on  Drug  Abuse) 
i report,  phendimetrazine  appears  to 
i ie  the  least  abused  anorexiant  when 
l ompared  to  phentermine  and 
liethvlpropion! 


■ atf-lrfe  comparison  of  MELFIAT  105  and  crtlser  anoreiia fits' 


Because  MELFIAT  105  is  in  a 
sustained-release  capsule. 
MELFIAT  105  provides  your 
patients  with  continuous  drug  deliv- 
ery for  appetite  control  that  lasts 
throughout  the  day  and  helps  to 
eliminate  compulsive  snacking  and 
overeating  at  meals.  In  addition,  the 
sustained-release  capsule  form 
maintains  more  constant  blood 
levels  of  MELFIAT  105...  without 
peaks  and  valleys. 

Because  MELFIAT  105  offers 
convenient,  once-a-day  dosage. 

MELFIAT  105  is  available  in  a con- 
venient capsule  containing  105  mg. 
The  simple  morning  dosage  regimen 
is  designed  to  encourage  compliance, 
minimizing  the  chance  of  missed 
doses  and  assuring  optimum  thera- 
peutic results. 

Because  MELFIAT  105  is  from 
Reid-Provident  Laboratories, Inc. 

Reid -Provident  has  the  highest  stan- 
dards of  quality  to  assure  that  only 
the  finest  products  reach  you.  An 
advisory  board  of  research  scientists, 
physicians,  pharmacists,  and  other 
technical  staff  continually  review- 
existing  products  and  new  product 
proposal-  to  make  sure  that  the  lat- 
est pharmaceutical  technology  is 
used  in  their  design  and  manufacture. 
That’s  because  Reid-Provident  is 
committed  to  you  and  your  patient.-. 

For  more  information  please  write  to 
Reid -Provident  Laboratories.  Inc. 

640  Tenth  Street.  NAM 
Atlanta.  Georgia  -30318 
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VIRGINIA  MEDICAL 


The  Effects  and  Side  Effects  of  Vaccines 


Second  only  to  improved  standards  of  nutrition, 
hygiene  and  sanitation,  nothing  has  been  more 
successful  than  immunizations  in  reducing  morbid- 
ity and  mortality  from  infectious  diseases.  There 
are  currently  available  in  the  United  States  more 
than  50  vaccines.  In  addition,  there  are  16  different 
serum  globulin  preparations  available  for  passive 
immunizations.  In  spite  of  the  extraordinary  suc- 
cess of  vaccines  (the  worldwide  eradication  of 
smallpox,  for  example)  and  the  large  number  avail- 
able, the  perfect  vaccine  has  yet  to  be  developed. 
The  perfect  vaccine  would  be  100%  protective  with 
a single  dose  given  at  any  age,  free  of  all  significant 
side  effects,  non-transmissible,  inexpensive  to  pro- 
duce and  highly  cost  effective  for  an  entire  popula- 
tion. With  regard  to  the  last  point,  cost  effec- 
tiveness, only  four  vaccines  have  been  clearly 
demonstrated  to  be  cost  effective:  pertussis,  mea- 
sles, poliomyelitis  and  rubella  vaccines.1 

Questions  about  the  safety  of  pertussis  vaccines 
have  been  raised  for  at  least  25  years,  and  these 
have  recently  resurfaced  in  the  popular  press. 

The  incidence  of  infection  due  to  the  bacterium  B 
pertussis  has  dramatically  decreased  in  the  United 
States  over  the  last  30  years,  possibly  attributable 
to  the  pertussis  vaccine.  The  highest  severity  and 
fatality  of  the  disease  is  in  young  infants;  thus  this 
country  has  emphasized  early  active  immunization 
of  all  infants. 

In  the  State  of  Virginia  in  the  last  four  years  there 
have  been  69  cases  of  pertussis  reported  to  the 
Virginia  State  Health  Department.  Some  of  these 
cases  have  occurred  in  spite  of  apparent  adequate 
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immunization.  Thus  the  organism  is  still  present 
within  the  population,  carried  in  the  nasopharynx  of 
adequately  immunized  individuals,  and  the  vaccine 
is  not  100%  effective  in  preventing  clinical  disease. 
Pertussis  vaccine  is  one  of  the  crudest  vaccines 
used.  It  is  an  extract  of  whole  bacterial  cells  that 
contains  many  proteins  and  antigens,  such  as  ade- 
nylate cyclase  and  endotoxin.  The  impurity  of  this 
vaccine  probably  contributes  to  the  high  incidence 
of  local  and  systemic  side  effects  following  its 
administration.  A recent  study  comparing  the  inci- 
dence of  adverse  reaction  associated  with  DTP  and 
DT  vaccines  in  infants  and  children  noted  that  the 
pertussis  component  of  the  DTP  vaccine  accounted 
for  the  high  incidence  of  local  and  systemic  reac- 
tions.2 Local  redness,  swelling,  and  pain  occurred 
in  40  to  50%  of  children  receiving  DTP.  Fever 
occurred  in  31%,  drowsiness  31%,  fretfulness  53%, 
vomiting  6%,  anorexia  21.9%,  and  persistent  crying 
3%.  Following  15,752  DTP  immunizations,  nine 
children  developed  seizures,  and  nine  developed 
hypotonic  hyporesponsive  episodes.  These  children 
recovered  from  these  reactions  without  sequelae. 
The  incidence  of  convulsions  or  hypotonic  episodes 
was  one  in  1,750  DTP  immunizations.  Due  to  the 
lack  of  permanent  neurological  sequelae  and  death 
attributable  to  DTP  immunizations,  continued  use 
of  the  routine  pertussis  immunization  in  infancy  and 
childhood  seems  warranted. 

There  are,  however,  several  severe  reactions  that 
have  been  related  temporally  to  pertussis  vaccina- 
tion. Their  reported  occurrence  appears  to  be  so 
infrequent  that  meaningful  statistical  analysis  is 
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impossible.  These  reactions  include  shock,  pro- 
longed crying  or  screaming,  extremely  high  fever 
(greater  than  40.5°C),  seizures,  and  diffuse  and  focal 
encephalopathy.  Children  who  exhibit  one  of  these 
reactions  following  DTP  administration  should  not 
be  given  pertussis  vaccine  again;  only  the  diphthe- 
ria and  tetanus  vaccine  (DT)  should  be  used  for 
subsequent  immunizations.  This  is  because  pertus- 
sis occurs  infrequently  and  carries  the  highest  risk 
for  infants.  Once  out  of  the  neonatal  period,  the 
child  is  unlikely  to  acquire  pertussis,  and  if  he 
should,  the  mortality  is  low. 

It  should  be  recalled  that  severe  reactions  occur 
not  only  following  bacterial  vaccines  but  also  may 
be  temporally  associated  with  both  killed  and  live 
viral  vaccines.  One  needs  only  to  recall  the  swine 
influenza  vaccine,  circa  1975,  and  the  Guillain- 
Barre  syndrome  to  appreciate  the  problem.  Thus 
physicians  caring  for  children  will  always  have  an 
occasional  problem  about  subsequent  immunization 
for  the  patient  who  has  an  unusually  severe  vac- 
cine-associated reaction.  As  described  above,  fever 
up  to  40°C  and  local  reactions  are  not  contraindica- 
tions to  subsequent  immunization.  When  the  reac- 
tions are  severe  and  potentially  life-threatening, 
there  is  never  a satisfactory  answer  about  whether 
the  reaction  was  caused  by  the  vaccine  or  not.  Thus 
the  physician  must  weigh  multiple  factors  in  each 
situation  in  deciding  on  the  need  for  reimmunization 
with  that  vaccine.  In  the  case  of  pertussis,  the 
hazards  of  reimmunization  outweigh  the  risks  of 
infection.  If,  however,  the  reaction  was  to  one  of 
the  live  virus  vaccines  where  protection  is  impor- 
tant, such  as  poliomyelitis  or  measles,  I would 
delay  subsequent  immunization  several  years.  If 
antibody  titers  are  inadequate,  immunization  can  be 
done  beginning  with  a fractional  dose  (1/10  of  the 
standard  dose)  and  gradually  increased  to  a full 
dose  if  no  side  effects  occur.  In  the  case  of  polio, 
one  could  also  use  the  inactivated  Salk  vaccine. 

Live  viral  vaccines,  while  generally  producing 
excellent  immunity  and  few  side  elfects,  also  have 
their  limitations.  For  some  viruses,  attenuation  is 
difficult,  for  example,  cytomegalovirus,  varicella 
and  herpes  simplex.  The  use  of  live  vaccines  is  also 
restricted  to  those  who  are  not  immunosuppressed 
or  pregnant.  Live  viral  vaccines  may  also  produce 
symptoms  similar  to  those  of  the  natural  infection. 
Mumps  vaccine  has  occasionally  been  associated 
with  unilateral  nerve  deafness  and  encephalitis 
within  30  days  after  vaccination.  Measles  vaccine  is 
associated  with  low  grade  fever,  malaise,  and  skin 
rash  5-10  days  following  immunization  in  10%-20% 
of  individuals.  No  respiratory  complications  have 


occurred;  however,  central  nervous  system  dis- 
ease, such  as  encephalitis  or  encephalopathy,  may 
occur  at  about  one  case  per  million  doses.  Daw- 
son's encephalitis  may  also  occur,  with  an  inci- 
dence of  0.15-1.1/million  doses.  These  rates  of 
central  nervous  system  complications  are  about 
tenfold  less  than  those  following  natural  measles 
infection.3  The  debate  over  the  relative  merits  of  the 
Salk  (killed)  versus  the  Sabin  (live)  polio  vaccine 
has  continued  for  at  least  25  years,  again  illustrating 
that  the  perfect  vaccine  has  yet  to  be  developed. 

Thus  no  vaccines  currently  used  are  entirely 
without  side  effects.  The  safest  and  most  effective 
appear  to  be  those  prepared  against  small  protein 
molecules.  In  addition,  there  are  many  infections 
for  which  safe  and  effective  vaccines  would  be 
desirable  ( Haemophilus  influenzae  and  cytomegalo- 
virus). These  facts  mean  that  much  work  remains  to 
be  done  in  the  design  and  development  of  new 
immunizing  agents.  The  use  of  recombinant  DNA 
techniques  holds  extraordinary  promise  in  this  area. 
Recently  reported  is  the  development  of  a vaccine 
for  hand,  foot  and  mouth  disease  in  cattle,  using 
molecular  cloning  methodologies  to  produce  viral 
proteins  in  bacterial  cells.  Extensive  work  is  al- 
ready under  way  using  similar  techniques  to  pro- 
duce the  surface  antigen  to  hepatitis  B (HBsAg)  for 
vaccine  use.  The  new  hepatitis  vaccine  described 
elsewhere  in  this  issue  is  produced  from  viral  parti- 
cles from  human  sera,  making  it  short  in  supply  and 
high  in  cost.  A new  concept  for  vaccine  production, 
still  in  its  infancy  (although  patent  disputes  already 
exist),  is  to  use  small  viral  or  bacteria-specific 
peptides  chemically  synthesized  in  the  laboratory. 
With  these  synthetic  peptides,  inexpensive,  effec- 
tive vaccines  free  of  side  effects  may  be  produced  to 
a wide  variety  of  microbial  pathogens.  These  tech- 
niques are  still  years  from  fruition,  but  they  give 
extraordinary  promise  for  new  vaccines  which  will 
undoubtedly  be  associated  with  now  unforeseen 
problems  and  new  controversies. 

Stuart  P.  Adler,  MD 

Department  of  Pediatrics 

Medical  College  of  Virginia,  Richmond  VA  23298 
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George  H.  Carr  Jr.,  MD 

Dr.  George  H.  Carr  Jr.,  Portsmouth,  died  while 
on  duty  at  Portsmouth  General  Hospital  on  March 
28.  He  was  74  years  old. 

Dr.  Carr  was  graduated  from  Washington  and 
Lee  University  and  received  his  medical  training 
from  the  University  of  Pennsylvania  and  Mercy 
Hospital  in  Baltimore.  In  1934  he  established  his 
practice  in  his  hometown  of  Portsmouth,  later  serv- 
ing a term  as  president  of  Portsmouth  General 
Hospital.  He  came  to  membership  in  The  Medical 
Society  of  Virginia,  41  years  ago  through  the  Ports- 
mouth Academy  of  Medicine  and  belonged  also  to 
the  American  Society  of  Internal  Medicine. 


M.  J.  W.  White,  Jr.,  MD 

Dr.  Matthew  J.  W.  White,  Jr.,  who  had  conduct- 
ed a general  practice  in  Luray,  Virginia,  for  over  30 
years,  died  February  14  at  a hospital  in  Punta 
Gorda,  Florida,  where  he  had  lived  in  retirement 
since  1970.  He  was  82  years  old. 

Born  in  Norfolk,  Dr.  White  was  a graduate  of  the 
University  of  Virginia  School  of  Medicine  and 
trained  at  the  Capitol  Hill  Hospital  in  Washington, 
DC.  Before  beginning  his  medical  practice  in  Lu- 
ray, Dr.  White  served  six  years  as  a medical  mis- 
sionary in  the  Philippines  for  the  United  Church  of 
Christ.  He  saw  service  in  both  World  Wars,  retiring 
as  a captain  in  the  US  Navy,  and  had  served  as 
president  of  the  Luray  Rotary  Club 

Long  a member  of  The  Medical  Society  of  Virgin- 
ia, Dr.  White  belonged  also  to  the  American  Acade- 
my of  Family  Physicians,  American  Society  of 
Abdominal  Surgeons  and  the  Association  of  Mili- 
tary Surgeons  of  the  United  States. 

Memoir  of  J.  Edward  George 
1919-1981 

By  Charles  L.  Crockett , Jr.,  MD, 
and  L.  Robert  Clough,  MD 

Dr.  “Ed”  George  of  Roanoke  died  suddenly  and 
unexpectedly  on  November  11,  1981. 

John  Edward  George  was  born  on  December  7, 


1919,  to  Lottie  and  John  George  in  Roanoke,  Vir- 
ginia. He  grew  up  in  Roanoke  and  attended  Jeffer- 
son High  School.  He  attended  Virginia  Military 
Institute  for  one  year  and  then  went  to  Hampden- 
Sydney  College,  where  he  graduated  cum  laude  in 
1941.  He  then  attended  medical  school  at  the  Uni- 
versity of  Virginia  and  graduated  in  1944.  He  served 
an  internship  at  Hillman  Hospital  in  Birmingham, 
Alabama,  and  then  entered  the  US  Navy,  where  he 
served  for  two  years.  Following  his  discharge  from 
the  service,  he  began  a residency  in  general  surgery 
at  Baltimore  City  Hospital.  Upon  completion  of  his 
residency  in  1950,  he  returned  to  Roanoke  and 
began  the  practice  of  surgery. 

He  was  a diplomat  of  the  American  Board  of 
Surgery,  a fellow  of  the  American  College  of  Sur- 
geons and  a clinical  associate  professor  of  surgery 
of  the  University  of  Virginia  School  of  Medicine. 
He  was  a member  of  the  Roanoke  Academy  of 
Medicine,  The  Medical  Society  of  Virginia,  Virginia 
Surgical  Society  (Founders’  Group)  and  was  on  the 
board  of  directors  of  Blue  Cross/Blue  Shield  of 
Southwestern  Virginia. 

His  surgical  career  was  not  overly  auspicious  in 
terms  of  awards,  papers  written  or  research  com- 
pleted. However,  he  quietly  contributed  greatly  to 
the  practice  of  surgery  and  surgical  education  in 
Roanoke,  particularly  at  Roanoke  Memorial  Hospi- 
tals. He  was  admired  and  respected  by  his  col- 
leagues for  his  keen  clinical  judgment. 

He  was  the  initiator  and  driving  force  behind  the 
successful  quest  for  an  approved  surgical  residency 
at  Roanoke  Memorial.  He  was  justly  proud  of  his 
teaching  appointment  from  the  University  of  Vir- 
ginia and  generously  shared  his  time  and  talent  in 
the  teaching  of  residents  and  medical  students. 

I believe  Ed  George  would  most  like  to  be 
remembered  as  an  active  practicing  surgeon,  doing 
his  diligent  best  to  take  care  of  his  patients — and 
there  are  myriad  people  who  will  attest  to  the 
success  of  his  endeavors.  He  loved  the  practice  of 
surgery,  and  he  transfused  that  love  into  his  prac- 
tice. His  second  love  in  this  life  was  golf,  and 
whenever  possible,  his  free  time  was  spent  on  the 
golf  course,  enjoying  the  game  and  the  friendship  of 
his  many  playing  companions.  He  had  been  able  to 
go  to  Scotland  on  two  different  occasions  to  play 
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the  fabled  golf  courses  of  that  country  and  nothing 
could  have  impressed  him  more,  not  only  the  golf 
courses  but  the  country  and  its  people. 

Now  he  is  gone.  “Ed”  George — surgeon,  stu- 
dent, teacher,  golfer,  gentleman,  friend.  He 
touched  a lot  of  lives  in  this  community.  We  may 
miss  him  more  than  we  realize  now. 

Memoir  of  Andree  W.  Zalis 
1927-1981 

By  John  A.  Russell,  Jr.,  MD 

When  the  Nazis  came  to  the  city  of  Metz  in 
France,  Andree  Zalis  and  her  family  put  on  their 
clothes  with  gold  coins  sewn  into  the  hems  and  left, 
eventually  walking  into  Switzerland. 

Andree  Zalis  died  in  Richmond  on  February  25, 
1981,  fighting  lymphoma,  at  age  54,  having  rebuilt  a 
life  disrupted  by  the  war,  leaving  a family,  a depart- 
ment at  the  Veterans  Administration  Center,  and  a 
legacy  of  tender  intellectual  neuropsychiatric  care. 
Her  husband,  Orestes  S.  Zalis,  MD,  and  her  two 
sons,  Alain  and  Michael,  survive  her. 

She  was  born  and  raised  in  Alsace-Lorraine  and 
educated  in  Grenoble,  Paris  and  Strasbourg  in  the 
French  neurological  tradition  of  Charcot.  She  had  a 
year  of  neurosurgery  which  may  have  involved 
excessive  radiation.  She  interned  at  Michael  Reese 
Hospital  in  1958  and  then  made  her  decision  to 
continue  in  rehabilitation  medicine.  Her  academic 
appointments  included  instructor  in  neurology  at 
Northwestern,  associate  professor  of  physical 
medicine  and  rehabilitation  at  Illinois  and  Loyola, 
associate  professor  of  physical  medicine  at  MCV 
and  chief  of  rehabilitation  medicine  at  McGuire 
Veterans  Administration  Hospital  since  1973.  Her 
skills  in  EEG  and  EMG  were  well  known.  She  had 
18  publications  from  1954  to  1977,  and  died  before 
her  federal  grant  could  be  implemented  and  her 
department  at  the  VA  could  reach  full  flower. 

The  Zalis  home  sits  on  a hill  overlooking  a lake.  A 
large  family  of  ducks  nest  at  the  water’s  edge. 
Visiting,  one  would  find  Andree  tending  her  garden. 
She  would  take  you  on  a tour,  pointing  out  the 
azaleas,  dwarf  evergreens,  rhododendrons,  laven- 
der, and  roses  she  had  carefully  planted  along  the 
slope  of  the  hill.  In  spring,  the  plants  will  burst  into 
color  and  scent,  reminding  us  of  how  she  lived  her 
life.  She  explored,  reflected  and  planned,  then 
planted,  nurtured,  and  pruned,  always  with  an 
understanding  of  the  final  beauty  maturation  would 
bring.  The  hillside  stands  as  a reminder  of  her 


warmth,  sensitivity  and  skills.  As  a physician, 
mother  and  wife  she  was  quite  complete.  The 
patients  and  staff  at  the  VA  benefited  from  both  her 
psychological-mindedness  and  medical  skill.  As  a 
talented  and  strong,  yet  modest,  woman,  she  dem- 
onstrated well  how  to  balance  multiple  career  re- 
sponsibilities. She  will  be  missed  by  all  and  her 
death  is  indeed  a loss  to  our  community. 

Memoir  of  E.  U.  Wallerstein 
1894-1981 

By  John  A.  Gill,  MD,  Edmund  M.  LaPrade,  MD, 
and  Julius  C.  Hulcher,  MD 

Emmanuel  U.  Wallerstein  was  born  in  Rich- 
mond, Virginia,  in  1894.  He  attended  local  Rich- 
mond schools  and  proceeded  with  his  advanced 
education  at  the  University  of  Virginia,  where  he 
earned  his  undergraduate  degree  and  was  elected  to 
Phi  Beta  Kappa.  He  earned  his  medical  degree  at 
Johns  Hopkins  University.  Part  of  his  postgraduate 
medical  training  he  took  in  Vienna,  where  he  devel- 
oped his  specialized  interest  in  otolaryngology.  He 
was  a fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  American  Laryngological 
Society,  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  The  Medical  Society  of  Virgin- 
ia and  the  American  Medical  Association. 

He  was  the  first  endoscopist  in  the  Richmond 
medical  community  and  gained  national  recognition 
for  removal  of  foreign  objects  from  the  throat  and 
lungs.  It  should  be  especially  noted  that  Dr.  Waller- 
stein accepted  the  dreaded  challenge  of  his  day  of 
caring  for  those  infants  and  adults  whose  airways 
were  threatened  by  the  then  awesome  problem  of 
the  diptheric  larynx.  It  is  truly  difficult  for  today’s 
physician  to  appreciate  what  it  was  to  be  faced  with 
this  aspect  of  diptheria. 

Dr.  Wallerstein’s  other  interests  formulated  in 
him  a warm  and  convivial  companionship.  He  was 
vitally  interested  in  wild  creatures  and  their  habi- 
tats, pursuing  this  interest  with  infectious  vigor  in 
his  small  boat  to  places  such  as  the  upper  reaches  of 
Dragon  Run,  the  headwaters  of  the  loveliest  of 
Virginia  rivers,  the  Piankitank. 

Rounding  out  his  circle  of  life's  achievements  and 
participation  was  his  spiritual  nourishment  gained 
as  a congregant  of  Temple  Beth  Ahabah  and  his 
membership  in  the  Virginia  Historical  Society.  He 
died  on  July  19,  1981  at  age  87  at  his  family  home. 
Black  Walnut  Farm,  in  Clover,  Virginia. 
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THE  HARD  PART 
COmES  AFTER  THE  DETOX 

Our  nationally  recognized  Alcoholism  Treatment  Program  at 
The  Arlington  Hospital  is  fully  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  We  are  successful  because  we  offer  a total 
treatment  program,  including: 

• 21-28  day  inpatient  treatment  including  detoxification 

• Separate  adolescent  program  for  patients  ages  13-18 

• Professional  counseling  staff 

• Primary  nursing  care 

• 1 5-week  aftercare  group  treatment 

• One-year  aftercare  follow-up 


For  an  Informative  brochure  and  rate  information,  call  or  write: 


Alcoholism  Treatment  Program 
The  Arlington  Hospital 

1701  North  George  Mason  Drive 
Arlington,  Virginia  22205 
703/558-6536 


Charles  G Smith,  M.D. 
Medical  Director 
Morris  A.  Hill,  M.H.S. 
Program  Director 


The  Arlington  Hospital  is  a 350-bed  nonprofit  institution,  extending  a 
commitment  in  community  health  care. 


McG  uire  Clinic,  Inc. 

7702  Parham  Road,  Richmond,  Virginia  23229  (804)  270-0240 


ANESTHESIOLOGY 

G.  A.  Weimer,  M.D. 

Boyd  H.  May,  M.D. 

Steven  M.  Hopper,  M.D. 

DERMATOLOGY 

E.  Randolph  Trice,  M.D. 

FAMILY  PRACTICE 

Charles  F.  Irwin,  M.D. 

Frank  N.  Bain,  M.D. 

L.  Michael  Breeden,  M.D. 
Stuart  S.  Solan,  M.D. 

INTERNAL  MEDICINE 

John  P.  Lynch,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  Sr.,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  M.D. 
Randolph  M.  Halloran,  M.D. 
Hilton  R.  Almond,  M.D. 

James  A.  Repass,  M.D. 
Michael  J.  Miller,  M.D. 

Stanley  C.  Tucker,  M.D. 
Marigail  Wynne  David,  M.D. 
Richardson  Grinnan,  M.D. 
Joseph  Longacher,  M.D. 
Richard  L.  Glazier,  M.D. 

David  D.  Vaughan,  M.D. 


Joseph  S.  Galeski,  III,  M.D. 

N.  Michael  Vranian,  M.D. 
Martin  T.  Starkman,  M.D. 
Robert  W.  Bedinger,  Jr.,  M.D. 

ALLERGY 

John  B.  Catlett,  M.D. 

David  D.  Vaughan,  M.D. 

CARDIOLOGY 

Randolph  M.  Halloran,  M.D. 
Stanley  C.  Tucker,  M.D. 

GASTROENTEROLOGY 

Hilton  R.  Almond,  M.D. 
Joseph  Longacher,  M.D. 

GERIATRICS 

John  P.  Lynch,  M.D. 

HEMATOLOGY  & ONCOLOGY 

Burness  F.  Ansell,  M.D. 
Richard  L.  Glazier,  M.D. 

NEPHROLOGY 

James  A.  Repass,  M.D. 
Ronald  N.  Kroll,  M.D. 

Martin  T.  Starkman,  M.D. 

W.  Wayne  Key,  M.D. 

PULMONARY  DISEASES 

Richardson  Grinnan,  M.D. 


NUCLEAR  MEDICINE  & 
ENDOCRINOLOGY 

David  L.  Litchfield,  M.D. 

RHEUMATOLOGY 

Michael  J.  Miller,  M.D. 

OPHTHALMOLOGY 

T.  Todd  Dabney,  M.D. 

NEUROLOGY 

Stephen  L.  Jaffe,  M.D. 

PATHOLOGY 

Hubert  R.  White,  Jr.,  M.D. 

RADIOLOGY-DIAGNOSTIC 
Henry  S.  Spencer,  M.D. 

Donald  P.  King,  M.D. 

William  F.  Proctor,  M.D. 

J.  Gregory  South,  M.D. 

Karsten  F.  Konerding,  M.D. 

RADIOLOGY-THERAPEUTIC 

A.  W.  Burke,  Jr.,  M.D.,  PhD. 

SURGERY  & GYNECOLOGY 

Joseph  W.  Coxe,  III,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Charles  S.  Drummond,  Jr.,  M.D. 
Martin  T.  Evans,  M.D. 


Established  1923  by  Stuart  McGuire,  M.D. 
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WHO’S  WHO 


For  Dr.  Alexander  McCausland 

of  Roanoke,  1982  got  off  to  an 
invigorating'  start.  First  he  precip- 
itated the  heady  experience  of  giv- 
ing a splendid  800-acre  farm  to  the 
State  of  West  Virginia.  Under- 
standably delighted.  West  Virgin- 
ia’s Gov.  John  D.  Rockefeller  IV 
responded  by  naming  Dr.  McCaus- 
land “Farmer-Philanthropist”  in 
cermonies  marking  National  Agri- 
culture Day.  Then,  not  to  be  left 
out  of  the  festive  ambience,  the 
board  of  directors  of  the  Roanoke 
Academy  of  Medicine  created  for 
Dr.  McCasuland  a Certificate  of 
Appreciation  honoring  his  “exem- 
plary contributions”  to  profession 
and  community. 

The  farm,  located  in  West  Vir- 
ginia’s Mason  County,  was  given 
as  a memorial  to  Dr.  McCausland’s 
grandfather,  John  McCausland, 
who  grew  up  in  the  Mason  County 
area  and  was  graduated  from  Vir- 
ginia Military  Institute,  where  he 
then  served  as  a professor  with 
“Stonewall”  Jackson.  Entering 
Civil  War  service  in  1861,  John 
McCausland  saw  action  in  many 
sectors,  became  a brigadier  gener- 
al, and  was  at  Appamattox  when 
Gen.  Robert  E.  Lee  surrendered. 
Returning  to  Mason  County  after 

I the  war.  General  McCausland  pro- 
ceeded to  develop  several  acres  of 
Kanawha  River  bottom  land;  at  his 
death  in  1927,  at  the  age  of  90,  he 
owned  a total  of  3,737  acres.  The 
property  was  divided  among  his 
daughter  and  three  sons,  one  of 
them  Dr.  Alexander  McCausland, 
and  it  was  this  inheritance,  careful- 

Ily  nurtured  over  the  intervening 
years,  that  Dr.  McCausland  gave  to 
West  Virginia.  With  the  acreage 


went  200  head  of  beef  cattle,  much 
equipment  and  many  improvements. 

In  ceremonies  marking  transfer 
of  the  property.  Governor  Rocke- 
feller welcomed  the  farm  as  a site 
for  demonstration  programs  and 
field  testing. 

The  award  from  his  Roanoke 
peers  was  presented  to  Dr. 
McCausland  by  Dr.  John  A.  Martin 
at  a spring  meeting  of  the  Roanoke 
Academy.  Dr.  Martin  cited  Dr. 
McCausland’s  presidencies  of  the 
Roanoke  Academy,  The  Medical 
Society  of  Virginia,  and  the  Ameri- 
can College  of  Clinical  Immunolo- 
gy and  Allergy.  This  solid  leader- 
ship tops  an  extensive  list  of  other 
contributions  over  and  above  the 
accomplished  service  of  Dr. 
McCausland’s  35  years  of  medical 
practice. 

New  vice  president  of  medical 
affairs  for  Blue  Cross  and  Blue 


Shield  of  Virginia  is  Dr.  Richardson 
Grinnan,  Richmond  internist  spe- 
cializing in  pulmonary  diseases, 
who  thus  becomes  the  organiza- 
tion’s chief  medical  officer,  respon- 
sible for  all  medical  affairs. 

Dr.  George  L.  Fischer,  Clifton 
Forge,  is  the  new  president  elect  of 
the  Virginia  Society  of  Internal 
Medicine;  he  was  chosen  at  the 
society’s  recent  annual  meeting  in 
Arlington.  These  others  were  on 
the  elected  slate  of  officers:  Dr. 
Gary  E.  Glontz,  Roanoke,  presi- 
dent; Dr.  William  C.  Branscome, 
Staunton,  vice  president;  and  Dr. 
John  W.  Knarr,  Pulaski,  secretary- 
treasurer. 

After  45  years  of  serving  the 
Goochland  community  as  a family 
physician.  Dr.  William  S.  Lloyd  re- 
tired early  this  year,  and  the  staff  of 
the  Goochland  Medical  Center 
marked  the  occasion  with  a fare- 
well luncheon  in  his  honor.  Dr. 
Lloyd  was  graduated  from  the 
Medical  College  of  Virginia  in 
1934;  three  years  later  he  joined 
The  Medical  Society  of  Virginia, 
and  he  has  been  a member  ever 
since. 


New  life  for  a legacy:  left  to  right.  Governor  Rockefeller,  Dr.  McCausland, 
Agriculture  Commissioner  Gus  R.  Douglass.  Market  Bulletin  photo. 
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VIRGINIA 
M EDICAL 
CLASSIFIED 

Virginia  Medical  classified  ads  accepted  at  the  discre- 
tion of  the  Editor.  Rates  to  Medical  Society  of  Virginia 
members:  $15  per  insertion  up  to  50  words,  25$  each 
additional  word.  To  non-members:  $30  per  insertion  up  to 
50  words,  25$  each  additional  word.  Deadline:  5th  day  of 
month  prior  to  month  of  publication.  Send  to  the  Adver- 
tising Manager,  4205  Dover  Road,  Richmond  V A 23221 . 


ANESTHESIOLOGIST,  Board  eligible  + Part  1 of  Ameri- 
can Board,  5 years  of  private  practice,  well  trained  in 
general  and  regional  anesthesia  (epidural,  spinal,  periferal 
nerve  block),  pain  clinic,  respiratory  therapy  and  neonatol- 
ogy, seeks  fee  for  service  practice.  Virginia  Medical,  Box 
58,  4205  Dover  Road,  Richmond  VA  23221. 

FOR  SALE:  Titmus  Vision  Tester  OV-7M  w / table.  New 
9/81,  never  used,  $900.  Pitney  Bowes  mail  inserter  #3300 
w/folding  machine,  $250.  Pitney  Bowes  postage  meter 
#4250,  $250.  (703)  373-2922. 

RADIOLOGIST — Wanted  for  work  in  radiologic  imaging, 
performing  studies  on  patients,  interpreting  and  reporting 
those  studies,  teaching  students,  and  related  research. 
Requires  MD  degree  and  three  years  experience.  40  hours 
per  week,  $28,000  per  year.  Send  all  resumes  to  Betty 
Gilley,  Virginia  Employment  Commission,  318  E.  Cary  St., 
Richmond  VA  23219. 

FOR  RENT — Wintergreen  Treeloft  home.  Spectacular 
views  in  Blue  Ridge  Mountain  year-found  resort.  3 bed- 
rooms, 2 baths,  sleeps  8.  Near  Mountain  Inn  with  tennis, 
dining,  shops  and  entertainment.  Beautiful  golf  course. 
Hiking.  Horseback  riding.  Enjoy  a beautiful  spring  week- 
end for  $150.  Week  in  June  $375,  in  July  and  August  $475. 
Call  (804)  293-9121. 

SUMMER  CME  cruise/conferences  on  legal-medical  issues. 
10-day  Caribbean  cruise  departs  July  28,  1982  (free  round- 
trip  airfare  to  Florida),  visiting  five  picturesque  islands.  14- 
day  Mediterranean  cruise  departs  August  21,  1982,  visiting 
Italy,  Greece,  Egypt,  Israel,  Turkey,  Yugoslavia.  Seminars 
led  by  distinguished  professors.  Approved  for  24  CME 
Category  I credits.  Excellent  fly/cruise  group  fares  on  finest 
ships.  Both  conferences,  scheduled  prior  to  12/13/80,  con- 
form to  IRS  tax-deductibility  requirements  under  1976  Tax 
Reform  Act.  Registration  limited.  For  color  brochures  and 
information  contact  International  Conferences,  189  Lodge 
Ave.,  Huntington  Station  NY  11746,  (516)  549-0869. 


SHOPPING  for  an  airplane?  Call  us  for  the  lowest  prices 
on  any  new  or  used  aircraft  in  the  U.S.  We  are  wholesalers 
and  promise  you  prompt  delivery  on  the  aircraft  of  your 
choice.  Compare  our  low  prices.  TOLL-FREE  (800)  24 1 - 
6905.  Physicians  Service  Association,  Atlanta  GA. 

SNOWSHOE — Spacious  6-bedroom  townhouse  at  Land’s 
End  with  breathtaking  sunset  view  from  large  deck  that 
spans  3 rooms;  stone  fireplace,  room  for  sauna,  2-car 
garage,  on  Cup  Run  near  Lodge.  Rental  income  $375/ 
night.  For  sale:  $180,000.  (703)  544-7572,  Paul  Pascarosa, 
MD. 

HILTON  HEAD  ISLAND— For  Rent:  3 bedroom,  2 bath 
beach  house.  In  South  Forest  Beach,  oceanside  on  beach- 
walk.  Weeks  in  June,  July  and  August  still  available.  Call 
owner  (703)  273-5809. 

RETIREMENT  with  income:  Any  physician  over  70  in 
Northern  Virginia  or  DC  wanting  to  retire  with  reasonable 
percentage  income  by  leasing  (not  selling)  his  practice, 
please  write  c/o  E.J.  Park,  4613  Mayhunt  Court,  Alexan- 
dria VA  22312. 

WINTERGREEN — Luxury  3 bedroom  condominium  for 
rent,  fully  furnished.  Enjoy  golf,  tennis,  hiking,  swimming, 
horse  back  riding  and  the  cool  mountain  breezes  at  3,800 
feet.  Reservations  accepted  now  for  next  ski  season.  Call 
(804)  262-8697  or  288-4355. 

PHYSICIANS  signature  loans  to  $50,000.  Take  up  to  seven 
years  to  repay  with  no  pre-payment  penalties.  Use  for 
taxes,  investment,  consolidation  or  any  other  purpose. 
Prompt,  courteous  service.  TOLL-FREE  (800)  241-6905. 
Physicians  Service  Association,  Atlanta  GA.  Serving  MDs 
for  over  ten  years. 

BILLING  SYSTEM  for  medical  specialty  and  general 
practice.  The  best  in  the  market,  fully  tested,  completely 
debugged.  Runs  with  CPM,  CBASIC2  on  64K  Ram. 
Choose  program  only  or  with  computer.  We  install  any- 
where in  USA.  Software  support  available.  Also  available: 
NEC  PC-8000,  TRS-80  Mod  II  (by  Tandy  Corp),  hard 
discs,  modems,  printers,  software  for  business  and  ac- 
counting. Wordprocessing  and  mail  list  goes  with  computer 
or  buy  separate.  Call  (804)  443-5880.  Rappahannock  Com- 
puters, PO  Box  788,  Tappahannock  VA  22560. 

Put  your  ad  in 
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the  Virginia  doctors’  classified. 
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Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


in  recurrent 
UTI. . . 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume. . .on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coli,  KlebsiellaEntero- 
bacter,  Proteus  mirabiiis,  Proteus  vulgaris,  Proteus  morganii.  It  Is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
Is  due  to  ampiclllin-resistant  Haemophilus  influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  is  not  indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician’s 
Judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  ttexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with, 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus.  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A p -hemolytic 
streptococcal  fonsillopharyngitis  have  higher  Incidence  of  bacleriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopema  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC  s are  recommended,  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  'date 
deficiency,  severe  allergy  or  bronchial  asthma  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin,  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopema,  leuko- 
penia. hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions:  Erythema 
multiforme.  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E phenomenon.  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  tor  inlants  less  than  two  months  ot  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength). 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days. -Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength).  2 tablets  (single  strength)  or 
4 teasp  (20  ml)  b.i.d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28.  Tablets  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100:  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


in  shigellosis 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


✓ _\  ROCHE  LABORATORIES 

\ ROCHE  y Division  of  Hoffmann-La  Roche  Inc. 
\ A Nutley,  New  Jersey  07110 


from  site  to  source  Bactrim  DS 

_ t t u.  u r . , „ 160  mg  trirr  lethoprim  and  800  mg  sulfamethoxazole 

Bactrim  continues  to  demonstrate  high  clinical  effec-  

tiveness  in  recurrent  urinary  tract  infections.  Bactrim  DOUBLE  STRENGTH]  TABLETS 

reaches  effective  levels  in  urine,  serum,  and  renal 

tissue1 . . .the  trimethoprim  component  diffuses  into 

vaginal  secretions  in  bactericidal  concentrations1... 

and  in  the  fecal  flora,  Bactrim  effectively  suppresses 

Enterobacteriaceae12  with  little  resulting  emergence 

of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN  N Engl  J Med  303:426-432,  Aug  21,  1980  2.  Data  on  file, 

Medical  Department,  Hoffmann-La  Roche  Inc. 


maximizes  results  with  B.I.D.  convenience 


due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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THE  MEDICAL  SOCIETY  OF  VIRGINIA^ 

and  its  COMPONENT  SOCIETIES 

SPONSORED 


DSSURMCE  PLANS 

FOR  MEMBERS  AND  THEIR  FAMILIES 


1.  TERM  LIFE  INSURANCE* 

■ Member  maximum:  $250,000. 

■ Spouse  maximum  also  $250,000. 

■ Affordable  Premiums. 


2.  DISABILITY  INCOME— MEMBERS 

■ Benefits  up  to  a total  of  $5,000  per  month  for 
first  two  years  of  disability — $3,000  per  month 
thereafter. 

■ Cost  of  Living  benefit  increase  provision. 


ACCIDENTAL  DEATH  AND 

6.  DISMEMBERMENT  PLAN* 

■ Up  to  $500,000  Principal  Sum  for  members. 

■ Benefits  also  offered  to  all  family  members. 

$1  MILLION  EXCESS  MAJOR 

7.  MEDICAL  PLAN 

■ Much  needed  "third  level"  of  protection. 

■ Pays  100%  of  most  medical  expenses  up  to 

$1,000,000. 

■ Select  $15,000,  $25,000  or  $50,000  deductible. 

8.  IN-HOSPITAL  EXPENSE  PLAN* 


3.  COMPREHENSIVE  MEDICAL  PLAN* 

■ Entirely  New  Program!  Covers  both  routine  and 
extraordinary  medical  expenses.  After  a small 
$100  deductible,  pays  80%  of  first  $2,500  of  ex- 
penses. Thereafter,  pays  100%  of  expenses  up  to 
$1,000,000  for  any  one  illness  or  injury. 

4.  $500,000  MAJOR  MEDICAL  PLAN* 

■ Pays  80%  of  eligible  expenses  up  to  $25,000  . . . 
then  100%  up  to  $500,000. 

■ Select  either  $500  or  $1,000  deductible. 

■ Automatic  transfer  to  Medicare  Supplement  at 
age  65. 

5.  PROFESSIONAL  OVERHEAD  EXPENSE 

■ Benefits  now  available  up  to  $5,040  per  month  with 
up-to-date  plan  design. 


■ Up  to  $100  Daily  Benefit  paid  directly  to  you  for 
each  day  of  covered  hospitalization. 

■ DOUBLED  Daily  Benefit  for  Cancer  and  Intensive 
Care. 

9.  CANCER  EXPENSE  INSURANCE* 

■ As  much  as  $250,000  to  protect  against  expensive 
treatment  of  Cancer. 

10.  EMPLOYEE  DISABILITY 

■ Assures  your  employees  an  income  of  up  to  $800 
per  month  for  up  to  one  year  of  total  disability. 

11.  MEDICARE  SUPPLEMENT 

■ NEW  PLAN!  Pays  benefits  for  medical  expenses 
not  covered  under  Medicare  Parts  A and  B.  No 
"lifetime  limit"  on  what  you  can  collect.  Benefits 
are  paid  in  addition  to  any  other  insurance. 

•Also  available  to  employees  of  members. 


Write  or  phone  the  administrator: 

DAVID  A.  DYER  & ASSOCIATES 


A subsidiary  of  John  P.  Pearl  & Associates,  Ltd.  of  Peoria,  Illinois. 

Administrators  of  The  Medical  Society  of  Virginia's  sponsored  group  insurance  programs  since  1958. 
Suite  1350  * 1710  Goodridge  Drive,  McLean,  Virginia  22102-3793 
Call  toll-free  in  Virginia  1-800-572-2211  • Northern  Va.  residents  call  (703)  556-0010 
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You  feel  it’s  really  as  if 

every  hope  has  disappeared. 


People  helping  people  discover  the 
joy  of  recovery. 
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We  know  the  feeling;  we  know 
the  lost  hope. 

But,  we  know  the  adventure. 
Of  recovery. 


Primavera.  The  name  itself  means 
Hope.  Spring.  Recovery. 

Primavera. 

Where  the  adventure  begins. 


Our  community-oriented,  AA  philosophy  program  treats  both  the  individual  and  the  family.  Detoxification, 
rehabilitation,  and  outpatient  care  is  administered  with  twenty-four  hour  medical  coverage. 

PRIMAVERA  AT  CULPEPER,  VIRGINIA  Director,  P.0,  Box  898  Culpeper.  Virginia  22701  (703)  • 937  • 5133 
PRIMAVERA-THE  ARTS.  AT  PASSAIC.  NEW  JERSEY  Director.  141  Madison  Street, 

Passaic,  New  Jersey  07055  (201 ) • 472  • 0364 
PRIMAVERA  AT  BEDFORD.  VIRGINIA  (Opening  September  1982) 

Contact  Continental  Care  Corporation  (301)  • 384  • 0223 


The  quality  of  life  people  ■ Continental  Care  Corporation 
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AVAILABLE  TO  YOUR  PATIENTS 
THROUGH  EVERY  PEOPLES  DRUG  STORE. 


Peoples...  the  first  and  only 
drug  chain  to  offer  a complete 
Home  Health  Care  Center. 


Now  your  patients  have  access  to  the  area’s  largest 
stock  of  home  health  care  products,  equipment  and 
appliances.  Many  for  rent  as  well  as  for  sale. 

Everything  is  available  through  a convenient  catalog 
in  the  prescription  department  of  every  Peoples  Drug 
Store.  Or  on  display  at  Peoples'  first  Home  Health 
Care  Center  located  in  the  Leesburg  Pike  Plaza  at 
Bailey's  Crossroads  in  northern  Virginia. 

The  Center  has  private  fitting  and  consultation 
rooms... nationally  certified  orthopedic  fitters. ..and  a 
well-trained  staff  to  demonstrate  the  proper  use  of 
equipment. 

Orders  can  be  placed  through  the  Home  Health 
Care  Catalog  at  every  Peoples  Drug  Store  for  wheel- 
chairs, oxygen,  saunas,  whirlpools,  hospital  beds, 
sickroom  and  bath  equipment,  ostomy  supplies,  ortho- 
pedic appliances  and  garments,  exercise  equipment 
and  much  more. 

Your  patients  may  order  by  phone  or  in  person. 
And,  if  they  qualify  for  Medicare,  up  to  80%  of  the  cost 
may  be  covered  on  certain  durable  equipment  prescrib- 
ed by  you,  their  physician. 

It's  another  first  from  Peoples  Drug  Stores. . .phar- 
macy and  health  care  innovators  for  over  75  years. 
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PEOPLES  DRUG 
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the  prescription  stores 


First  Class 
First  Aid 


your 

office 


Recommend 


• Broad-spectrum  antibacterial  • Handy  applicator  tip 

3ESCRIPTI0N:  Each  gram  contains  Aerosporin " (Polymyxin  B Sultate)  5,000  units, 
tacitracin  zinc  400  units,  neomycin  sultate  5 mg  (equivalent  to  3 5 mg  neomycin  base), 
special  white  petrolatum  qs,  in  tubes  ot  1 oz  and  '/?  oz  and  'In  oz  (approx ) toil  packets 


if-  mycm  is  possible  In  burns  where  more  than  20  percent  ot  the  body  surface  is  affected, 
Jm \ especially  it  the  patient  has  impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended 


INDICATIONS:  Therapeutically  (as  an  adiunct  to  systemic  therapy  when  indicated),  for 
opical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in  • infected 
turns  skin  grafts,  surgical  incisions,  otitis  externa  • primary  pyodermas  (impetigo, 
xthyma,  sycosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes, 
ind  seborrheic  dermatitis)  • traumatic  lesions,  inflamed  or  suppurating  as  a result  of 
lacterial  infection  Proptivlaciically.  the  ointment  may  be  used  to  prevent  bacterial  contami 
ation  in  burns,  skin  grafts,  incisions,  and  other  clean  lesions  For  abrasions,  minor  cuts 
nd  wounds  accidentally  incurred,  its  use  may  prevent  the  development  ot  infection  and 
ermit  wound  healing 

iONTRAINDICATIONS:  Not  tor  use  in  the  eyes  or  in  the  external  ear  canal 
the  eardrum  is  perforated  This  product  is  contraindicated  in  those  individuals 
rho  have  shown  hypersensitivity  to  any  of  its  components 

I/ARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due 
) neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive  rg 
urns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of  neo-  w.»com 


When  using  neomycin-containing  products  to  control  secondary  infection  in  the  chronic 
dermatoses,  it  should  be  home  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin  The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching,  it  may  be  manifest  simply 
as  a failure  to  heal  During  long  term  use  ot  neomycin-containing  products,  periodic  exami- 
nation lot  such  signs  Is  advisable  and  the  patient  should  be  toldto  discontinue  the  product 
if  they  are  observed  These  symptoms  regress  quickly  on  withdrawing  the  medication 
Neomycin-containing  applications  should  be  avoided  for  that  patient  thereafter 
PRECAUTIONS:  As  with  other  antibacterial  preparations  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms,  including  fungi  Appropriate  measures 
should  be  taken  if  this  occurs 


ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer  Articles 
in  the  current  literatute  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
Burroughs  Wellcome  co  neomycin  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section) 

Research  Triangle  Park 

None  caroima  27709  Complete  literature  available  on  request  from  Professional  Services  Depf  PML 
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The  democratic  process 


In  Washington 

The  great  dome  of  the  Capitol 
Building  in  Washington  rises  be- 
hind Medical  Society  of  Virginia 
officers  and  councilors  in  the  pic- 
ture on  the  opposite  page.  The 
occasion  for  the  photograph  was 
the  annual  visit  to  the  city  in  which 
the  national  democratic  process  oc- 
curs, there  to  lunch  with  those  who 
implement  the  process.  The  steps 
on  which  the  delegation  is  standing 
lead  up  to  the  pillared  portico  of  the 
House  of  Representatives  wing, 
and  after  this  portrait  was  made, 
the  visitors  made  their  way  upstairs 
to  lunch  with  Virginia's  legislators. 

It’s  an  election  year,  and  all  ten 
congressmen  and  two  senators 
showed  up  for  luncheon  in  the  ma- 
hagony-panelled  Mike  Mansfield 
Room.  They  listened  attentively  as 
Dr.  H.  C.  Alexander  III,  MSV 
President,  and  Dr.  Harold  L.  Wil- 
liams, President  Elect,  described 
the  Society’s  efforts  in  the  areas  of 
health  planning  and  cost  contain- 
ment. 

A ceremonial  note  was  struck 
with  the  presentation  of  plaques  of 
appreciation  to  two  legislators  who 
had  announced  they  would  not 

The  picture  opposite  was  commis- 
sioned especially  for  Virginia  Medical 
by  Tom  Fulcher,  aide  to  Rep.  Frank  R. 
Wolf  and  son  of  Dr.  Thomas  M.  Fulcher 
of  Fairfax. 

From  bottom  to  top  on  the  stairs:  Mr. 
Fulcher,  Dr.  H.  C.  Alexander  III,  Dr. 
Harold  L.  Williams,  Dr.  C.  Barrie  Cook, 
Dr.  Michael  A.  Puzak,  Dr.  W.  Leonard 
Weyl,  Dr.  Carl  E.  Stark,  Dr.  Robert  C. 
Green,  Jr.,  Dr.  Leon  I.  Block. 
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stand  for  election  this  fall.  Sen. 
Harry  F.  Byrd,  who  was  saluted  by 
Dr.  Percy  Wootton,  Past  President, 
and  Rep.  M.  Caldwell  Butler,  who 
received  his  plaque  from  Dr.  Alex- 
ander as  his  brother.  Dr.  William 
W.  S.  Butler  III,  watched. 

Lunch  was  the  feature  of  the 
day,  but  the  morning  provided  two 
added  attractions.  First  the  Virgin- 
ians went  to  the  White  House  lawn, 
there  to  watch  President  Reagan 
welcome  the  president  of  Brazil.  It 
was  a full-dress,  head-of-state  af- 
fair, with  fanfares  of  trumpets, 
flourishes  of  drums,  trooping  of 
colors  and  the  pageantry  of  elite 
military  units. 

Next  the  entire  contingent  went 
by  bus  to  the  Cannon  Building, 
which  houses  congressional  of- 
fices, for  briefings  by  Lynn  Ether- 
edge,  of  the  Office  of  Management 
and  Budget,  who  spoke  of  fiscal 
matters  then  creating  an  uproar  on 
“the  Hill,”  and  Holly  Caldwell, 
from  the  Office  of  the  Assistant 
Secretary  for  Legislation,  whose 
remarks  dealt  with  contemplated 
changes  in  the  Medicare  and  Med- 
icaid programs. 

Standing  on  the  landing,  from  left  to 
right:  Dr.  William  W.  S.  Butler  III,  Dr. 
Charles  H.  Crowder,  Jr.,  Dr.  James  A. 
Shield,  Jr.,  Dr.  Frederick  K.  McCune, 
Dr.  Glenn  B.  Updike,  Jr.,  Dr.  J.  Thom- 
as Hulvey,  Dr.  Percy  Wootton,  Dr.  Har- 
ry C.  Kuykendall,  Dr.  William  S.  Bur- 
ton, Dr.  Nicholas  G.  Colletti,  Dr. 
Richard  L.  Fields,  and  Mrs.  John  Han- 
non, President  of  The  Medical  Society  of 
Virginia  Auxiliary. 


In  Virginia 

This  year’s  session  of  the  lawyer- 
dominated  Virginia  General  As- 
sembly left  no  deep  scar  tissue  on 
the  state’s  medical  profession.  In- 
deed, the  lawmakers  actually  per- 
formed some  cosmetic  surgery  for 
Virginia's  MDs. 

Here  is  how  the  legislators  sup- 
ported The  Medical  Society  of  Vir- 
ginia’s positions  on  issues  relating 
to  medicine: 

1.  Passed  a measure  requiring 
the  use  in  vehicles  of  restraint  de- 
vices for  children  under  4 years  of 
age. 

2.  Approved  a bill  requiring  im- 
munizations against  infectious  dis- 
eases for  all  Virginia  students  in 
kindergarten  through  grade  12. 

3.  Killed  a bill  that  would  re- 
quire physicians  to  make  full  dis- 
closures to  patients  of  prognosis 
and  available  treatments  following 
diagnosis  for  breast  cancer. 

4.  Beat  down  attempts  to  in- 
crease recovery  limitations  in  med- 
ical malpractice  suits. 

5.  Killed  a bill  that  would  have 
extended  to  forever  the  statute  of 
limitations  on  when  a medical  mal- 
practice suit  can  be  filed. 

6.  Passed  a law  making  it  tough- 
er (to  a limited  degree)  on  persons 
convicted  of  drunk  driving  in  Vir- 
ginia. 

Objective  observers  concur  that 
medicine  didn't  fare  badly  at  all  at 
the  1982  General  Assembly.  Those 
observers  have  a qualification, 
however:  Trial  lawyers  are  at  the 
Capitol  in  abundance,  and  some  of 
the  proposed  legislation  that  the 
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medical  profession  most  abhors 
will  be  in  the  drafting  room  next 
year  . . . and  the  next  . . . and  the 
next. 

Child  Restraints 

As  finally  passed,  this  legislation 
requires  that  the  child  restraint  de- 
vices known  as  “safety  seats”  be 
used  for  children  4 years  or  under 
who  are  riding  in  motor  vehicles.  In 
order  to  make  the  bill  more  palat- 
able to  those  opposing  its  original 
form,  there  were  modifying  amend- 
ments. 

The  seat  will  not  be  required,  for 
instance,  if  non-parents  are  trans- 
porting a child,  i.e.,  a grandmother 
transporting  a grandchild,  a car- 
pooling mother  driving  a group  of 
kids  to  a day-care  center.  Addition- 
ally, the  bill  exempts  transporta- 
tion of  children  by  public  transpor- 
tation, by  school  buses  and  nursery 
school  vans,  and  by  vehicles  in 
which  use  of  the  safety  seat  is  made 
impractical  by  interior  design  or 
because  of  a large  number  of  pas- 
sengers. Also,  for  children  over  40 
pounds  in  weight  standard  seat 
belts  can  be  used. 

Of  the  13  states  that  now  have 
adopted  child  restraint  laws,  Vir- 
ginia is  the  only  one  thus  far  to  set 
up  a system  for  lending  them  to 
parents  who  cannot  afford  to  buy 
them,  paying  for  them  through  pro- 
ceeds from  $25  civil  fines  levied 
against  violators. 

It  was  Sen.  Frederick  T.  Gray 
(D-Chesterfield)  who  introduced 
the  law  and  guided  it  through  to 
passage.  Playing  a significant  role 
was  Dr.  Joseph  R.  Zanga,  profes- 
sor of  pediatrics  at  the  Medical 
College  of  Virginia.  The  Medical 
Society  of  Virginia,  American 
Medical  Association  and  American 
Academy  of  Pediatrics  were  strong 
backers  of  the  law,  which  will  be- 
come effective  on  January  1,  1983. 


Student  Immunization 

It  was  Dr.  John  C.  Buchanan, 
the  Democratic  senator  from  Wise 
County  and  the  only  physician- 
member  of  the  state  legislature, 
who  shepherded  the  expanded  im- 
munization requirement  through 
the  Assembly. 

The  revised  law,  effective  July  1 , 
1983,  provides  that  all  students  in 
grades  kindergarten  through  12,  in 
all  public,  private  and  parochial 
schools  and  all  licensed  day-care 
centers,  must  provide  written  proof 
of  immunization  to  stay  in  school. 
The  seven  contagious  diseases  cov- 
ered: measles,  mumps,  pertussis, 
rubella,  polio,  tetanus  and  diphthe- 
ria. 

This  “school  attendance”  law 


replaces  a “school  entrance”  law, 
which  required  immunization  doc- 
umentation on  a student’s  entry 
into  kindergarten  or  first  grade. 

The  Medical  Society  of  Virginia 
gave  a major  boost  to  this  law.  It 
was  the  Society  that  asked  Dr.  Bu- 
chanan to  introduce  the  measure. 

Breast  Cancer 

This  one  was  a rouser,  resulting 
in  full-blown  testimony  from 
spokeswomen  from  various  wom- 
en’s groups  and  much  on-the-scene 
and  behind-the-scene  action  in 
committee  hearings  on  the  floors  of 
both  House  and  Senate. 

The  measure,  HB  406,  came 
from  Del.  Edythe  Harrison  (D- 
Norfolk)  and  would  have  added  to 
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A Dr.  James  C.  Andrews,  Charlottes- 
ville (left)  listens  to  Sen.  Frederick  T. 
Gray  (D-Chesterfield)  after  a hearing  on 
the  child-restraint  bill  sponsored  by  Sen- 
ator Gray.  Dr.  Andrews  is  a past  presi- 
dent of  the  American  Association  for 
Automotive  Medicine. 

the  Code  of  Virginia  specific  re- 
quirements that  physicians  make 
full  disclosure  to  patients  of  prog- 
nosis and  alternative  forms  of  ther- 
apy following  diagnosis  of  breast 
cancer.  The  stereotypical  com- 
plaint: Doctors  do  not  provide  ade- 
quate disclosure  of  the  prognosis 
and  treatment  alternatives  to  mas- 
tectomies. 

The  bill  first  came  out  of  the 
House  Committee  on  Health.  Wel- 
fare and  Institutions  by  a 16-1  vote 


A Del.  Warren  G.  Stambaugh  (D-Arlington),  left,  and  Allen  C.  Goolsby  III,  counsel 
for  The  Medical  Society  of  Virginia,  confer  at  the  Education  and  Health  Commit- 
tee’s hearing  on  the  bill  relating  to  informed  consent  and  breast  cancer. 


A Will  Osburn,  Director  of  Legislative  Activities  for  The  Medical  Society  of  Virginia 
(left),  greets  Del.  Kenneth  E.  Calvert  (R-Danville)  before  the  Roads  and  Internal 
Navigation  Committee's  hearing  on  the  child  restraint  bill. 
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and  then  sailed  by  the  House  floor 
by  a 97- 1 count.  Whereupon  it  went 
over  to  the  Senate  Committee  on 
Education  and  Health.  There  it  ul- 
timately met  its  doom  when  the 
committee  turned  it  down  8-6. 

During  committee  testimony. 
Delegate  Harrison  said  the  bill  was 
the  "top  concern”  of  pending  legis- 
lation as  far  as  women  of  Virginia 
were  concerned.  She  cited  multiple 
complaints  that  surgeons  frequent- 
ly are  too  quick  in  going  straight  to 
surgery  following  diagnosis  of 
breast  cancer. 

In  response,  Allen  C.  Goolsby 
III,  attorney  and  lobbyist  for  The 
Medical  Society  of  Virginia,  coun- 
tered that  similar  legislation  regu- 
lating informed  consent  for  breast 


cancer  had  been  adopted  in  only 
two  states,  Massachusetts  and  Cal- 
ifornia. In  one  of  those  states,  he 
said,  an  80-page  consent  form  has 
been  drawn  up  for  routine  use  in 
order  to  comply  fully  with  the  law. 

After  those  and  other  arguments, 
this  is  what  ensued:  The  prevailing 
legislators  agreed  a non-statuatory 
solution  was  desirable.  Dr.  J.  Shel- 
ton Horsley  III,  professor  of  surgi- 
cal oncology  at  the  Medical  College 
of  Virginia,  said  that  he  and  the 
American  Cancer  Society,  Virginia 
Chapter,  would  cooperate  with 
concerned  parties  in  establishing  a 
committee  to  study  how  physicians 
should  best  handle  informed  con- 
sent in  cases  of  breast  cancer. 
Goolsby  registered  his  support  for 


that  proposal  and  said  he  would 
work  toward  developing  an  infor- 
mational brochure.  The  American 
Cancer  Society  membership,  he 
pointed  out,  is  about  half  lay  per- 
sons, some  of  them  breast  cancer 
victims. 

Liability  Limits 

A pair  of  perennials  bloomed 
again  at  the  Assembly  this  year  in 
the  form  of  two  bills  introduced  by 
Del.  Bernard  S.  Cohen  (D-Alexan- 
dria).  The  bills  would  have  done 
essentially  the  same  thing — remove 
the  $750,000  medical  malpractice 
limitation  now  in  effect.  One  of  the 
bills  simply  would  have  removed 
the  limitation  altogether;  the  other 
would  have  increased  the  liability 


Point  of  View: 

“We  must  demand  more  stringent  laws” 


Drunk  drivers  are  the  major  menace  on  our 
highways,  killing  26,000  Americans  a year; 
and  they  are  a menace  only  recently  addressed.  In 
Washington  early  this  year  an  airplane  accident 
killed  78  people,  received  extensive  news  coverage, 
was  thoroughly  investigated,  and  triggered  multiple 
procedures  to  prevent  a repetition.  But  every  day 
the  drunk  driver  kills  71  people  who  are  little 
publicized,  less  investigated,  and  die  utterly  in  vain, 
with  no  really  effective  prevention  mechanism  trig- 
gered by  their  deaths. 

Time  and  again  the  drunk  driver  has  gone  on  his 
sodden  way  with  minimal  rebuke.  "He  has  a social 
disease.”  "He  is  ill.”  "He  must  drive  to  feed  his 
family  and  his  poor  children.”  Bah!  Humbug!  Mer- 
cy has  no  place  when  dealing  with  premeditated 
murder  and  maiming — and  that  is  what  it  is.  The 
blood  alcohol  level  is  often  a farce:  delay  until 
sober,  claim  pathologic  and  morbid  fear  of  veni- 
puncture (an  effective  defense  in  some  counties), 
hire  a four-star  lawyer,  plead  for  mercy  because 
“I’m  not  a criminal,”  go  to  the  Virginia  Alcohol 
Safety  Program. 

The  Virginia  Alcohol  Safety  Program  is  an  effort 
"to  teach  motorists  not  to  drive  when  they  have  had 


too  much  to  drink.”  This  is  the  example  par  excel- 
lence of  pseudo-education  run  amok;  any  10-year- 
old  child  knows  that.  And  in  the  past  we  rewarded 
the  drunk  driver  for  being  so  good  as  to  attend  the 
classes  by  striking  from  the  record  his  conviction 
for  drunk  driving.  We  gave  him  a clean  slate,  again 
and  again,  in  a perverted  sense  of  mercy  and 
kindness.  Thus  the  drunk  was  off  and  driving  again. 
The  ultimate  irony  was  that  75%  of  those  whose 
drivers’  licenses  were  finally  revoked  continued  to 
drive. 

We  were  so  afraid  of  meeting  the  issue  head-on 
that  a recent  effort  was  an  advertising  campaign: 
"No  thanks.  I'm  driving.”  Although  one  of  every 
ten  drivers  on  a Friday  or  Saturday  night  is  driving 
under  the  influence  of  alcohol  and  although  the 
drunk  driver  causes  a million  injuries  and  $5  billion 
in  damages  a year,  we  labored  under  the  delusion 
that  advertising  would  convince  the  drunk  driver  to 
reform  and  desist. 

Driving  while  drunk  should  bring  the  full  weight 
both  of  law  and  of  society  upon  the  guilty.  The 
drunk  driver  deserves  no  sympathy.  Alcohol  may 
be  addictive  or  compulsive,  but  driving  most  cer- 
tainly is  neither  addictive  nor  compulsive.  The 
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of  “health  care  providers”  and  cer- 
tain hospitals  to  $1  million. 

The  bills  got  beat — but  nobody  is 
yet  certain  just  exactly  what  hap- 
pened. A trial  lawyer  lobbyist 
doesn’t  know.  Medical  lobbyists 
would  like  to  claim  credit — but 
can’t.  All  any  of  them  know  is  that 
the  key  bill  raising  the  amount  to  $1 
million  came  up  for  a vote  on  a 
Saturday,  and  by  hand  vote  in  the 
House  the  tally  was  35  nays  and  25 
ayes.  That  means  40  members  ei- 
ther weren’t  present  for  the  vote  or 
that  some  of  those  40  were  present 
but  didn't  raise  their  hands  to  be 
counted. 

Whatever  happened,  the  most  in- 
terested protagonists  apparently 
didn’t  even  know  about  it  until  they 


read  the  Sunday  morning  papers. 

There  was  another,  even  more 
threatening  malpractice  measure 
that  was  offered  by  Del.  Warren  G. 
Stambaugh  (D-Arlington),  a legisla- 
tor given  to  introducing  bills  that 
are  anathema  to  physicians. 

As  interpreted  by  opponents,  the 
measure  would  effectively  have 
done  away  with  any  statute  of  limi- 
tations as  to  when  a medical  mal- 
practice suit  might  be  brought.  In 
technical  talk,  it  would  have  pro- 
vided that  “cause  of  action  for  inju- 
ry caused  by  rendering  or  failure  to 
render  professional  services  by 
health  care  provider  arises  when 
injury  is  discovered  or  should  have 
been  discovered.”  In  plain  talk, 
you'd  be  liable  forever.  Doctor. 


Drunk  Driving 

It  was  a watered-down  version  of 
a tougher  drunk  driving  law  that 
finally  was  approved  by  the  legisla- 
tors, but  it  still  packs  some  high- 
proof  punch  against  persons  con- 
victed of  driving  while  intoxicated. 

That  punch  is  more  financial 
than  anything  else.  Hereinafter,  a 
drunk-driving  arrest  and  a judge’s 
send-off  to  the  Virginia  Alcohol 
Safety  Program  is  not  going  to  pre- 
clude a drunk-driving  conviction 
on  the  offender's  record.  And  that 
conviction  usually  means  that  the 
offender’s  insurance  premiums  will 
go  up  as  much  as  $1,000  annually. 

The  medical  profession  as  a 
whole,  and  particularly  members  of 
the  Virginia  Chapter  of  the  Ameri- 


drunk  need  not  be,  but  the  drunk  driver  should  be,  a 
social  leper — deprived  of  all  driving  privileges,  pun- 
ished surely  and  severely.  But  we  have  rational- 
ized, we  have  procrastinated,  and  we  have  taken  a 
little  nip  now  and  then  ourselves. 

Only  this  year  did  we  Virginians  finally  strength- 
en our  laws  against  drunk  drivers.  At  its  session 
early  this  year  the  General  Assembly  passed  a 
compromise  bill  aimed  mainly  at  repeat  offenders. 
A person  must  first  be  convicted  of  drunken  driving 
before  he  can  be  sent  to  the  Virginia  Alcohol  Safety 
Program,  and  attending  this  program  will  not  wipe 
the  conviction  from  the  record.  Anyone  convicted 
of  drunken  driving  twice  within  five  years  receives 
a mandatory  minimum  48-hour  jail  sentence,  a one- 
year  license  suspension  and  a $200  fine.  A third 
conviction  within  five  years  would  mean  a manda- 
tory, minimum  jail  sentence  of  one  month,  a fine  of 
at  least  $500  and  possibly  lifetime  license  suspen- 
sion. 

However,  the  problem  of  judges  and  juries  with 
misplaced  sympathies  has  not  been  addressed,  be- 
cause ajudge  can  still  issue  a special  work  permit  to 
someone  whose  license  was  suspended  under  the 
drunk  driving  law.  This  considerably  dilutes  the 


deterrent  effect  of  the  law.  Although  75%  of  those 
whose  licenses  have  been  revoked  continue  to 
drive,  that  problem  is  not  addressed  nor  is  the  car 
confiscated.  In  fact,  the  situation  is  really  the  same 
until  proved  otherwise  by  the  course  of  events. 

Now  is  the  time  and  this  is  the  issue  to  test  us  and 
our  motives  as  well  as  those  of  the  judicial  and  legal 
professions.  We  must  show  that  the  medical  com- 
munity is  an  advocate  for  law  and  order  without 
regard  to  social  status,  for  safe  and  sane  conduct, 
and  for  individual  responsibility  for  one’s  own 
actions.  We,  the  conservative  community  nonpa- 
reil, castigate  “liberals”  for  wooly-headedly  allow- 
ing and  even  encouraging  “acts  against  society.” 
Now  we  must  show  that  our  actions  and  our  con- 
servative philosophy  are  indivisible.  We  must  be 
among  the  leaders  in  demanding  even  more  strin- 
gent laws  against  all  drunk  drivers  and  the  sure 
enforcement  of  those  laws,  regardless  of  the  status 
of  the  offender.  Honor,  safety,  and  common  sense 
demand  no  less  of  us. 

Henry  S.  Campell,  MD 

PO  Drawer  3151 
Martinsville  VA  241 15 
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On  Dover  Road : 

Decisions  of  the  MSV  Council 


can  College  of  Emergency  Physi- 
cians, who  treat  maimed  victims  of 
drunk  drivers  in  emergency  rooms, 
long  have  advocated  tough  drunk 
driving  laws  in  Virginia. 

Medicaid  Prescriptions 

“It’s  the  only  one  we  lost.” 
That’s  the  doleful  way  Will  Os- 
burn,  MSV  Director  of  Legislative 
Affairs,  describes  the  legislation 
that  had  to  do  with  prescriptions 
for  Medicaid  patients.  The  measure 
was  enacted  as  a Senate  amend- 
ment to  the  budget  bill,  it  became 
effective  the  first  day  of  this  month, 
and  it  reads  like  this: 

"All  prescriptions  filled  for  Med- 
icaid recipients  for  multiple  source 
drugs  shall  be  filled  with  generic 
drug  products  listed  in  the  Virginia 
Voluntary  Formulary,  unless  the 
physician  shall  certify  in  his  own 
handwriting  'brand  necessary’  for 
the  prescription  to  be  dispensed  as 
written.” 

Health  Agency  Study 

The  Medical  Society  of  Virginia 
agreed  to  participate  in  a study, 
provided  for  in  a House  Joint  Reso- 
lution, of  the  operation  and  serv- 
ices of  the  Virginia  State  Depart- 
ment of  Health.  Specifically,  the 
study  is  to  focus  on  whether  or  not 
the  Commissioner  of  Health  will 
continue  to  be  a physician  and  on 
the  possible  creation  of  a separate 
state  agency  to  administer  the 
Medicaid  program. 

— Carl  L.  Shires 


For  more  complete  informa- 
tion on  legislation  at  the  1982 
General  Assembly,  write  or 
call  Will  Osburn,  Director  of 
Legislative  Affairs  for  The 
Medical  Society  of  Virginia, 
4205  Dover  Road,  Richmond 
VA  23221,  (804)  353-2721. 


One  of  The  Medical  Society  of  Vir- 
ginia’s two  decision-making  bod- 
ies, the  Council,  met  at  Society 
headquarters  on  Dover  Road  in 
Richmond  on  April  24  and  deliber- 
ated its  way  through  an  agenda  that 
included  the  following  matters. 

• As  a result  of  the  work  of  the 
Statewide  Task  Force  on  Health 
Planning,  Virginia’s  General  As- 
sembly will  undertake  a study  of 
the  need  for  preservation  of  a re- 
gional planning  mechanism  if  feder- 
al funding  is  eliminated,  according 
to  the  report  of  Dr.  George  M. 
Nipe,  chairman.  Seven  Virginians 
are  to  be  appointed  to  the  study 
group.  Dr.  Nipe  said,  and  the  Task 
Force  submitted  the  names  of  sev- 
en nominees,  including  that  of  Dr. 
George  E.  Broman. 

• After  taking  a look  at  the  lack 
of  exposure  associated  with  the  an- 
nual presentation  of  The  Medical 
Society  of  Virginia's  scholarships 
to  medical  students,  the  Scholar- 
ship Committee  asked  Virginia's 
three  medical  schools  to  present 
the  awards  in  the  context  of  a for- 
mal ceremony.  As  a consequence, 
at  both  the  Medical  College  of  Vir- 
ginia and  Eastern  Virginia  Medical 
School  the  scholarships  were 
awarded  this  year  during  honors 
programs,  and  the  University  of 
Virginia  School  of  Medicine  is  ex- 
ploring the  possibility  of  a similar 
presentation. 

• The  Virginia  Medical  Political 
Action  Committee  has  1,103  mem- 
bers, reported  VaMPAC  chairman 
Percy  Wootton.  That’s  an  increase 
over  last  year,  according  to  Dr. 
Wootton,  although  the  PAC  250 
and  sustaining  categories  are  be- 
hind. Dr.  Wootton  urged  strong 
support  for  the  committee's  work 
in  this  fall’s  elections. 

• From  the  Membership  Com- 
mittee came  recommendations  to 


Council  on  the  five  counties  in  Vir- 
ginia that  are  not  now  affiliated 
with  any  component  medical  socie- 
ty. Dr.  Charles  H.  Crowder,  Jr., 
chairman,  said  the  committee  was 
agreed  that  these  counties  should 
be  affiliated  as  follows:  Charles 
City  County  with  the  Richmond 
Academy  of  Medicine;  Greene 
County,  Albemarle  County  Medi- 
cal Society;  Madison  County,  Cul- 
peper County  Medical  Society; 
Highland  County,  Augusta  County 
Medical  Society;  Craig  County, 
Roanoke  Academy  of  Medicine. 
The  councilors  approved  the  affili- 
ations. 

• The  two  recent  meetings  of 
The  Medical  Society  of  Virginia's 
Medicine/Business  Coalition  were 
described  by  Dr.  H.  C.  Alexander 
III,  MSV  President,  who  was  pre- 
siding at  the  Council  meeting.  He 
noted  that  the  membership  of  the 
coalition  now  represents  these  ar- 
eas: Roanoke,  Lynchburg,  South 
Boston,  Danville,  Martinsville, 
Northern  Virginia,  and  the  Tidewa- 
ter region.  It  is  hoped,  he  said,  that 
local  coalitions  will  be  formed  in 
these  areas,  much  as  the  Richmond 
Academy  of  Medicine  established  a 
coalition  for  the  Richmond  area. 

• From  the  Joint  Practice  Com- 
mittee came  a request  that  the 
Council  reconsider  a recommenda- 
tion rejected  by  the  Society's 
House  of  Delegates  at  its  meeting 
in  Norfolk  late  last  year  that  only 
qualified  nurses  be  assigned  to  cir- 
culating duty  in  surgical  and  obstet- 
rical suites.  Dr.  Frederick  K. 
McCune  pointed  out  that  the  deci- 
sion was  debated  at  great  length 
last  year  by  both  the  Reference 
Committee  and  the  House,  and  the 
request  was  not  accepted. 

The  next  meeting  of  Council  will 
be  on  September  18,  again  on  Do- 
ver Road.  A.G. 
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Women  of  The  Medical  Society  of 
Virginia  Auxiliary  invited  their 
state  delegates  and  senators  to  a 
morning  coffee  break  in  the  Gener- 
al Assembly  Building  in  Richmond 
during  the  legislature’s  1982  ses- 
sion. Chairman  of  the  event  was 
Mrs.  H.  Alan  Bigley  of  Petersburg, 
who  shortly  thereafter  announced 
her  candidacy  as  a Republican  for 
the  House  of  Delegates  seat  now 
held  by  Norman  S.  Sisisky  (D-Pe- 
tersburg). 


Garland  Bigley  with  Del.  George  H. 
Heilig,  Jr.,  Norfolk 

Photographs  by  Melissa  Grimes-Guy 


A Mrs.  David  B.  Drewry,  Petersburg,  with  Sen.  Edward  M.  A Del.  Edythe  C.  Harrison,  Norfolk  (left),  with  Mrs.  Gerald 
Holland,  Arlington  Weitzman,  Portsmouth 
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MEETINGS 


1982  Annual  Meeting, 

The  Medical  Society  of  Virginia: 
November  11-13,  Williamsburg 


July  22-24 

1st  Annual  Golf  Classic:  Selected  Topics  for  the  Concerned 
Primary  Care  Physician  (Eastern  Virginia  Medical 
School),  Williamsburg.  Lou  Ann  Hamer,  EVMS,  PO  Box 
1980,  Norfolk  VA  23501,  (804)  446-6158. 

July  27-31 

5th  Annual  Symposium  on  Contemporary  Clinical  Neurol- 
ogy (Vanderbilt  University  School  of  Medicine),  Hilton 
Head.  South  Carolina.  Mrs.  Joan  Sullivan,  Department 
of  Neurology,  Nashville  TN  37212. 

July  29-31 

Internal  Medicine  Summer  Seminar  (Eastern  Virginia 
Medical  School),  Virginia  Beach,  Lou  Ann  Hamer, 
EVMS,  PO  Box  1980,  Norfolk  VA  23510,  (804)446-6158. 

August  4-7 

Critical  Care  Electrocardiography  (Eastern  Virginia  Medi- 
cal School),  Virginia  Beach.  Emanuel  Stein,  MD,  EVMS, 
PO  Box  1980,  Norfolk  VA  23501,  (804)  446-6159. 

August  4-7 

Pediatrics  at  the  Beach  (Medical  College  of  Virginia), 
Virginia  Beach.  Fee:  $235.  Kathy  E.  Johnson,  Box  48, 
MCV  Station,  Richmond  VA  23298,  (804)  786-0494. 

August  11-14 

6th  Annual  Summer  Retreat  (Medical  College  of  Virginia), 
Virginia  Beach.  16  credit  hrs.,  Cat.  I.  Erma  Blanchard, 
Box  65,  MCV  Station,  Richmond  VA  23298,  (804)  786- 
0494. 

August  1 1-14 

Summer  Retreat:  Practical  Issues  in  Primary  Care  (Medi- 
cal College  of  Virginia),  Virginia  Beach.  Fee:  $235.  Erma 
Blanchard,  Box  65,  MCV  Station,  Richmond  VA  23298, 
(804)  786-0494. 

August  13-15 

Family  Practice  Weekend  (Virginia  Academy  of  Family 
Practitioners),  Abingdon.  Virginia  Academy  of  Family 
Practitioners,  4211  Dover  Rd.,  Richmond  VA  23221, 
(804)  358-1721. 


August  14 

Second  Saturday  Symposium:  Plastic  Surgery  (Eastern 
Virginia  Medical  School),  Norfolk.  Robert  L.  Cassidy, 
EVMS,  PO  Box  1980,  Norfolk  VA  23501,(804)446-6159. 

August  18-21 

Working  Together  in  the  80s:  Common  Concerns  of  Plastic 
Surgeons  and  General  Surgeons  (Eastern  Virginia  Medical 
School),  Virginia  Beach.  R.  Brewer,  MD,  EVMS,  PO 
Box  1980,  Norfolk  VA  23501,  (804)  446-6159. 

August  19-22 

Practice  and  Financial  Management  for  the  Emergency 
Physician  (Virginia  Chapter  of  the  American  College  of 
Emergency  Physicians),  Virginia  Beach.  25  credit  hrs.. 
Cat.  I.  Gwen  E.  Messier,  PO  Box  317.  Highland  Springs 
VA  23075,  (804)  737-9433. 

August  26-28 

Annual  meeting.  West  Virginia  State  Medical  Association 

White  Sulphur  Springs,  West  Virginia.  C.  R.  Lewis,  PO 
Box  1031,  Charleston  WV  24324. 

September  9-10 

Diagnostic  Ultrasound  in  Obstetrics  and  Gynecology 

(Johns  Hopkins  University),  Baltimore.  16  credit  hrs., 
Cat  I.  Fee.  $225.  Carlita  Kearney,  Johns  Hopkins  School 
of  Medicine,  720  Rutland  Ave.,  Baltimore  MD  21205, 
(301)  955-3168. 

September  10-11 

30th  Annual  Conference  on  Pulmonary  Disease  (American 
Lung  Association  of  Virginia),  Arlington.  Shirley  W. 
Lipscomb,  PO  Box  7065.  Richmond  VA  23221,  (804)  355- 
3295. 

September  12-16 

Clinical  Skills  Workshop  and  Review  (Bowman  Gray 
School  of  Medicine),  Winston-Salem,  North  Carolina.  31 
credit  hrs.  Fee,  $345.  Division  of  Continuing  Education, 
Bowman  Gray  School  of  Medicine,  300  Hawthorne  Rd.. 
Winston-Salem  NC  27103. 

September  16-17 

Acute  Renal  Failure  (Johns  Hopkins  University),  Balti- 
more. 12  credit  hrs.  Fee,  $75.  Noreen  Javornik,  Johns 
Hopkins  School  of  Medicine,  720  Rutland  Ave.,  Balti- 
more MD  21205,  (301)  955-6046. 

September  17-18 

Changing  Concepts  in  Surgery  (Medical  College  of  Virgin- 
ia), Richmond.  W2  Credit  hrs..  Cat  1.  Fee,  $200.  Ms. 
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Randy  Casey,  Box  48,  MCV  Station,  Richmond  VA 
23298,  (804)  786-0494. 

September  23-24 

5th  Annual  Conference  on  Aging  and  Health  (Virginia 
Medical  Center),  Salem.  Frank  Brochu,  MD,  Virginia 
Medical  Center,  Salem  VA  24153. 

September  24-25 

Behavioral  Aspects  of  Adolescent  Health  Care  (University 
of  Maryland  School  of  Medicine),  Baltimore.  Betty  B. 
Saar,  Room  300  MSTF,  10  S.  Pine  St.,  Baltimore  MD 
21201,  (301)  528-3956. 

September  29-October  2 

Annual  Meeting,  American  Neurological  Association 

Washington.  DC.  J.  F.  Toole,  MD,  Bowman  Gray  School 
of  Medicine,  300  Hawthorne  Rd.,  Winston-Salem  NC 
27103. 


THE  THIRD  ANNUAL 
BEHAVIORAL 
ASPECTS  OF 
ADOLESCENT 
HEALTH  CARE 

September  24  & 25,  1982 


Sponsored  by  the 

Division  of  Child  & Adolescent  Psychiatry 
and  the 

Division  of  Behavioral  Pediatrics 
University  of  Maryland 
School  of  Medicine 


This  program  will  focus  upon  the  management  of  behavioral 
problems  seen  in  adolescents.  Anticipatory  guidance,  counseling, 
hypnosis  and  family  and  group  therapy,  as  applicable  to  the 
primary  care  physician,  will  be  the  major  focus  of  this  symposium. 


PROGRAM  DIRECTORS 
Stanford  B.  Friedman,  M.D. 
Murray  M.  Kappelman,  M.D. 
Richard  M.  Sarles,  M.D 


GUEST  FACULTY: 
Esther  Wender,  M.D. 
Associate  Professor 
of  Pediatrics 
University  of  Utah 


For  further  information  contact: 


Program  of  Continuing  Education 
University  of  Maryland 
School  of  Medicine 
10  South  Pine  Street 
Baltimore,  Maryland  21201 
(301)  528  3956 
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Dial  Access  is  Southern  Medical’s 
answer  to  problem-solving  CME. 

Dial  Access  is  a toll-free  continuing  medical  education  service  to 
physicians,  consisting  of  8-10  minute  recorded  messages 
explaining  the  most  recent  therapeutic  and  diagnostic  findings  on 
specialized  medical  problems.  Dial  Access  is  available  to  SMA 
members  for  only  $5.00  per  year  (non-members,  $25.00  per 
year).  Included  in  the  subscription  cost  are:  Ready  Reference 
Catalog  with  continual  updates  of  the  1 ,000  audio  tapes,  a 
quarterly  newsletter,  and  a 24-hour  a day,  7-day  a week  toll-free 
number  providing  you  with  complete  information  in  eight 

disciplines: 


• Arthritis  & Rheumatism 

• Infectious  Diseases 

• Obstetrics  & Gynecology 

• Cancer 


• Gastroenterology 

• Diabetes  & Endocrinology 

• Psychotherapeutics 

• Cardiovascular  Disease 


Subscribe  NOW  and  receive  your  Ready  Reference  Catalog  and 

your  I D.  number. 

Write  or  call:  Barbara  Bedford,  SMA,  PO  Box  2446, 
Birmingham,  Alabama  35201,  (205)  323-4400. 
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PHYSICIANS 
TRY  AIR  FORCE 


Experience  Air  Force  medicine.  It  can  be  just  what  you’d 
like  your  medical  practice  to  be.  More  time  to  practice  medi- 
cine. More  time  with  your  family.  Even  more  time  for  your 
hobbies.  It’s  all  part  of  Air  Force  EXPERIENCE.  Talk  to  a 
member  of  our  medical  placement  team  today.  Find  out  how 
you  can  experience  the  perfect  medical  practice  as  an  AIR 
FORCE  PHYSICIAN. 


ta  •ummm 


AIRFORCE 


Captain  Don  Wood 

121  Wyck  Street,  Suite  307-C,  Richmond  VA  23225 
Call  collect  (804)  771-2127  or  771-2129 


It  all  adds  up, 

in  today's  major  hypertension  studies 


VA  Study1 

■ 450  patients  studied 

■ Mild  to  moderate 
hypertensives 

■ Comparison  of  propranolol 
and  reserpine  for  Step-2 
antihypertensive  therapy 

■ Conclusion:  when  added 
to  a thiazide  diuretic,  reser- 
pine was  effective  in  a larger 
percentage  of  patients  (88%) 
than  was  propranolol  (81%)! 


HDFP  Study2 

■ More  than  10,000  patients 
studied 

■ Conducted  at  14  centers 
over  5 years 

■ Proved  that  compliance 
with  Step  Care  lowers  death 
rate  from  all  cardiovascular 
causes 

■ Conclusion:  reserpine- 
thiazide  regimens  were 
preferred  for  Step-2  therapy, 
and  were  deemed  effective, 
without  significant  adverse 
effects! 


MRFIT  Study3 

■ 6-year,  12,000-patient 
study,  to  be  completed 
in  1982 

■ Assesses  factors  that  may 
increase  risk  of  cardio- 
vascular disease 

■ Preferred  Step-2  regimen: 
reserpine-thiazide 

■ Full  year's  data:  reserpine 
is  causing  less  depression 
than  methyldopa,  diuretics, 
or  placebo! 


That's  why  the  combination  in 


Salutensin 

(hydroflumethiazide  50  mg/ 
reserpine  0.125  mg) 

Is  the  preferred  Step-2  regimen 


Please  see  references  and  brief  summary  of  prescribing  information  on  adjacent  page. 
Copyright  © 1982,  Bristol  Laboratories 


BRISTOL 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse.  New  Vbrk  13201 


Salutensin® 

(hydroflumethiazide  50  mg/reserpine  0.125  mg) 

Salutensin-Demi"' 

(hydroflumethiazide  25  mg/reserpine  0.125  mg) 

Brief  Summary  of  Prescribing  Information  (12)  10/27/78 

For  complete  information  consult  Official  Package  Circular. 

WARNING 

This  fixed  combination  drug  is  not  indicated  for  initial  therapy  of 
hypertension.  Hypertension  requires  therapy  titrated  to  the  individ- 
ual patient.  If  the  fixed  combination  represents  the  dosage  so 
determined,  its  use  may  be  more  convenient  in  patient  management 
The  treatment  of  hypertension  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant 


CONTRAINDICATIONS 

Anuria,  oliguria,  active  peptic  ulceration,  ulcerative  colitis,  severe 
depression  or  hypersensitivity  to  its  components  contraindicates  the 
use  of  Salutensin. 

WARNINGS 

Small-bowel  lesions  (obstruction,  hemorrhage,  perforation  and  death) 
have  occurred  during  therapy  with  enteric-coated  formulations  contain- 
ing potassium,  with  or  without  thiazides.  Such  potassium  formulations 
should  be  used  with  Salutensin  only  when  indicated  and  should  be  dis- 
continued immediately  if  abdominal  pain,  distention,  nausea,  vomiting 
or  gastrointestinal  bleeding  occurs.  Use  cautiously,  and  only  when 
deemed  essential,  in  fertile,  pregnant  or  lactating  patients. 

Use  in  Pregnancy  — Thiazides  cross  the  placenta  and  can  cause  fetal 
or  neonatal  hyperbilirubinemia,  thrombocytopenia,  altered  carbohydrate 
metabolism  and  possibly  electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock  therapy;  discontinue  Salutensin 
2 weeks  before  such  therapy.  Increased  respiratory  secretions,  nasal 
congestion,  cyanosis  and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers 

PRECAUTIONS 

Azotemia,  hypochloremia,  hyponatremia,  hypochloremic  alkalosis 
and  hypokalemia  (especially  with  hepatic  cirrhosis  and  corticosteroid 
therapy)  may  occur,  particularly  with  pre-existing  vomiting  and  diarrhea. 
Potassium  loss  may  cause  digitalis  intoxication.  Potassium  loss  responds 
to  potassium-rich  foods,  potassium  chloride  or,  if  necessary:  discontinu- 
ation of  therapy.  Serum  ammonia  elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue  therapy  2 weeks  before 
surgery  or  if  myocardial  irritability,  progressive  azotemia  or  severe 
depression  occur  Exercise  caution  in  patients  with  chronic  uremia, 
angina  pectoris,  coronary  thrombosis  or  extensive  cerebral  vascular 
disease  or  bronchial  asthma  and  in  those  with  a history  of  peptic 
ulceration  or  bronchial  asthma;  in  post-sympathectomy  patients;  in 
patients  on  quinidine;  and  in  patients  with  gallstones,  in  whom  biliary 
colic  may  occur.  Patients  who  have  diabetes  mellitus  or  who  are  sus- 
pected of  being  prediabetic  should  be  kept  under  close  observation  if 
treated  with  this  agent 

ADVERSE  REACTIONS 

Hydroflumethiazide  — Skin-rashes  (including  exfoliative  dermatitis), 
skin  photosensitivity,  urticaria,  necrotizing  angiitis,  xanthopsia,  granulo- 
cytopenia, aplastic  anemia,  orthostatic  hypotension  (potentiated  with 
alcohol,  barbiturates  or  narcotics),  allergic  glomerulonephritis,  acute 
pancreatitis,  liver  involvement  (intrahepatic  cholestatic  jaundice), 
purpura  plus  or  minus  thrombocytopenia,  hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fatigue,  paresthesias,  muscle 
cramps,  skin  rash,  epigastric  distress,  vomiting,  diarrhea  and  constipation. 

Reserpine  — Depression,  peptic  ulceration,  diarrhea,  Parkinsonism, 
nasal  stuffiness,  dryness  of  the  mouth,  weight  gain,  impotence  or 
decreased  libido,  conjunctival  injection,  dull  sensorium,  deafness,  glau- 
coma, uveitis,  optic  atrophy,  and,  with  overdosage,  agitation,  insomnia 
and  nightmares. 

USUAL  DOSE 

The  usual  adult  dose  of  Salutensin  is  one  tablet  once  or  twice 
daily.  If  a smaller  amount  of  thiazide  diuretic  is  desired,  Salutensin- 
Demi,  one  tablet  once  or  twice  daily  can  be  given. 

SUPPLIED 

Bottles  of  10  and  1000  scored  tablets 

REFERENCES 

1.  Propranolol  in  the  treatment  of  essential  hypertension.  Veterans 
Administration  Cooperative  Study  Croup  on  Antihypertensive  Agents. 

I AM  A 237:2303-2310, 1977. 

2.  Five-year  findings  of  the  hypertension  detection  and  follow-up  pro- 
gram: I.  Reduction  in  mortality  of  persons  with  high  blood  pressure, 
including  mild  hypertension  Hypertension  Detection  and  Follow-up 
Program  Cooperative  Croup.  I AM  A 242:2562-2571,  1979. 

3.  Moser  M,  Kaplan  NM,  Sullivan  JM,  Paul  O,  in  discussion  Perspec- 
tives on  MRF IT : Can  the  interim  data  be  applied  to  your  practice . . ? 

An  Interim  Report  on  the  Ongoing  Multiple  Risk  Factor  Intervention  Trial : 
MRF  IT.  New  Perspectives  on  Hypertension  2(1 ) :10-1 9,  February  1981 . 
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Albemarle  County  Medical  Society 

Benjamin  C.  Sturgill,  MD,  Pathology,  University  of  Vir- 
ginia Medical  Center,  Charlottesville  VA  22908 

Siva  Thiagarajah,  MD,  Obstetrics/Gynecology,  Box  387, 
University  of  Virginia  Hospital,  Charlottesville  VA 
22908 

Alexandria  Medical  Society 

Maya  C.  Bhatia,  MD,  Child  Psychiatry,  7111  Sussex 
Place,  Alexandria  VA  22307 

Raymond  B.  Wertheim,  MD,  Psychiatry,  220  S.  Washing- 
ton Street,  Alexandria  VA  22314 

Arlington  County  Medical  Society 

C.  Lynne  Blei,  MD,  Diagnostic  Radiology,  611  S.  Carlyn 
Springs  Road,  Arlington  VA  22204 

Sanda  Costescu,  MD,  Internal  Medicine,  5020  Little  Falls, 
Arlington  VA  22207 

Glenn  H.  Fuchs,  MD,  Dermatology,  5808-82  Merton 
Court,  Alexandria  VA  22311 

Raymond  F.  Patterson,  MD,  Psychiatry,  8 W.  Walnut 
Street,  Alexandria  VA  22301 

Buchanan-Dickenson  Counties  Medical  Society 

Rajni  R.  Patel,  MD,  Pediatrics,  PO  Box  762,  Grundy  VA 
24614 

Culpeper  County  Medical  Society 

P.  DeClan  Burke,  MD,  Obstetrics/Gynecology,  540  Sun- 
set Lane,  Culpeper  VA  22701 

Fairfax  County  Medical  Society 

Nandini  Dickens,  MD,  Psychiatry.  3506  Kings  Cross 
Road,  Alexandria  VA  22303 

Joseph  J.  Palombi,  MD,  Child  Psychiatry,  1619  Hunting 
Avenue,  McLean  VA  22102 

Fauquier  County  Medical  Society 

Lawrence  H.  Vinis,  MD,  Anesthesiology,  Route  2,  Box 
103,  Warrenton  VA  22186 

Richmond  Academy  of  Medicine 

Bernard  Levey,  MD,  Psychiatry,  1500  Westbrook  Ave- 
nue. Richmond  VA  23227 

Eileen  C.  Lubin,  MD,  Dermatology,  1804  Idlebrook 
Court.  Richmond  VA  23233 

David  J.  McGroarty,  MD,  Internal  Medicine,  5855  Bremo 
Road,  Richmond  VA  23226 
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BRISTOL* 1 2 3 


Dl  Laboratories 

ion  of  Bristol  Myers  Company 
:use  New  York  13201 


PSYCHIATRIC  INSTITUTE 

OF  RICHMOND 

YOUR  COMPREHENSIVE  MENTAL  HEALTH  CARE  CENTER 

FOR  CHILDREN  AND  ADOLESCENTS  ^ 


• Acute  Care 

• Intermediate  Care 

• Substance  Abuse  Program 

• Accredited  School  Specializing 

in  Learning  Disabled  and  Emotionally 
Disturbed  Children  and  Adolescents 

• Outpatient  and  Emergency  Services 
Provided  for  Children,  Adolescents, 

Adults,  and  Families 

• South  Richmond  Outpatient  Office 
Located  at 

8132  Forest  Hill  Avenue 

JOE  W.  KING,  MD  & ASSOCIATES,  P.C. 

329-4392 

3001  Fifth  Avenue 
Richmond,  Virginia  23222 


The  ultimate  answer  to  pollen,  dust  and  smoke. 


Today's  air  is  full  of  irritants  that  can  cause  watering  eyes,  runny  nose,  coughing  and  general  discomfort  Allergy 
sufferers  are  even  more  severely  affected  But  now  there  is  an  air  cleaner  that  is  almost  too  good  to  be  true 


NEWTRON1  Electrostatic  Air  Cleaner 

THE  MOST  EFFECTIVE 

Disposable  air  conditioning  filters  remove  only  20%  of  air-borne  pollutants.  Expen- 
sive powered  electronic  air  cleaners  have  an  effectiveness  that  ranges  from  50- 
85%.  But  the  NEWTRON " Electrostatic  Air  Cleaner  is  the  most  effective  of  all  The 
NEWTRON " removes  over  90%  of  the  pollen,  dust,  and  cigarette  smoke  from  your 
home  or  business. 

Per  Cent  (%)  Efficiency  0 10  20  30  40  50  60  70  80  90  100 


Throw  Away  Fiber  Glass  Filter 
Powered  Air  Cleaners 
Newtron  Electrostatic  Air  Cleaner 


The  air  cleaning  results 
shown  here  are  proven 
by  laboratory  tests 


(A  copy  of  the  independent  test  lab  results  that  prove  this  claim  is  available  upon  request.) 


SIMPLE  PERMANENT  NO  REPAIRS 

The  NEWTRON"  develops  its  internal  static  charge  simply  by  air  flowing  through 
grids  made  of  several  types  of  static-prone  plastic.  It  is  this  static  charge  that 
attracts  and  traps  the  irritating  air  pollutants 

EASY  TO  CLEAN  NO  INSTALLATION 


l^ewtiffii 

The  ultimate  air  cleaner 


Clip  out  this  coupon — 

Mail  to:  Newtron  of  Virginia,  PO.  Box  4158, 

Lynchburg,  Virginia  24502  - (804)  237-2050 


□ Please  send  additional  information 


Dr. 


Address 

City State Zip 

Specialty 
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THE  PATIENT  THINKS 
HE  HAS  HEAR' 


jHHMM 
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liiifiiiiilOU  KNOW  IT  S REALLY 

.X1ETY  SYMPTOMS 


is  presenting  symptoms:  palpitations,  chest  pain, 

nic  exhaustion  and  occasional  difficulties  in  breathing. 
Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
evels  of  anxiety  and  apprehension. 
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mr 

til  I 
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mmmm » rapid  relief  you  prescribe 
m Valium  (dlazepam/rcocne) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few  days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 


Valium 

diazepam/Roche 


2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU'RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


1& 


Please  see  summary  of  product  information  on  the  following  page 


VALIUM  (diazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agilation.  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad- 
lunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  disconjinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use.  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy,  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines,  nar- 
cotics. barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz 
epmes  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  taundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  taundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d to  q i d alcoholism,  10  mg  t i d or  q i d in 
first  24  hours,  then  5 mg  t i d.  or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q i d ; adiunctively  in  convulsive  disorders,  2 to  10  mg 
b i d to  q i d Geriatric  or  debilitated  patients:  2 to  2'/2 
mg.  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions  ) Children  1 to  IVi  mg  t.i  d. 
or  q i d initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months) 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg,  white;  5 mg,  yellow,  10  mg,  blue — 
bottles  of  100*  and  500,*  Prescription  Paks  of  50. 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  10 1 

^Supplied  by  Roche  Products  Inc..  Manati,  Puerto 
Rico  00701 

'/Supplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 
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Norfolk  Academy  of  Medicine 

Ruth  H.  Capp,  MI),  Psychiatry,  1500  Eleanor  Court, 
Norfolk  VA  23508 

Elizabeth  M.  Higgins,  MI),  Radiation/Oncology,  600 
Gresham  Drive,  Norfolk  VA  23507 
Michael  R.  Higgins,  MD,  Internal  Medicine/Nephrology, 
600  Gresham  Drive,  Norfolk  VA  23507 
Buu  That  Lien,  MD,  Pediatrics,  5528  Bayberry  Drive, 
Norfolk  VA  23502 

Ira  S.  Porter,  MD,  Orthopedic  Surgery,  400  Gresham 
Drive,  Norfolk  VA  23507 

Frank  A.  Roberto,  MD,  Psychiatry,  844  Kempsville 
Road,  Norfolk  VA  23502 

Roanoke  Academy  of  Medicine 

Janies  E.  Dill,  MD,  Internal  Medicine/Gastroenterology, 
1310  Third  Street,  Roanoke  VA  24016 
Paul  T.  Frantz,  MD,  Cardiovascular  Surgery.  2037  Crys- 
tal Spring  Avenue.  SW.  Roanoke  VA  24014 

Rockingham  County  Medical  Society 
William  B.  Baker,  MD,  Internal  Medicine/Nephrology, 
847  Cantrell  Avenue,  Harrisonburg  VA  22801 
William  F.  Cale,  MD,  Internal  Medicine/Pulmonary,  1315 
Heritage  Place,  Morgantown  WV  26505 
Ramesh  Chalam,  MD,  Anesthesiology,  Route  1.  Box  217, 
Mt.  Crawford  VA  22841 

Timothy  K.  Vest,  MD,  Gastroenterology,  847  Cantrell 
Avenue,  Harrisonburg  VA  22801 

Southside  Virginia  Medical  Society 
Jaimoon  M.  Shim,  MD,  Otorhinolaryngology,  14604 
Tranor  Avenue,  Chester  VA  23831 

Southwestern  Virginia  Medical  Society 
John  R.  McClane,  MD,  Radiology,  Route  2,  Box  63-B. 
Wytheville  VA  24382 

Kenneth  L.  Roark,  MD,  Pediatrics,  Johnston  Memorial 
Hospital,  Abingdon  VA  24210 

Virginia  Beach  Medical  Society 

Roy  M.  Oswaks,  MD,  General  Surgery,  701  Independence 
Circle,  Virginia  Beach  VA  23455 

Wise  County  Medical  Society 

Subhash  C.  Saha,  MD,  Radiology/Nuclear  Medicine, 
Lonesome  Pine  Hospital,  Big  Stone  Gap  VA  24219 
Ram  Singh,  MD,  Family  Practice,  809  Virginia  Avenue, 
Norton  VA  24273 


ROCHE  PRODUCTS  INC. 
Manati,  Puerlo  Rico  00701 
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DOCTORS  OFFICE  COMPUTER  SYSTEMS 


DOCS  WORKS  FOR 
YOU,  YOUR  STAFF, 
YOUR  PATIENTS. 

DOCS  is  a computer  system  that  has  been 
designed  to  meet  the  needs  of  Medical  and  Dental 
professionals.  Installing  a computer  programmed 
with  DOCS  means  that  your  practice  runs  more 
economically.  Fewer  mistakes  are  made.  You  and 
your  staff  waste  less  time  on  tedious  paper  work. 
The  result?  Increased  return  on  receivables, 
improved  practice  information,  fewer  delinquent 
accounts.  And  that's  just  the  beginning. 

Because  the  computer  takes  care  of  menial 
paper  work,  your  staff  has  time  for  more  impor- 
tant duties,  and  you  have  more  time  for  your 
patients.  DOCS  is  simpleforyourstafftouse.The 
computer  asks  a question;  your  office  person 
enters  the  answer.  DOCS  will  question  invalid 
numbers,  process  insurance  forms,  and  prepare 
billing,  just  to  mention  a few  functions.  Your 
patients  benefit,  too.  Patients  are  registered 
more  quickly,  their  records  are  immediately  avail- 
able without  searching  for  files,  and  accounts  are 
kept  up-to-date.  DOCS  does  all  this  and  much 
more. 


THE  DOCS  SYSTEM  PROVIDES: 

□ Patient  Inquiry 

□ Charge  and  Payment  Entries 

□ Patient  Super  Bills 

□ Universal  Claim  Forms 

Blue-Shield  — Champus*  Medicare  - Medicaid 

□ Detailed  Aging  Reports 

□ Selective  Aging  Reports 

□ Labels 

□ Collection  Letters 

□ Alphabetical  Computer  Look-Up 

□ Practice  Analysis 

□ Cycle  Billing 

□ Audit  Trails 

□ General  Ledger 

□ Word  Processing 

□ Tax  Benefits; 

Investment  Tax  Credit 
Depreciation 


(703) 3G6-5200 

□ Please  send  me  more  Information  on  the  DOCS  System. 

□ Please  phone  me  to  schedule  a system  demonstration. 


Name 

Address 

City State 

Zip Phone 
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He  Helped  Shape  Virginia: 
Dr.  William  Fleming,  1728-1795 

Randolph  T.  Shields,  Jr.,  MD,  Staunton , Virginia 


Well  known  in  his  time  as  physician,  soldier  and  statesman,  William 
Fleming  has  been  eclipsed  in  historical  annals  by  such  luminous  confreres  as 
Thomas  Jefferson  and  Hugh  Mercer.  This  biography  places  him  rightfully  in 
the  front  rank  of  Virginia’s  18th  century  medical  leaders. 


There  came  to  Virginia  in  the  1750s  a young 
Scotsman  whose  later  activities  as  an  Ameri- 
can public  servant  have  been  described  as 
“synonymous  with  the  history  of  Virginia  during 
the  last  half  of  the  18th  century.”1  Born  in  Jed- 
burgh, Scotland  on  February  7,  1728,  William  Flem- 
ing was  the  son  of  Leonard  and  Dorothea  Saterth- 
waite  Fleming.  After  completing  his  classical 
education,  the  young  man  decided  to  enter  medi- 
cine and  served  for  three  years  as  a surgeon’s 
apprentice  in  Dumfries  and  later  in  Kirkcudbright, 
then  studied  under  an  eminent  apothecary  in  Ken- 
dal. In  1746  he  was  accepted  by  the  University  of 
Edinburgh,  but  it  is  not  known  how  long  he  studied 
there.  He  may  have  served  briefly  in  the  British 
Navy  or  on  a merchant  ship. 

Dr.  Fleming  arrived  in  Virginia  perhaps  as  early 
as  1751.'  Following  Braddock’s  defeat  on  July  9, 
1755,  he  enlisted  as  an  ensign  in  George  Washing- 
ton’s Virginia  regiment,  which  protected  the  west- 
ern border  of  the  colony  from  the  French  and 

Address  correspondence  to  the  author  at  36  Ridgeview 
Road,  Staunton  VA  24401. 


Indians.  Fleming  continued  soldiering  in  the  French 
and  Indian  War  through  1761.  His  assignments 
included  Fort  Dinwiddie,  the  Sandy  Creek  Voyage, 
the  defeat  and  then  the  victory  of  the  British  at  Fort 
Duquesne,  and  the  Cherokee  Campaign.  He  served 
as  surgeon  and  his  military  performance  brought 
him  the  the  rank  of  “Captain  in  the  Virginia  Regi- 
ment.”2 His  regiment  was  disbanded  in  1762.  Dr. 
Fleming  returned  to  the  community  in  which  he  had 
chosen  to  establish  his  medical  practice — a commu- 
nity that  by  decree  of  the  General  Assembly  in  1761 
states  “that  the  said  town,  in  the  county  of  Augus- 
ta, shall  be  called  and  known  by  the  name  of 
Staunton  . . .”3  There  Fleming  married  Anne,  the 
daughter  of  Colonel  Israel  Christian,  who  lived  in 
Staunton;  he  obtained  the  marriage  license  on  April 
6,  1763. 4 

It  did  not  take  long  for  Dr.  Fleming  to  become 
established  in  the  Staunton  community.  Records 
note  that  circa  1763  the  newlywed  Flemings  agreed 
to  maintain  the  support  of:  “George  Helvick,  or- 
phan, aged  three  years  and  four  months,  to  be 
bound  to  Wm.  Fleming,  Gent.”5  The  Flemings 
eventually  had  seven  children  of  their  own.6  On 
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September  24,  1763,  William  Fleming  bought  from 
“Israel  Christian,  Gent"  and  “Elizabeth  his  wife” 
the  northeast  lot  formed  by  the  crossing  of  Lewis 
Creek  and  New  Street,  and  was  living  on  that  site  in 
1765. 7On  November  24,  1764,  Fleming  was  elected  a 
vestryman  of  Augusta  Parish;  like  many  on  the 
Vestry,  he  was  a Presbyterian — a member  of  the 
Tinkling  Spring  Meeting  House.8,1  In  May  1768  Dr. 
Fleming  was  named  a justice  of  the  peace,  repre- 
senting the  Staunton  District . ^ 

During  the  five  years  of  his  Staunton  practice, 
from  1763  to  1768,  three  other  physicians  were 
practicing  in  the  area:  Dr.  William  Lewis,4  Dr. 
Thomas  Lloyd,510  and  Dr.  William  Cabell.5 

In  1766  Patrick  Henry  asked  for  Dr.  Fleming's 
help  in  selling  some  acreage  granted  to  Henry  in  the 
buffer  land  west  of  the  Blue  Ridge  Mountains,  and 
Fleming  later  became  associated  with  the  Loyal 
Company,  which  was  organized  under  royal  charter 
to  partition  and  settle  what  is  now  Kentucky. 

In  early  1768  the  Flemings  moved  from  Staunton 
to  “Belmont”,  which  is  now  within  the  city  limits  of 
Roanoke,  establishing  themselves  on  some  500 
acres  deeded  to  them  by  Israel  Christian.  Botetourt 
County  was  carved  out  of  Augusta  County  in  1 769 1 1 
and  Belmont  thus  became  located  in  Botetourt 
County.  In  the  Roanoke  Valley  Dr.  Fleming  was 
elected  one  of  the  twelve  justices  of  the  peace, 
again  became  a vestryman,  and  was  appointed  a 
commissioner,  with  some  legal  authority. 

In  1774  Lord  Dunmore,  Governor  of  Virginia, 
instigated  “Dunmore’s  War,”  which  led  to  the 
Battle  of  Point  Pleasant.17"14  This  battle  was 
fought  between  a confederation  of  Indian  tribes  led 
by  the  famous  Shawnee  Chief,  Cornstalk,  and  some 
1,100  Virginia  militiamen  commanded  by  General 
Andrew  Lewis.  One  column  from  the  Botetourt 
Regiment  was  led  by  Fleming,  by  then  a colonel. 
The  Indians  were  defeated,  permitting  the  opening 
of  Kentucky  and  the  West,  and  Colonel  Fleming 
was  wounded. 

He  described  his  injuries  in  a letter  to  his  brother- 
in-law,  William  Bowyer: 

. . . 1 received  three  halls.  Two  struck  my  left  arm 
below  the  Elbow  broke  both  the  bones , and  I find 
one  of  them  is  lodged  in  my  arm,  a third  entered  my 
breast  about  three  inches  below  my  left  Nipple  and 
is  lodged  somewhere  in  the  Chest.  On  finding 
myself  e ff  ectually  disabled  / cpdtted  the  Field,  when 
I came  to  be  drest,  I found  my  Lungs  forced 
through  the  wound  in  my  breast,  as  long  as  one  of 


my  fingers.  Watkins  Attempted  to  reduce  them 
ineffectually,  he  got  some  part  returned  but  not  the 
whole,  being  in  considerable  pain,  some  time  after- 
wards, / got  the  whole  Returned  by  the  Assistance 
of  one  of  my  Own  Attendants,  since  which  / thank 
the  Almightly  ! have  been  in  a surprising  state  of 


Fleming's  wounds  kept  him  from  active  service  in 
the  Revolutionary  Army  but  did  not  keep  him  from 
serving  in  the  frontier  defense.  Revolutionary  his- 
tory in  Virginia  has  emphasized  the  fighting  in  the 
eastern  part  of  the  state  and  the  conquest  of  the 
Illinois  territory  by  George  Rogers  Clark,  tending  to 
lessen  the  importance  of  the  intervening  frontier 
defense,  but  the  frontier  was  crucial  in  the  defense 
against  both  Indians  and  Loyalists.  This  is  noted  in 
a letter  to  Dr.  Fleming  from  his  brother-in-law 
Stephen  Trigg:  . . the  Convention  has  order'd 

425  Men  to  be  raised  for  the  Defense  of  the  Fron- 
tiers.”2 

On  April  4.  1776,  Fleming  was  appointed  “Lieu- 
tenant and  Commander  in  Chief  of  the  Militia  of  the 
County  of  Botetourt,”2,17  with  responsibility  not 
only  for  his  men  but  for  the  storing  of  supplies  for 
the  entire  southwestern  frontier  of  Virginia,  and  he 
built  a magazine  adjoining  his  home  in  Belmont  for 
the  storage  of  gun  flints,  gunpowder  and  other 
supplies.  Much  of  his  time  was  occupied  by  the 
problems  of  Indian  atrocities  and  Tory  uprisings. 


Dr.  Fleming's  desk,  at  which  he  mav  well  have  written  the 
letters  cited  in  the  accompanying  article.  It  is  of  cherry  and 
pine,  with  the  slant  top  and  bracket  feet  typical  of  the 
period.  Like  the  surgical  instruments  shown  on  page  440. 
this  desk  was  inherited  by  Arthur  M.  Kent  of  Wytheville 
and  was  given  by  him  to  the  Roanoke  Valley  Historical 
Society.  Photograph  by  William  Boyd 
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“Belmont,"  I)r.  William  Fleming's  plantation  home  in 
Virginia  s Roanoke  Valley,  is  shown  in  an  old  photograph 
with  its  original  logged  front  (above)  and  as  it  looks  today 
(below),  with  clapboard  siding,  veranda  converted  to 
screened  porch,  and  large  tree  grown  up  in  the  front. 
Originally  the  house  had  a rear  extension  and  many 
outbuildings.  Now  privately  owned  and  occupied,  Belmont 
is  today  within  the  city  limits  of  Roanoke.  Contemporary 
photograph  by  Richard  Boyd 


In  1777  Fleming  became  a state  senator,  repre- 
senting the  counties  of  Botetourt.  Montgomery, 
Washington  and  Kentucky,  and  from  time  to  time 
was  in  Williamsburg.  Two  years  later,  in  1779,  he 
was  appointed  Commissioner  for  Kentucky  by 
Thomas  Jefferson,  then  Governor  of  Virginia18  This 
post  was  created  when  the  end  of  British  rule 
triggered  great  confusion  in  “settling  the  titles  of 
claimers  to  unpatented  lands  under  the  present  and 
former  government.”1  During  the  winter  of  1779- 
1780  he  approved  the  titles  of  some  “1,334,050 
acres  owned  by  1,328  persons.”19 

Fleming  recorded  a dangerous  trip  west  by  horse 
and  on  foot  from  October  1779  to  May  1780.  These 
writings  include  the  description  of  the  anatomy  and 
use  of  the  buffalo  and  the  extraction  of  salt  from 
water  below  the  earth's  surface.  He  also  writes  of 
the  extreme  cold  and  snow  of  winter,  the  fear  of  the 
Indians,  physical  ailments,  and  his  own  sensations 
when  subjected  to  bloodletting.20 

A member  of  the  Continental  Congress  from 
1779-178121  22  Dr.  Fleming  was  said  to  be  “the  only 
person  from  west  of  the  Blue  Ridge  who  sat  in  that 
body,”6  and  on  June  20,  1780,  he  took  his  seat  on  the 
Virginia  Council  of  State,  or  Privy  Council. 

As  a member  of  that  Council  in  1781,  Fleming 
figured  in  the  famous  saga  of  the  British  raid  to 
capture  Governor  Jefferson  in  Charlottesville, 
where  the  Virginia  legislature  had  convened  on  May 
24.  The  British  were  unsuccessful  in  catching  Jef- 
ferson, but  they  caused  the  legislators  to  flee  to 
Staunton,  there  between  Jefferson’s  term  of  office 
and  the  election  of  Thomas  Nelson,  Fleming,  as  the 
senior  member  of  Council . became  Lieutenant  Gov- 
ernor and  acted  as  the  Governor  of  Virginia,  dis- 
playing admirable  leadership  during  this  chaotic 
period. 

After  the  defeat  of  the  British  at  Yorktown  in 
October  1781,  Virginia  attempted  to  correct  difficul- 
ties in  the  “Western  Country.”  These  problems 
related  in  large  part  to  the  government  of  the  Illinois 
country  under  General  George  Rogers  Clark. 
Charges  of  fraud  and  dishonesty  had  arisen.  Flem- 
ing was  appointed  a commissioner  and  then  became 
head  of  the  Commission  to  investigate  and  correct 
the  conditions.  Although  then  in  poor  health,  Flem- 
ing left  Belmont  on  October  2,  1782,  for  this  west- 
ern area,  not  returning  until  the  following  May.  At 
Belmont,  the  Commission  continued  the  settling  of 
accounts  from  records  and  depositions  obtained  in 
Kentucky.  The  findings  failed  to  confirm  the  sus- 
pected corruption,  suggesting  that  many  of  the 
rumors  had  been  based  on  depreciated  currency 
and  careless  business  practices.23  “The  Commis- 


sion . . . became  a board  for  the  adjustment  of 
claims  rather  than  a group  searching  out  fraud,”23 
and  it  helped  to  establish  a sound  fiscal  system. 

Fleming  owned  some  80,000  acres  in  Kentucky.1 
In  1784,  when  the  first  Kentucky  Convention  met, 
Fleming  attended  as  a representative  from  Lincoln 
County  and  was  named  the  president  of  the  conven- 
tion.18 He  was  also  a representative  from  Botetourt 
County  when  the  Virginia  Constitutional  Conven- 
tion met  in  Richmond  in  1788.  Fleming  voted  with 
the  majority  to  ratify  the  federal  Constitution  and  to 
sustain  the  qualifying  amendments  adopted  by  the 
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convention.24  The  convention  marked  the  end  of  pub- 
lic life  for  Dr.  Fleming. 

Fleming  supported  public  education.  He  was 
appointed  to  the  original  board  of  trustees  of 
“the  Liberty  Hall  Academy,”  in  Lexington, 
Virginia  (later  Washington  and  Lee  University).8  22 
He  became  a trustee  of  Transylvania  Seminary,  the 
forerunner  of  Transylvania  University  in  Lexing- 
ton, Kentucky, 1,26-27  and  when  the  Botetourt  Semi- 
nary was  incorporated  in  Fincastle  in  1785,  Dr. 
Fleming  was  one  of  its  trustees.1-28 

We  know  little  of  the  details  of  Dr.  Fleming’s 
medical  practice  beyond  such  remarks  as  “His 
medical  practice  was  extensive  and  successful.  . ,”21 
and  . . His  services  as  surgeon  and  physician 
were  valuable.”15 

In  the  Fleming  Papers  at  Washington  and  Lee 
University  Library  are  medical  records  kept  by 
Fleming.  They  list  various  treatments  and  charges. 
The  names  of  the  medicines  are  descriptive  of  their 
functions,  such  as  purging  pills,  “antehisterick” 
drops,  worm  powders,  bitters,  and  anodyne 
draught,  “A.  Vomit,”  fever  pectoral  powder, 
smelling  bottle,  and  eye  water.  Most  of  the  charges 
are  for  drugs,  but  there  are  also  charges  for  serv- 
ices, including  “blooding,”  dressing  wounds  and 
blisters,  “Performing  the  Operation  of  the  Fistu- 
la ..  . and  ten  days  attendance,”  and  so  on.  The 
charge  “for  setting  your  son's  leg”  in  1770  was  one 
pound  sterling,  and  the  same  charge  was  made  for 
“Reducing  a dislocated  shoulder”  in  1771. 2 

The  records  reveal  that  many  of  Dr.  Fleming's 
patients  were  persons  of  prominence,  including 
General  Hugh  Mercer,  the  Fredericksburg  physi- 
cian who  was  killed  at  the  Battle  of  Princeton,  and 
General  Andrew  Lewis,  under  whom  Fleming 
served  at  the  Battle  of  Point  Pleasant  and  at  whose 
deathbed  he  attended  in  Bedford  County  in  178! . 2 2'' 

Dr.  Fleming  continued  medical  work  through- 
out his  life.  His  diary  on  November  1,  1782 
notes:  “.  . . went  to  Boons  Station  to  see  Isrl  Boon 
who  was  wounded  at  Lickg  and  dressed  his 
wounds.  . ,”3()In  1782  he  recorded  “fixing  medicine 
for  Col.  Bowman’s  diabetes.”23  After  inspecting 
the  well  at  the  fort  at  the  Ohio  River  falls  in  1783,  he 
mentioned  the  health  of  the  inhabitants,  remarking 
that  they  were  healthier  “and  not  subject  to  the 
Phagadencie  cancerous  ulcers  and  malignant  fever 
so  general  when  I was  there  in  1 779. ’ ’ 1 In  June  1783 
he  bought  a set  of  medical  instruments  costing  just 
over  ten  pounds  sterling.23 

His  library  was  impressive — 324  volumes,  includ- 


ing 43  works  on  medicine  and  44  on  religious 
subjects. 16-31  There  were  also  books  of  philosophy, 
science,  literature,  fiction  and  other  diverse  sub- 
jects. 

The  Fleming  manuscripts  in  the  Washington  and 
Lee  University  Library  are  most  enlightening. 
Much  has  been  preserved  of  correspondence  per- 
taining to  personal,  family,  medical,  military,  geo- 
graphic, scientific,  and  political  matters.  From  them 
we  learn  he  was  “a  man  of  benevolent  character, 
much  beloved  by  his  contemporaries.  . ,”15  Other 
sources  describe  him  as  an  “energetic  soldier, 
practical  man  of  affairs,  pious,  a hospitable  country 
gentleman  . . . with  dignity,  courtesy,  engaging  ad- 
dress, intellectual  . . . and  afavorite  in  social  life.”22 
His  letters  reveal  his  kindness. 

In  his  last  years  Dr.  Fleming’s  physical  health 
deteriorated,  although  his  mind  remained  clear,  and 
he  died  in  August  1795.  His  grave  is  on  a knoll  near 
Belmont,  now  within  the  city  limits  of  Roanoke, 
Virginia. 

One  cannot  review  the  life  of  William  Flem- 
ing without  being  profoundly  impressed  by 
the  people  of  that  period.  One  notes  the 
rugged  times  in  which  those  early  pioneers  lived: 
the  lack  of  resources  and  implements,  the  great  loss 
of  life  from  Indian  attacks  and  disease,  the  difficul- 
ties of  farming  and  transportation,  the  limitations  of 
housing,  clothing,  and  food  supplies,  and  their 
dependence  on  their  own  ingenuity  and  the  work  of 
their  hands.  One  is  impressed,  too,  by  the  repeated 
evidence  of  the  sustaining  power  of  Christian  faith 
in  the  lives  of  so  many,  as  was  true  of  Dr.  Fleming. 

This  is  brought  out  in  a letter  Fleming  wrote  to  his 
wife  from  “Logans,  April  19,  1780,”  in  which  he 
reveals  a sense  of  sympathy  for  the  understandable 
position  of  the  American  Indian,  while  trying  also  to 
relieve  his  wife’s  anxiety  as  to  his  safety: 

. . . My  Dr.  you  express  great  anxiety  at  the 
Amount  of  the  Murders  committed  here  by  the 
Enemy.  It  is  expected  they  will  be  as  diligent  in 
Mischief  as  possible  as  they  must  imagine  such  a 
multitude  of  People  coming  into  this  Country  must 
of  course  make  them  uneasy  and  Murders  are  daily 
perpetrated  in  every  quarter,  but  my  Dr.  Nancy  rely 
on  the  Almighty  . . . in  him  is  my  trust,  nor  have  I 
the  least  apprehension,  my  hopes  are  in  him  for 
your  protection — we  shall  be  a pretty  strong  party  in 
our  way  in  and  I shall  endeavor  to  be  as  prudently 
cautious  as  necessary  whilst  there.  . } 
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The  Editors  greatly  appreciate  the  assistance  of  Mrs. 
Nomeka  Sauers,  executive  director  of  the  Roanoke  Val- 
ley Historical  Society,  who  provided  the  photographs 
that  appear  with  this  article. 
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CARE  FOR  YOUR 

COUNTRY. 


As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest' 
ment  of  your  time.  You  will  broaden  your  professional 
experience  by  working  on 
interesting  medical  projects" 
in  your  community.  Army 
Reserve  service  is  flexible,  so  it 
won’t  interfere  with  your  practice. 

You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve 
meetings.  You’ll  also  attend  funded 
continuing  medical  education  pro- 
grams.  You  will  all  share  the  bond  of 
being  civic-minded  physicians  who  are  also  commis- 
sioned officers.  One  important  benefit  of  being  an  officer 
is  the  non-contributory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve.  To  find  out 
more,  simply  call  the  number  below. 


ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 


MAJ  Sheila  T.  Bowman,  ANC 
USAR  AMEDD  Procurement 
Forest  Glen  Section 
Walter  Reed  Army  Medical  Center 
Washington,  DC  20012 
(301)  427-5101/5131 


MAJ  David  F.  Alexander,  MSC 
USAR  AMEDD  Procurement 
Federal  Office  Building 
400  North  8th  Street 
Richmond,  VA  23240 
(804)  771-2401 


600 mg  Tablets 
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The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 
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In  the  treatment 
of  insomnia 


Good  mornings 
start  with  restful  nights. 


Dalmane  (flurazepam  HCI/Roche) 

patients  fall  asleep  faster, 
sleep  longer  and  seldom  awaken 
with  morning  hangover. 

Feeling  well  rested  in  the  morning  usually  means 
having  slept  well  the  night  before.  And  for  insomniac 
patients  receiving  hypnotic  therapy,  a good  morning  also 
means  awakening  with  few  side  effects  from  their  medica- 
tion. Many  physicians  choose  Dalmane  for  their  patients 
who  suffer  from  insomnia  for  this  very  reason. 

Aside  from  enabling  patients  to  fall  asleep  more 
quickly  and  sleep  longer,  Dalmane  seldom  causes  morning 
hangover.  Most  Dalmane  patients  feel  alert  and  refreshed 
when  they  awaken.  In  53  paired-night  clinical  studies 
comparing  Dalmane  and  placebo  in  2010  insomniac 
patients  with  a variety  of  secondary  diagnoses,  most 
Dalmane  patients  awakened  more  alert  and  refreshed,  and 
less  groggy  and  drowsy,  than  on  nights  when  they  had 
taken  only  placebo. 1 In  a double-blind  crossover  study  of 


ROCHE 


42  patients  in  private  practice,  approximately  three  times 
as  many  patients  reported  feeling  refreshed  and  alert  upon 
awakening  after  a night  on  Dalmane  (flurazepam/Roche) 
compared  to  placebo  nights.2  This  difference  was  highly 
significant  (p<0.001).  And  a retrospective  study  of  2542 
hospitalized  patients  who  received  Dalmane  revealed  only 
a 3.1%  incidence  of  side  effects.3 

While  residual  effects  from  Dalmane  therapy  are 
infrequent,  patients  should  be  cautioned  about  drinking 
alcohol,  driving  or  operating  hazardous  machinery  after 
ingesting  the  drug. 

Efficacy  and  safety  in  a broad 
range  of  patient  types. 

Over  2000  clinical  trials  involving  more  than 
10,000  patients  have  shown  that  Dalmane  patients  fall 
asleep  sooner,  sleep  longer  and  experience  fewer  nocturnal 
awakenings.4  The  safety  and  efficacy  of  Dalmane  have 
been  demonstrated  in  medical  and  surgical  hospitalized 
patients,  in  patients  seen  in  office  practice  and  in  elderly 
patients.5  8 Since  the  risk  of  oversedation,  dizziness,  confu- 
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sion  and/or  ataxia  increases  with  larger  doses  in  the  elder- 
ly, it  is  recommended  that  the  dosage  be  limited  to  1 5 mg. 

Moreover,  the  efficacy  and  safety  of  Dalmane  for  the 
treatment  of  insomnia  have  been  demonstrated  in  thou- 
sands of  patients  with  a variety  of  primary  medical  condi- 
tions, including  cardiovascular,  neuropsychiatric,  endocrine- 
metabolic,  gastrointestinal,  genitourinary,  respiratory  and 
musculoskeletal  disorders.1  Dalmane  (flurazepam  HCl/Roche) 
is  contraindicated  in  pregnancy  and  in  patients  hypersensi- 
tive to  the  drug. 

Avoids  rebound  insomnia 
upon  discontinuation. 

Rebound  insomnia— a worsening  of  sleep  beyond 
pretherapy  levels  after  drug  discontinuation— has  been 
reported  as  a potential  clinical  problem  with  some  hypnot- 
ics.910  However,  this  problem  has  not  been  reported  with 
Dalmane.  In  eight  out  of  eight  sleep  laboratory  studies, 
there  were  no  feports  of  rebound  insomnia. 11  When  you 
prescribe  Dalmane,  you  can  be  confident  of  efficacy  that 
enhances  therapeutic  progress.  Your  insomniac  patients  can 
be  assured  of  a restful  night,  night  after  mght-a  good  start 
for  a good  morning. 
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Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recumng  insomnia  or  poor  sleeping  habits; 
in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown 
effectiveness  for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should 
only  be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malforma- 
tions associated  with  benzodiazepine  use  dunng  the  first 
trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g. , operating  machinery,  driv- 
ing) . Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for 
a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  1 5 mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edneds,  staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disonentation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly -or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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Cancer  Trends: 

Aspiration  Biopsy  of  the  Breast 

William  J.  Frable,  MD,  Richmond,  Virginia 


From  an  experience  of  600  cases,  the  author  discusses  needle  aspiration 
biopsy  to  determine  the  histology  of  a breast  mass.  The  indications, 
technique  and  limitations  are  presented. 


NEEDLE  aspiration  biopsy  of  the  breast  both 
for  evacuation  of  cysts  and  the  diagnosis  of 
solid  tumors  has  become  increasingly  pop- 
ular in  recent  years.1-4  It  was  first  introduced  in  this 
country  by  Hayes  Martin,  a surgeon  at  the  Memori- 
al Center  for  Cancer,  as  a convenient,  simple  and 
inexpensive  way  to  diagnose  clinical  breast  cancer5 
and  was  later  taken  up  by  several  groups  in  Europe, 
most  prominently  at  the  Karolinska  Institute  in 
Stockholm  beginning  in  the  early  '50s.6 

Despite  the  utility  and  ease  of  the  procedure, 
aspiration  biopsy  has  not  been  without  opponents. 
Most  of  the  detractors  either  present  anecdotal, 
heavily  prejudiced  reports  or  use  significantly  vari- 
able methods  that  almost  insure  failure.714  For  ex- 
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ample,  Haagensen,  while  strongly  advocating  the 
aspiration  of  breasts  cysts,  is  categorically  against 
aspiration  biopsy  for  the  diagnosis  of  suspected  or 
obvious  clinical  breast  cancer  because  of  the  poten- 
tial spread  of  tumor  cells.9 

Methods 

Aspiration  biopsy  enjoys  its  greatest  success  if 
scrupulous  attention  is  paid  to  the  proper  technique 
for  obtaining  an  adequate  specimen.  The  fine-nee- 
dle method  uses  a standard  22-gauge,  thin-walled 
needle  of  Wi  inch  length  with  an  external  diameter 
of  0.6  mm.  An  18-gauge  needle  of  similar  type  may 
be  preferred  if  there  is  a strong  clinical  indication 
that  the  breast  mass  is  a cyst.  The  needle  is  attached 
to  a disposable  20-ml  syringe  placed  in  one  of  the 
commercially  available  syringe  holders,  so  that  the 
operation  of  the  equipment  is  possible  with  one 
hand  while  the  other  is  free  to  palpate  and  grasp  the 
tumor  (Fig.  1)-  It  is  then  quite  easy  to  aspirate 
lesions  of  a diameter  of  1.0  cm  or  greater. 

The  patient  is  examined  and  the  clinical  charac- 
teristics of  the  mass  determined.  Correct  position  of 
the  patient  is  important  to  maximize  the  promi- 
nence of  the  lump.  Skin  preparation  of  the  puncture 
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site  with  an  alcohol  sponge  as  for  venapuncture  is 
all  that  is  required  prior  to  inserting  the  needle  into 
the  mass.  No  anesthesia  is  necessary  with  the  use  of 
the  thin  needle  as  the  biopsy  is  no  more  traumatic 
than  drawing  blood. 

The  operator  should  determine  the  angle  of  ap- 
proach to  the  tumor  and  lay  the  point  of  the  needle 
on  the  skin  surface  over  the  puncture  site,  then 
introduce  the  needle  into  the  mass  in  one  swift 
motion.  One  is  aware  of  puncturing  the  tumor  both 
from  a difference  in  resistance  in  the  case  of  neo- 
plasms or  by  moving  the  syringe  slightly  from  side 
to  side,  allowing  the  operator  to  feel  the  mass  move 
between  the  palpating  fingers. 

Once  the  cyst  or  tumor  has  been  punctured,  the 
full  vacuum  of  the  syringe  is  applied  by  retraction  of 
the  trigger  on  the  syringe  pistol.  With  a cyst  this 
results  in  the  immediate  appearance  of  fluid.  The 
cyst  should  be  evacuated  as  completely  as  possible, 
withdrawing  the  needle  at  the  end  of  the  procedure 
and  applying  firm  pressure  over  the  puncture  site 
with  a sterile  gauze  pad. 

In  the  case  of  solid  masses,  the  needle  is  moved 
back  and  forth  within  the  lump  while  the  vacuum  is 
fully  applied,  varying  the  direction  of  the  needle 
slightly.  This  manuever  is  done  in  quick  short 
strokes  while  observing  the  junction  of  the  needle 
and  the  syringe  for  the  appearance  of  any  specimen. 
It  is  important  not  to  dilute  an  aspirate  from  a solid 
tumor  with  excessive  tissue  fluid  or  blood  but  to 
keep  the  material  within  the  needle  itself. 

An  adequate  sample  is  usually  obtained  after  only 
a few  movements  of  the  needle.  The  aspiration  is 
then  stopped  by  allowing  the  vacuum  to  equate 
while  the  needle  is  still  in  the  mass.  The  needle  is 
then  withdrawn  and  pressure  applied  to  the  punc- 
ture site  as  described  previously. 

Smears  of  the  aspiration  biopsy  are  prepared  on 
plain  glass  slides  in  the  manner  of  making  spreads 
from  bone  marrow  aspirates.  The  details  including 
fixation  and  staining  have  been  reported.10  Cyst 
fluids  are  handled  by  standard  cytologic  methods 
using  either  filters  or  a combination  of  filters  and 
smears  from  the  centrifuged  specimen. 


Fig.  1.  Technique  of  aspiration  biopsy  of  breast  mass 
using  syringe  pistol. 


This  author  prepares  both  air-dried  and  alcohol- 
fixed  smears  from  needle  aspirates  of  solid  tumors. 
Air-dried  smears  are  stained  by  Romanovsky  dyes, 
usually  the  Giemsa  method  or  one  of  its  variants, 
while  fixed  smears  are  stained  by  standard  Papani- 
colaou technique.  Use  of  the  Giemsa  stains  allows 
reporting  of  the  results  after  only  a few  minutes, 
confirming  at  least  that  there  is  a suitable  sample 
before  the  patient  is  dismissed  from  clinic.  In  the 
case  of  a diagnosis  of  malignancy  workup  of  the 
patient  can  proceed  without  delay. 

It  is  extremely  important  for  those  actually  en- 
gaged in  the  performance  of  needle  aspiration  biop- 
sy to  practice  both  the  techniques  of  actual  biopsy 
and  smear  preparation.  We  have  found  this  is  best 
done  with  surgically  removed  tumors.  The  proce- 
dure should  take  no  more  than  ten  seconds,  except 
where  there  is  a large  breast  cyst  that  may  require 
the  changing  of  syringes  to  accomplish  complete 
evacuation. 

Results 

Table  1 compares  several  large  series  of  aspira- 
tion biopsies  of  the  breast,  including  this  author’s 
experience  with  600  cases.11"13  Sensitivity  and 


Table  1.  Results  in  Selected  Series  of  Fine-Needle  Aspiration  of  the  Breast. 


Reference 

True 

Positive 

True 

Negative 

False- 

Positive 

False- 

Negative 

Sensitivity 
for  Cancer 

No  Cancer 
Present 

Unsatis- 

factory 

Aspirations 

Frazen  and  Zajicek1 

796 

782 

26 

48 

94% 

96% 

29 

Stavric  et  al11 

103 

133 

9 

5 

95% 

93% 

Bjurstam  et  al12 

157 

787 

8 

18 

89% 

98% 

30 

Schondorf13 

323 

193 

6 

10 

97% 

98% 

Author's  series 

211 

348 

7 

22 

90% 

98% 

35 

Note:  Suspicious  cytology  reports  counted  as  false-positive  with  negative  histology  and  false-negative  with  positive  histology. 
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specificity  of  the  procedure  give  a better  picture  of 
what  may  be  expected  in  experienced  hands.  Most 
of  the  larger  series  report  better  than  90%  figures 
for  both,  making  this  an  excellent  screening  test  for 
determining  the  nature  of  a breast  lump  prior  to 
definitive  therapy.  There  is  no  doubt  from  a review 
of  literature  that  where  variation  in  technique  oc- 
curs, results  are  less  than  satisfactory.714  Others 
feel  that  aspiration  biopsy  is  limited  in  determining 
the  classification  of  breast  malignancy,  preferring 
core  needle  biopsy  to  this  procedure. 17 

Not  all  reports  support  the  necessity  of  cytologic 
examinations  offluid  aspirated  from  breast  cysts,916 
Although  all  stress,  however,  that  the  fluid  must  be 
clear  and  colorless  or  light  yellow  if  it  is  to  be 
discarded.  Within  the  framework  of  the  medical 
legal  situation  today,  it  is  probably  best  to  submit  all 
fluid  aspirated  from  breast  cysts  for  cytologic 
study;  this  is  absolutely  necessary  where  the  fluid  is 
in  anyway  discolored  or  cloudy.  More  important  is 
the  reexamination  of  the  patient  after  aspiration  of  a 
breast  cyst  to  determine  the  presence  of  any  residu- 
al mass.  If  one  is  present  it  should  be  aspirated  and 
smears  prepared.  Mammography  or  other  suitable 
imaging  of  the  breast  may  be  used  following  aspira- 
tion of  a breast  cyst  to  detect  any  residual  non- 
palpable  disease,  with  appropriate  followup  if 
something  is  found. 

Both  false-positive  and  -negative  diagnoses  with 
aspiration  biopsy  should  of  course  be  avoided,  but 
they  are  going  to  occur,  as  with  any  diagnostic  test. 
With  the  help  and  cooperation  of  the  surgical  oncol- 


ogy division,  this  author  has  used  the  triage  proce- 
dure in  Table  2,  in  the  evaluation  and  initial  man- 
agement of  the  patient  with  a breast  mass. 

It  is  important  to  aspirate  only  clearly  definable 
breast  lumps.  This  is  the  only  indication  for  fine- 
needle  aspiration  biopsy.  The  procedure  should  not 
be  used  to  biopsy  blindly  any  area  of  the  breast  or 
for  vague  thickenings  and  nodularity.  If  the  lump  is 
not  suitable  for  surgical  excision,  don't  aspirate  it. 
The  only  patient  to  be  followed  without  further 
diagnostic  workup  or  therapy  is  that  case  in  which  a 
breast  cyst  is  completely  collapsed,  leaving  no 
residual  mass.  This  scheme  should  insure  only  an 
extremely  rare  false-negative  diagnosis  of  breast 
cancer  based  on  aspiration  biopsy  alone. 

False-positive  diagnosis  of  breast  cancer  raises  a 
much  more  serious  consideration  if  major  surgical 
therapy  is  based  on  the  aspiration  biopsy  diagnosis 
alone.  This  may  be  obviated  by  always  performing 
an  open  surgical  biopsy  with  frozen  section,  but  it 
can  then  be  argued.  Why  the  aspiration  biopsy? 
Even  if  one  opts  for  open  biopsy  to  confirm  every 
positive  aspiration  diagnosis,  the  procedure  still  has 
features  to  recommend  it:  1)  It  is  an  outpatient, 
office  procedure  that  is  fast,  easy  and  economical. 
2)  The  patient  may  know  her  diagnosis  in  advance 
of  major  therapy  and  may  therefore  participate 
intelligently  in  the  therapeutic  decisions.  3)  Time 
and  expense  may  be  saved  in  evaluation  of  the 
patient  with  breast  cancer,  as  much  of  the  workup 
prior  to  definitive  therapy  can  be  performed  on  an 
outpatient  basis. 

False-positives  can  be  largely  eliminated  by  close 
cooperation  between  the  cytopathologist  and  the 
clinician.  This  is  best  achieved  where  there  is 
excellence  of  communication,  the  cytopathologist  is 
experienced  in  reading  needle  aspiration  biopsies, 
and,  as  in  my  institution,  the  cytopathologist  actual- 
ly evaluates  the  patient  and  performs  the  biopsy. 
Even  with  this  ideal  arrangement,  there  will  still  be 
difficult  cases,  and  some  will  require  open  biopsy 
for  conformation  of  malignancy.  Furthermore,  even 
a negative  aspiration  biopsy  of  a solid  breast  tumor 
should  have  surgical  biopsy.  The  chance  of  encoun- 
tering a carcinoma  in  such  cases  will  be  low,  usually 
less  than  3%  of  cases. 

Complications 

There  are  few  if  any  complications  with  fine- 
needle  aspiration  biopsy  of  the  breast.  Rarely,  a 
small  hematoma  may  develop  at  the  puncture  site. 
This  seems  to  be  a bit  more  likely  with  breast 
cancers  than  with  benign  disease.16  No  documenta- 
tion has  been  put  forth  to  support  the  contention 
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that  needle  aspiration  is  dangerous  because  of  nee- 
dle tract  seeding  or  dissemination  of  tumor  cells. 
While  possible  in  theory,  in  practice  this  has  not 
occurred  with  breast  aspirations.  The  series  by 
Berg  and  Robbins  composed  of  aspirated  breast 
cancers  and  controls,  treated  and  staged  the  same, 
showed  no  difference  in  survival  after  15  years  of 
followup.1  Experimental  evidence  in  animal  tumor 
systems  provides  similar  support  for  the  safety  of 
aspiration  biopsy  even  though  it  can  be  shown  that 
tumor  cells  aspirated  into  the  needle  are  viable.18 
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TRENDS  COMMENT 


Needle  aspiration  biopsy  of  a mass  in  the  breast  is 
a most  helpful  diagnostic  tool.  I would  like  to 
emphasize  again  the  author's  statement  to  aspirate 
only  clearly  definable  breast  masses.  Any  mass  not 
suitable  for  surgical  excision  should  not  be  aspirat- 
ed. The  followup  as  outlined  in  Table  2 is  essential 
to  the  welfare  of  the  patient! 

The  close  cooperation  of  the  clinician  and  cyto- 
pathologist  is  mandatory.  It  is  preferable  to  get  a 
xeromammogram  before  aspiration  so  that  the  mass 
is  in  no  way  distorted  by  the  needle  and  does  not 
give  a false  impression. 

If  the  diagnosis  is  cancer,  and  the  clinical  picture 
is  confirmatory,  we  proceed  with  the  workup  and 
treatment  of  breast  cancer.  If  the  physical  findings 
are  not  supportive,  we  perform  an  excisional  biopsy 
and  get  definitive  histological  diagnosis.  If  the  aspi- 
rate is  benign  we  excise  the  mass  for  microscopic 
study  by  the  pathologist. 

Another  important  benefit  of  this  procedure  is 
that  it  is  carried  out  entirely  as  an  outpatient 
procedure.  When  it  is  positive  for  cancer,  we  com- 
plete the  workup  before  hospitalization.  It  allows 
the  surgeon  and  the  patient  all  the  time  they  might 
need  to  discuss  the  treatment  plan,  a most  impor- 
tant benefit! 

J.  Shelton  Horsley,  III,  MD 
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THE  HARD  PART 
COmES  AFTER  THE  DETOX 

Our  nationally  recognized  Alcoholism  Treatment  Program  at 
The  Arlington  Hospital  is  fully  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  We  are  successful  because  we  offer  a total 
treatment  program,  including: 

• 21-28  day  inpatient  treatment  including  detoxification 

• Separate  adolescent  program  for  patients  ages  13-18 

• Professional  counseling  staff 

• Primary  nursing  care 

• 1 5-week  aftercare  group  treatment 

• One-year  aftercare  follow-up 


For  an  informative  brochure  and  rate  information , call  or  write: 

uMW,  Alcoholism  Treatment  Program  Charles  G.  Smith.  M.D. 

(![(  The  Arlington  Hospital  Medical  Director 

xiy  1 701  North  George  Mason  Drive  Moms A Hill,  M H S 

70^l58n-653|inia  22205  ^OireOor 


The  Arlington  Hospital  is  a 350-bed  nonprofit  institution,  extending  a 
commitment  in  community  health  care. 
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Climcopathologic  Conference: 
Massive  HeniatemesLs 


From  the  University  of  Virginia  School  of  Medicine 
Clinical  Discussion  by  Carl  J.  Friedman,  MD 
Pathology  Discussion  by  Benjamin  C.  Sturgill,  MD 
Presentation  by  Richard  J.  Gualtieri,  MD 


Presentation  of  Case 

Dr.  Richard  J.  Gualtieri:  A 55-year-old  black 
woman  was  transferred  to  the  University  of  Virgin- 
ia Hospital  for  evaluation  and  management  of  mas- 
sive upper  gastrointestinal  hemorrhage.  A chronic 
alcohol  and  tobacco  abuser,  she  had  drunk  approxi- 
mately one-half  pint  of  bourbon  per  day  and 
smoked  one  pack  of  cigarettes  per  day  for  the  past 
20  years. 

The  patient  was  a notably  poor  historian  who 
dated  the  onset  of  her  present  problem  at  five  days 
prior  to  admission,  when  she  experienced  vague 
chest  pain.  Two  days  prior  to  admission,  she  sud- 
denly vomited  one  cup  of  bright  red  blood.  On  the 
following  day,  she  again  experienced  self-limited 
hematemesis.  On  the  day  of  her  admission,  she 
began  vomiting  bright  red  blood  relentlessly.  She 
was  admitted  to  the  intensive  care  unit  at  her  local 
hospital. 

From  the  Division  of  Gastroenterology,  Department  of 
Medicine  and  Department  of  Pathology,  University  of 
Virginia  School  of  Medicine.  Edited  by  Dr.  Gualtieri, 
Marcia  Day  Finney  and  Robert  H.  Hodge,  MD.  Address 
correspondence  to  Mrs.  Finney  at  Box  466.  Department 
of  Medicine,  University  of  Virginia  School  of  Medicine, 
Charlottesville  VA  22908. 

Presented  March  4,  1981. 


Emergency  esophagogastroduodenoscopy  showed 
profuse,  bright  red  bleeding  from  the  lower  esopha- 
gus and  revealed  large  clots  in  the  stomach:  no 
esophageal  varices  or  gastric  or  duodenal  ulcers 
were  seen.  The  patient's  hematemesis  continued 
and  her  blood  pressure  fell  to  80  mm  Hg  palpable. 
She  was  given  five  units  of  blood  and  transferred  to 
the  University  of  Virginia. 

The  patient  had  no  past  history  of  peptic  ulcer 
disease,  bleeding  diatheses  or  gastric  surgery.  She 
had  ingested  approximately  four  buffered  aspirin 
tablets  per  day  during  the  preceding  week  but 
otherwise  denied  the  use  of  medications. 

The  physical  examination  showed  a thin,  stupor- 
ous, middle-aged  woman.  Her  blood  pressure  was 
80  mm  Hg  palpable,  pulse  104/min  and  regular,  and 
respirations  20/min.  There  were  no  cutaneous  signs 
of  chronic  liver  disease  and  no  obvious  scleral 
icterus.  Auscultation  of  the  chest  revealed  scattered 
rhonchi.  The  cardiac  examination  was  normal.  The 
abdomen  was  slightly  distended  with  active  bowel 
sounds  and  no  evidence  of  ascites.  The  liver  edge, 
palpated  at  the  right  costal  margin,  was  nontender, 
and  no  splenomegaly  or  abdominal  masses  were 
appreciated.  The  stool  was  guaiac  positive;  no 
rectal  mass  was  detected.  The  extremities  showed 
no  edema.  The  neurologic  examination  was  remark- 
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Fig.  1A.  Splenic 
artery  injection  with 
reflux  into  hepatic 
artery  and 
abdominal  aorta. 

Arrows  indicate 
tortuous  peripheral 
branches  of  hepatic 
artery.  Note  diffuse 
vasospasm. 


Fig.  IB.  Venous 
phase  of  splenic 
artery  injection. 

Curved  arrow 
indicates  hepatic 
angioma. 
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able  only  for  the  patient’s  depressed  level  of  con- 
sciousness. 

The  laboratory  data  on  admission  showed  hemat- 
ocrit 26%,  WBC  14.900/mm3  (20%  bands,  67% 
polymorphonuclear  leukocytes,  9%  lymphocytes, 
4%  monocytes),  platelets  168.000,  PT  14.2  sec/11.7 
sec,  PTT  41.5  sec.  Sodium  was  142  mEq/1.  potassi- 
um 4.3  mEq/1,  chloride  96  mEq/1,  HC03  12  mEq/1. 
Creatinine  was  0.9  mg/dl,  BUN  26  mg/dl.  The  blood 
alcohol  level  was  zero.  Arterial  blood  gases  on 
room  air  showed  p02  44.  pC02  39,  and  pH  7.08. 
Chest  films  and  electrocardiogram  were  not  ob- 
tained at  the  time  of  admission. 

In  the  emergency  room,  the  patient  was  given 
sodium  bicarbonate,  normal  saline  and  packed  red 
blood  cells.  She  received  a single  bolus  of  vasopres- 
sin, 20  units  intravenously,  and  was  then  started  on 
a vasopressin  drip  at  0.3  units/min.  Her  arterial 
blood  gases  improved  on  100%  oxygen  via  re- 
breather mask  to  show  p02  321,  pC02  36,  and  pH 
7.38. 

The  patient  was  admitted  to  the  medical  intensive 
care  unit.  An  Edlich  nasogastric  tube  was  passed. 
Stomach  lavage  for  one  hour  nearly  cleared  it  of 
bright  red  blood,  and  endoscopy  was  performed. 
Brisk  hematemesis  recurred  during  passage  of  the 
endoscope,  and  the  instrument  was  passed  rapidly 
into  the  stomach  without  visualization  of  the  esoph- 
agus. The  stomach  was  half-filled  with  fresh  blood; 
the  gastric  muscosa  which  was  visualized  appeared 
normal.  The  patient  became  apneic  during  the  pro- 
cedure, so  the  endoscope  was  removed  before 
exploration  of  the  duodenum  could  be  accom- 
plished; endotracheal  intubation  was  performed. 

Because  the  patient  continued  to  bleed,  the  vaso- 
pressin drip  was  increased  to  0.8  units/min.  Her 
hematocrit  was  25%  and  her  blood  pressure  re- 
mained at  80  mm  Hg  palpable  despite  administra- 
tion of  several  units  of  blood.  A blood  lactate  level 
was  19.8  mmol/1  (normal  <2. 2),  and  a second 
coagulation  profile  done  two  hours  after  her  admis- 
sion to  the  intensive  care  unit  showed  platelets 
35,000,  PT  24.5  sec/14.0  sec,  and  PTT  >60  sec. 
Aggressive  support  with  red  blood  cells,  fresh  fro- 
zen plasma,  and  platelet  transfusions  was  contin- 
ued. 

Because  bleeding  persisted,  emergency  mesen- 
teric arteriography  was  performed,  but  no  bleeding 
sites  could  be  identified. 

When  the  patient  was  returned  to  the  intensive 
care  unit,  her  blood  pressure  dropped  to  40  mm  Hg 
palpable;  a repeat  hematocrit  was  13%.  A surgical 
consultant  advised  that  the  patient  could  not  possi- 
bly survive  an  exploratory  operation  in  her  current 


state.  A Sengstaken-Blakemore  tube  was  inserted 
and  the  gastric  and  esophageal  balloons  inflated, 
but  blood  continued  to  ooze  from  the  patient's 
mouth. 

The  patient  received  a total  of  six  units  of  packed 
red  blood  cells,  three  units  of  whole  blood,  four 
units  of  fresh  frozen  plasma,  ten  units  of  platelets, 
and  seven  units  of  plasmanate,  but  she  experienced 
progressive  hypotension,  a refractory  lactic  acido- 
sis, and  bradycardia.  Seven  hours  after  her  admis- 
sion, shortly  after  placement  of  the  Sengstaken- 
Blakemore  tube,  she  died. 

Radiology 

Dr.  Anthony  Buschi:  The  films  of  the  arterio- 
gram reflect  the  patient's  low  blood  pressure.  The 
film  of  the  midstream  injection  shows  extensive 
spasm  of  the  aorta  and  iliac  vessels,  the  renal 
vessels,  and  the  hepatic  artery.  The  selective  splen- 
ic artery  injection  shows  extensive  spasm  of  the 
vessel;  we  were  unable  to  assess  the  size  and 
internal  consistency  of  the  spleen.  The  hepatic 
artery  and  its  terminal  branches  display  the  cork- 
screw pattern  typically  seen  with  cirrhosis.  The 
gastroduodenal  artery  appears  normal.  There  was 
no  pooling  of  contrast  medium  within  the  lumen  of 
the  gut.  The  inferior  phrenic  artery  on  the  left  side 
may  be  seen  just  above  a very  tiny  left  gastric 
artery,  which  is  in  spasm  (Fig.  1A).  The  only 
abnormality  noted  on  the  final  film  in  the  sequence 
is  a small  vascular  network  within  the  left  lobe  of 
the  liver;  this  may  be  a small,  benign  angioma  (Fig. 
IB).  Because  the  injection  sequence  could  not  be 
extended  into  the  venous  phase,  we  could  not  rule 
out  varices  or  arterial  bleeding  arising  from  the 
gastroduodenal  artery.  The  superior  mesenteric  ar- 
tery injection  was  not  done  due  to  the  patient's 
deteriorating  condition. 

Clinical  Discussion 

Dr.  Carl  J.  Friedman:  This  55-year-old  woman 
died  of  massive  hematemesis  in  spite  of  aggressive 
intervention  and  support.  Some  features  of  her 
history  may  relate  to  the  underlying  problem  which 
led  to  her  demise. 

This  patient  was  an  alcohol  abuser.  The  protocol 
states  that  she  drank  approximately  one-half  pint  of 
bourbon  per  day  for  20  years,  but,  based  on  com- 
mon experience  with  alcohol  abusers,  I would  sug- 
gest that  she  probably  drank  considerably  more 
than  that.  Epidemiologic  evidence  demonstrates 
that  nearly  half  of  the  persons  who  chronically 
ingest  the  equivalent  of  one  pint  of  whiskey  per  day 
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are  likely  to  develop  cirrhosis.1  On  the  basis  of  this 
figure  and  her  history,  I would  guess  that  this 
woman  probably  had  cirrhosis.  This  is  suggested 
also  by  her  angiogram,  which  demonstrated  tortu- 
osity of  the  intrahepatic  blood  vessels  typical  of 
cirrhosis. 

Cirrhosis  of  the  liver  may  be  attended  by  a 
number  of  complications,  including  ascites,  hepatic 
encephalopathy,  and  portal  hypertension  with  vari- 
ces. Ascites  and  hepatic  encephalopathy  do  not 
appear  to  have  been  present  in  this  woman — but  did 
she  have  portal  hypertension?  The  absence  of  hem- 
orrhoids, splenomegaly,  and  caput  medusae  suggest 
that  she  did  not.  However,  let  us  assume  for  the 
sake  of  discussion  that  she  did  have  esophageal 
varices.  Approximately  10-15%  of  cirrhotics  devel- 
op varices,  but  in  only  a third  of  these  persons  will 
the  varices  bleed2;  the  mortality  with  bleeding  vari- 
ces is  about  75%.  An  important  fact  to  keep  in  mind 
is  that,  if  a patient  has  esophageal  varices  and  is 
bleeding,  there  is  a 30-50%  chance  that  he  or  she  is 
bleeding  from  a nonvariceal  source,  e.g.,  gastritis  or 
peptic  ulcer. 

How  else  could  alcoholism  have  affected  this 
patient?  Alcohol  ingestion  can  lead  to  development 
of  several  types  of  bleeding  lesions.  Alcohol  exerts 
a direct  effect  on  the  gastric  musoca,  giving  rise  to 
hemorrhagic  gastritis.  Additionally,  alcohol  reduces 
the  tone  of  the  lower  esophageal  sphincter,  facilitat- 
ing gastroesophageal  reflux  and  leading  to  esophagi- 
tis, which  may  bleed.  Mallory-Weiss  tears  occur 
commonly  in  alcoholics,  and,  although  these  tears 
do  not  result  directly  from  alcohol  use,  there  is  a 
strong  correlation  between  their  development  and 
alcohol  ingestion. 

Cigarette  smoking  over  a 20-year  period  is  anoth- 
er feature  of  this  patient’s  history.  Like  alcohol, 
nicotine  reduces  lower  esophageal  sphincter  pres- 
sure, enabling  reflux  and  its  attendant  complica- 
tions to  occur.  Cigarette  smokers  have  increased 
atherosclerosis,  and  this  can  be  related  to  aneurysm 
formation.  In  addition,  alcoholics  who  smoke  ciga- 
rettes are  more  likely  to  develop  a variety  of 
cancers,  including  carcinoma  of  the  esophagus, 
which  may  present  with  bleeding  and  may  erode 
into  local  structures.  Carcinoma  of  the  pancreas  is 
certainly  more  common  in  alcoholics  who  smoke, 
and  this  tumor  may  also  invade  local  structures  and 
lead  to  massive  hemorrhage. 

Finally,  we  are  told  that  this  patient  took  four 
buffered  aspirin  per  day  for  one  week.  Aspirin  may 
cause  gastrointestinal  bleeding  from  either  gastric 
ulcers  or  gastritis,  and  the  bleeding  may  be  further 
compounded  by  the  platelet  inhibitory  activity  of 


salicylates.  Aspirin  has  a deleterious  effect  on  the 
gastric  mucosa  and,  with  heavy  ingestion  of  aspirin 
over  a long  period  of  time,  gastric  ulcers  can 
develop.  However,  even  light  usage  of  aspirin — 
buffered  or  unbuff  ered — over  a brief  period  can  give 
rise  to  gastritis. 

Next,  1 would  like  to  look  at  this  case  in  terms  of 
the  procedures  performed  and  their  diagnostic  and 
therapeutic  value.  This  patient  underwent  upper 
gastrointestinal  endoscopy  twice  before  her  death. 
Endoscopy  is  a low-risk  procedure  which  can  pro- 
vide physicians  with  information  essential  to  the 
management  of  life-threatening  upper  gastrointesti- 
nal bleeding.  It  is  also  a high-yield  procedure  in  that 
bleeding  lesions  are  usually  easily  visualized.  How- 
ever, there  are  problems  associated  with  endos- 
copy. First,  although  esophageal  varices  are  easy  to 
see  most  of  the  time,  it  may  be  difficult  to  document 
that  varices  are  actually  the  source  of  the  bleeding. 
Second,  gastritis  can  be  a very  hard  diagnosis  to 
make  endoscopically.  In  this  patient’s  case,  the 
endoscopic  examination  was  limited  because  of 
profuse  hematemesis.  Nonetheless,  two  important 
facts  were  derived  from  this  study:  no  varices  were 
seen,  and  blood  was  seen  to  be  coming  from  the 
lower  esophagus. 

Although  endoscopy  is  now  used  principally  as  a 
diagnostic  tool,  we  are  approaching  the  time  when  it 
will  be  a very  potent  therapeutic  procedure  as  well. 
For  example,  the  endoscope  may  be  used  for  laser 
therapy  or  electrocoagulation  of  bleeding  lesions. 
Likewise,  sclerosis  of  hemorrhaging  esophageal 
varices  may  soon  be  accomplished  through  a gas- 
troscope. 

Because  two  endoscopic  examinations  failed  to 
reveal  a bleeding  site,  the  patient  underwent  mesen- 
teric angiography.  Angiography  usually  allows  one 
to  pinpoint  a bleeding  site.  Arterial  bleeding  is  best 
demonstrated;  capillary  and  venous  bleeding  are 
not  as  well  visualized.  In  spite  of  the  fact  that  this 
patient  was  bleeding  profusely  in  the  angiography 
suite,  no  bleeding  sites  could  be  identified.  There 
are  several  circumstances  in  which  the  angiogram 
may  not  reveal  a bleeding  site  in  a patient  who  is 
definitely  bleeding,  including  (a)  bleeding  at  a rate 
of  less  than  0.5  cc/min;  (b)  variceal  hemorrhage;  (c) 
gastritis;  and  (d)  the  bleeding  vessel  is  not  included 
in  the  study.  Variceal  bleeding  may  not  be  detected 
because  the  dye  is  diluted  when  it  reaches  the 
venous  bed.  Gastritis  can  be  missed  because  it  is 
predominantly  a capillary  bleed,  although  thicken- 
ing of  the  gastric  wall  and  hypervascularity,  both  of 
which  are  suggestive  of  gastritis,  may  be  noted  on 
angiography.  Occasionally,  gastritis  will  result  in 
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arterial  bleeding  and  may  be  visualized  at  angiogra- 
phy. The  last  situation,  in  which  the  bleeding  vessel 
is  not  included  in  the  study,  may  indeed  explain 
why  no  bleeding  site  was  discovered  in  this  patient. 
Perhaps  the  cause  of  this  woman’s  hemorrhage 
would  have  been  apparent  if  the  midstream  injec- 
tion had  been  done  at  a bit  higher.  The  angiogram 
was  helpful  in  a negative  way;  had  the  patient  been 
bleeding  from  a vessel  included  in  the  study,  dye 
extravasation  should  have  been  seen. 

Like  endoscopy,  angiography  is  useful  both  diag- 
nostically and  therapeutically.  Once  a bleeding  site 
is  identified,  vasopressin  can  be  administered  intra- 
venously or  infused  through  an  intraarterial  cathe- 
ter. This  drug  has  a direct,  constrictive  effect  on 
blood  vessels  and  also  causes  contraction  of  the 
gastrointestinal  smooth  muscles.  The  result  of  both 
of  these  responses  is  a reduction  in  blood  flow;  the 
normal  clotting  mechanisms  can  then  take  over  and 
stop  the  bleeding.  Unfortunately,  this  patient  did 
not  have  normal  clotting  mechanisms  (in  fact,  she 
appeared  to  have  disseminated  intravascular  coagu- 
lation). If  the  bleeding  site  involves  an  artery  or 
capillaries,  vasopressin  should  be  infused  as  close 
as  possible  to  the  bleeding  lesion,  i.e.,  through  an 
intraarterial  catheter  placed  close  to  the  mucosal 
lesion.  Had  an  arterial  bleeding  site  been  seen  in 
this  patient  at  angiography,  vasopressin  would  have 
been  infused  into  that  artery.  Gastritis4  and  Mallo- 
ry-Weiss  tears5  respond  very  well  to  intraarterial 
vasopressin  at  doses  of  0.2-0. 4 units/min.  Peptic 
ulcers  do  not  respond  nearly  as  well;  only  one-third 
to  one-half  of  ulcers  will  stop  bleeding  with  intraar- 
terial vasopressin.6  Variceal  hemorrhage,  which  is 
venous  in  origin,  responds  well  to  intravenous 
(systemic)  vasopressin  at  doses  of  0.3-1. 5 units/ 
min.7  Intravenous  vasopressin  reduces  portal  pres- 
sure by  decreasing  splanchnic  blood  flow;  variceal 
bleeding  often  remits.  However,  there  are  a number 
of  complications  which  may  result  from  vasopressin 
use,  notably,  myocardial  infarction,  malignant  ar- 
rhythmias, limb  ischemia,  organ  infarction  and 
complications  associated  with  catheter  placement 
(arterial  thrombosis  or  hematoma). 

Selective  angiography  can  also  be  used  therapeu- 
tically to  embolize  bleeding  vessels.8  Embolization 
can  be  an  effective  means  of  stopping  some  kinds  of 
hemorrhage.  At  the  University  of  Virginia,  we 
usually  use  Gelfoam",  but  polyvinyl  alcohol,  beads, 
brushes  and  coils  have  been  used  intraarterially  to 
stop  hemorrhage.  Likewise,  sclerosing  agents  can 
be  injected  into  varices  which  have  been  cannulated 
through  the  portal  vein.  This  is  a very  effective  way 
to  stop  variceal  hemorrhage.9  However,  as  a gener- 


al rule,  these  interventions  are  only  temporary, 
allowing  the  physician  to  support  the  patient  while  a 
more  definitive  therapeutic  approach  is  planned. 

The  last  procedure  performed  on  this  patient  was 
insertion  of  a Sengstaken-Blakemore  triple  lumen 
tube.  One  lumen  is  attached  to  a gastric  suction 
tube,  another  to  a gastric  balloon  that  inflates  and 
anchors  the  assembly  in  the  stomach,  and  the  third 
to  an  esophageal  balloon  which  accomplishes  tam- 
ponade of  the  distal  one-half  to  two-thirds  of  the 
esophagus.  Sengstaken-Blakemore  tubes  have  been 
remarkably  successful  in  stopping  esophageal  vari- 
ceal hemorrhage,  with  a success  rate  of  about  75- 
80%.  They  are  also  reported  to  be  effective  in 
managing  Mallory-Weiss  tears.  However,  the  use  of 
this  device  is  associated  with  significant  complica- 
tions, particularly  aspiration  of  the  nasopharyngeal 
contents  and  blood  present  above  the  tube.  (For 
this  reason,  a nasogastric  tube  should  be  placed 
next  to  the  Sengstaken-Blakemore  tube  in  the 
esophagus  to  aspirate  nasopharyngeal  secretions). 
Two  uncommon  complications  are  rupture  or  tear- 
ing of  the  esophagus  by  the  balloon,  and  dislodge- 
ment  of  the  balloon,  which  can  obstruct  the  larynx 
and  possibly  cause  asphyxiation.  I should  note  that 
use  of  a Sengstaken-Blakemore  tube  is  another 
temporary  measure;  when  the  balloons  are  deflated, 
hemorrhage  tends  to  resume.  This  device  does 
allow  the  physician  time  to  resuscitate  the  patient 
and  decide  on  more  definitive  therapy. 

In  formulating  a differential  diagnosis,  1 will  con- 
centrate on  processes  involving  the  region  of  the 
distal  esophagus,  since  the  initial  endoscopic  ex- 
amination demonstrated  bleeding  in  that  area. 
Among  the  possible  but  unlikely  causes  of  massive 
hemorrhage  are  tumors  of  the  upper  gastrointestinal 
tract,  both  benign  and  malignant.  A benign  tumor, 
characteristically  a leiomyoma,  can  erode  into 
blood  vessels  to  cause  massive  hemorrhage.  Pri- 
mary malignant  tumors,  such  as  esophageal  or 
gastric  carcinomas,  can  certainly  bleed.  Likewise, 
hemorrhage  may  result  from  any  metastatic  tumor 
of  the  gastrointestinal  tract;  breast  cancer,  ovarian 
neoplasms  and  malignant  melanomas  commonly 
metastasize  to  the  gastrointestinal  tract.  With  any 
lesion  in  the  area  of  the  gastroesophageal  junction, 
lower  esophagus  and  proximal  stomach,  dysphagia 
should  have  been  a prominent  feature.  However, 
because  we  were  not  told  of  dysphagia  and  because 
no  bleeding  lesion  or  tumor  was  seen  at  endoscopy 
or  angiography,  I do  not  believe  that  an  uncompli- 
cated tumor  was  responsible  for  this  woman's  mas- 
sive hemorrhage.  I will  qualify  this  statement  later 
when  I consider  the  more  likely  sources  of  bleeding. 
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Many  physicians  miss  the  diagnosis  of  Rocky  Mountain  Spotted  Fe\ 
It's  an  easy  mistake  to  make. 

Don't  you  be  fooled  by  flu-like  symptoms. 

This  spring  and  summer.  . . 

t THINK  RMSF 


REMEMBER 


j the  first  symptoms  are: 


SEVERE  HEADACHE 

FEVER 

MYALGIA 


When  the  rash  appears,  it's  getting  late- 


",  4. . 

[ This  message  a service  of  the  Virginia  Chapter,  National  Foundation  for  Infectious  Diseases,  and  The  Medical  Society  of  \irg!j 


Severe  esophagitis  certainly  can  bleed  profusely, 
but  such  a hemorrhage  is  generally  preceded  by 
troublesome  symptoms.  This  patient  reported  only 
vague  symptoms  which  began  just  a few  days 
before  her  death,  and  I do  not  believe  that  is 
supporting  evidence  for  esophagitis.  Also,  if  she 
had  had  esophagitis,  a beefy  red.  eroded  esophagus 
should  have  been  seen  at  endoscopy.  Similarly,  it  is 
unlikely  that  she  had  an  esophageal  ulcer.  Patients 
with  this  lesion  usually  experience  persistent,  se- 
vere chest  pain  and  dysphagia.  A diverticulum  of 
the  distal  esophagus  or  proximal  stomach  can  be 
missed  at  endoscopy,  but  this  is  not  a common 
cause  of  massive  hemorrhage.  This  woman  bled  too 
massively  and  too  quickly  for  the  source  to  have 
been  a diverticulum. 

There  are  two  types  of  vascular  lesions  which 
would  be  highly  unusual  causes  of  exsanguinating 
hemorrhage.  The  Osler-Weber-Rondu  syndrome 
(hereditary  telangiectasia)  may  present  with  gastro- 
intestinal bleeding.  However,  if  the  patient  had  this 
syndrome,  she  should  have  had  bleeding  earlier  in 
life.  Acquired  angiodysplastic  lesions  occurring  in 
the  duodenum,  stomach  or  colon  may  bleed,  but 
exsanguinating  hemorrhage  from  these  lesions  is 
quite  rare.10 

Hemorrhagic  gastritis  as  a result  of  the  effects  of 
the  alcohol  and  salicylates  on  the  gastric  mucosa  is 
a possible  cause  of  massive  hematemesis.  Howev- 
er, the  mucosa  seen  at  endoscopy  appeared  normal, 
and  angiography  did  not  demonstrate  thickening  or 
hyperemia  of  the  gastric  wall  or  neovascularity 
suggestive  of  gastritis.  Could  this  patient  have  had 
an  ordinary  peptic  ulcer?  The  fact  that  she  had  no 
symptoms  of  gastric  ulcer  does  not  rule  out  this 
diagnosis,  since  approximately  25%  of  patients  with 
peptic  ulcer  disease  develop  complications  before 
they  develop  symptoms.  Although  an  ulcer  should 
have  been  seen  at  endoscopy,  it  could  have  been 
missed  because  of  the  volume  of  blood  in  the 
stomach.  However,  a bleeding  gastric  ulcer  should 
have  been  noted  at  angiography,  for  these  ulcers  are 
supplied  principally  by  the  left  gastric  artery.  Per- 
haps the  strongest  argument  against  a diagnosis  of 
gastric  ulcer  is  that  exsanguinating  hemorrhage 
over  such  a brief  time  is  very  rare  with  this  lesion. 

Of  the  three  lesions  that  I consider  most  likely  to 
have  been  the  source  of  hemorrhage  in  this  patient, 
the  first  is  the  Mallory-Weiss  tear,  which  occurs  at 
or  near  the  gastroesophageal  junction.  Patients  who 
develop  Mallory-Weiss  tears  are  often  alcohol  abus- 
ers and  users  of  salicylates.  Although  this  patient 
did  not  give  the  classic  history  of  retching  followed 
by  hematemesis,  such  a history  is  often  absent  in 


persons  with  Mallory-Weiss  lesions.  However, 
Mallory-Weiss  lacerations  rarely  result  in  exsangui- 
nation.  Also,  had  a Mallory-Weiss  tear  been  pre- 
sent, angiography  should  have  demonstrated  blood 
loss  from  the  left  gastric  or  inferior  phrenic  artery, 
both  of  which  supply  the  lower  esophagus.  Softer 
evidence  against  a Mallory-Weiss  tear  is  the  fact 
that  systemic  vasopressin  and  the  Sengstaken- 
Blakemore  tube  failed  to  stop  the  hemorrhage.  Of 
course,  the  patient  did  have  a severe  coagulopathy, 
which  certainly  did  limit  the  effectiveness  of  these 
interventions.  1 should  note  that,  even  if  we  do  see 
an  esophageal  tear  at  autopsy,  this  tear  may  well 
have  been  created  by  the  Sengstaken-Blakemore 
tube. 

A diagnosis  of  gastroesophageal  varices  is  cer- 
tainly reasonable,  since  this  woman  was  probably  a 
cirrhotic  and  since  she  exsanguinated.  The  argu- 
ments against  varices  being  her  underlying  problem 
are  as  follows:  the  physical  examination  showed  no 
evidence  whatsoever  of  portal  hypertension;  she 
did  not  respond  to  vasopression  or  to  balloon 
tamponade;  and  varices  were  not  seen  at  endos- 
copy. For  these  reasons,  1 do  not  believe  that  she 
bled  from  varices. 

Finally,  there  is  the  possibility  that  this  patient’s 
hemorrhage  resulted  from  an  aortoesophageal  fistu- 
la. Such  lesions  may  develop  as  a result  of  several 
types  of  anatomic  derangement.  Most  commonly,  a 
thoracic  aortic  aneurysm  ruptures  into  the  esopha- 
gus. In  addition,  a dissecting  aneurysm  could  have 
developed  five  days  before  she  presented  to  a 
hospital;  this  might  explain  her  brief  history  of  chest 
pain.  The  dissection  may  have  remained  localized 
in  its  false  channel  for  two  or  three  days  before  it 
leaked  into  the  esophagus  and  ruptured  on  the  day 
she  died.  Other  possibilities  include  a mycotic  aneu- 
rysm or  a carcinoma  of  the  esophagus  which  eroded 
into  the  aorta.  A stuttering  onset  of  bleeding  is  often 
seen  when  an  aneurysm  starts  to  rupture,  and, 
characteristically,  a small  herald  bleed  recurs  be- 
fore the  massive  hemorrhage  begins.  Rapid  exsan- 
guination  is  characteristic  of  hemorrhage  from  aor- 
toesophageal fistulas  of  all  types.  1 suspect  that 
visualization  of  the  defect  and  the  bleeding  was  not 
achieved  at  angiography  because  the  dye  was  not 
injected  high  enough  in  the  aorta.  One  argument 
against  the  presence  of  an  aneurysm  is  that  the 
patient  did  not  have  extensive  atherosclerosis,  and 
this  is  really  part  and  parcel  of  aneurysm  formation. 

In  summary,  I believe  that  this  patient  exsangui- 
nated as  a result  of  an  aortoesophageal  fistula.  The 
most  common  cause  of  such  a fistula  is  a ruptured 
atherosclerotic  aneurysm  of  the  descending  thorac- 
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Fig.  2.  Gross  photograph  of  the  liver  showing  metastatic 
carcinoma  and  no  cirrhosis. 


ic  aorta.  1 cannot  rule  out  a dissection,  a mycotic 
aneurysm,  or  a cancer  as  the  cause  of  the  fistula.  If 
the  patient  had  varices,  she  did  not  bleed  from 
them.  She  also  had  disseminated  intravascular  co- 
agulation, as  indicated  by  the  coagulation  studies.  1 
suspect,  too,  that  she  aspirated;  this  would  explain 
the  very  wide  A-a  gradient  on  100%  oxygen. 


tained  areas  of  atrophy  and  fibrosis  consistent  with 
chronic  pancreatitis  attributable  to  alcohol  abuse. 
There  was  no  evidence  of  aspiration. 

Massive  hematemesis  is  an  uncommon  complica- 
tion of  carcinoma  of  the  esophagus.  In  a recent 
series,  Bosch  et  al  reported  the  autopsy  findings  on 
72  cases  of  carcinoma  of  the  esophagus.11  In  three 
of  these  cases,  the  carcinoma  had  extended  to  the 
aorta,  and  one  of  the  patients  had  died  as  a result  of 
an  aortoesophageal  fistula;  interestingly,  this  pa- 
tient died  following  radiation  therapy  for  esophage- 
al carcinoma,  and  no  residual  carcinoma  was  found 
in  the  specimen. 

What  is  the  mechanism  of  this  rupture?  It  would 
seem  to  be  simple:  extension  of  the  tumor  into  the 
aorta  with  necrosis  of  the  tumor  followed  by  rup- 
ture. But  it  may  not  be  that  simple.  In  1946, 
Postoloflf  and  Cannon  reported  two  cases  which 
were  studied  in  detail.12  They  suggested  that  the 
mechanism  is  not  so  much  the  extension  of  tumor 
into  the  full  thickness  of  the  aortic  wall,  which  tends 
to  be  resistant  to  invasion  by  tumor,  but  rather 
involves  the  extension  of  tumor  to  the  adventitia 


Pathology  Discussion 

Dr.  Benjamin  C.  Sturgill:  At  autopsy,  gross 
examination  of  the  liver  did  not  disclose  evidence  of 
cirrhosis.  However,  there  was  a 2 cm  nodule  of 
metastatic  carcinoma  in  the  right  lobe  of  the  liver 
(Fig.  2).  The  source  of  this  metastasis  was  found  in 
the  midesophagus,  where  a fungating  carcinoma 
had  extended  into  the  aorta.  There  is  a defect  in  the 
very  proximal  part  of  the  descending  thoracic  aorta 
which  contained  a small  blood  clot,  and  at  this  point 
there  was  in  fact  a communication  between  the 
esophagus  and  the  aorta  (Fig.  3).  Dr.  Friedman  is 
correct  in  stating  that  episodes  of  nonfatal  aortic 
hemorrhage  may  precede  the  final  episode,  appar- 
ently because  the  communication  is  not  direct.  With 
most  abdominal  aneurysms,  of  course,  the  aorta 
ruptures  into  the  abdominal  cavity  after  having  bled 
retroperitoneally  for  some  time.  In  this  case,  the 
aorta  ruptured  into  the  esophagus  through  the  de- 
fect created  by  the  extension  and  ulceration  of  the 
carcinoma  of  the  esophagus.  Microscopic  examina- 
tion of  the  esophageal  lesion  revealed  a well-differ- 
entiated squamous  carcinoma  (Fig.  4). 

Approximately  900  cc  of  fresh,  clotted  blood  was 
found  in  the  stomach  and  midesophagus.  There  was 
no  evidence  of  cirrhosis  on  microscopic  examina- 
tion of  the  liver.  The  only  other  site  of  metastasis 
was  the  kidneys.  We  also  found  evidence  of  acute 
and  chronic  focal  pyelonephritis.  The  pancreas  con- 


Fig.  3.  Gross  photograph  of  esophagus  (long  arrow)  show- 
ing extension  of  carcinoma  into  the  aorta  (short  arrow)  with 
formation  of  an  aortoesophageal  fistula  (double  arrow). 
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and  interference  with  the  blood  supply  to  the  aorta. 
Thus,  rupture  is  really  the  result  of  weakening  of 
the  aorta  due  to  ischemia.  I cannot  say  with  any 
certainty  whether  that  mechanism  prevailed  in  this 
particular  case,  but  the  tumor  in  this  patient  in- 
volved the  aorta  extensively. 

In  summary,  this  patient  exsanguinated  from  an 
aortoesophageal  fistula  which  was  the  result  of  an 
esophageal  carcinoma.  The  patient  did  not  have 
esophageal  varices  and,  except  for  the  metastases, 
her  liver  was  perfectly  normal. 

Dr.  Edward  W.  Hook:  In  the  microscopic 
section  of  the  aorta,  the  intima  appeared  to  be 
hyperplastic.  Is  this  simply  consistent  with  an  adja- 
cent neoplasm  or  does  it  argue  in  favor  of  the 
mechanism  of  rupture  you  just  described? 

Dr.  Sturgill:  There  is  no  question  that  the 
intima  of  the  vessels  does  respond  to  the  presence 
of  inflammation  and  tumor.  There  is  an  endarteritis, 
for  instance,  which  affects  pulmonary  arteries  when 
there  are  metastases  in  the  periarterial  lymphatics 
or  within  the  arteries  themselves.  Such  intimal 


Fig.  4.  Photomicrograph  of  esophageal  lesion  showing 
well-differentiated  squamous  carcinoma  as  well  as  poorly 
differentiated  carcinoma  (H&E  stain  x!50). 


proliferation,  to  fit  the  cited  theory,  would  affect  the 
vasa  vasorum  of  the  aorta  rather  than  the  intima  of 
the  aorta  itself. 

Dr.  Thomas  H.  Hunter:  1 find  it  impossible  to 
believe  that  this  woman  did  not  have  difficulty 
swallowing  over  a considerable  period  of  time. 

Dr.  Gualtieri:  I can  follow  up  on  that.  Dr. 
Hunter.  After  her  death,  members  of  the  housestaff 
talked  with  the  family  and  determined  that  she  had 
lost  weight  over  a period  of  months  and  had  com- 
plained of  dysphagia.  This  information,  however, 
was  not  available  at  the  time  the  patient  entered  the 
hospital. 
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Can  You  Diagnose  This? 

A medical  puzzle  prepared  by  Walter  Paulsen,  MD,  Richmond,  Virginia 


This  echocardiogram  was  performed  on  a 62-year- 
old  woman  who  was  admitted  to  the  coronary  care 
unit  because  of  severe  intermittent  retrosternal 
chest  pain  of  several  hours  duration.  This  was 
sometimes  but  not  always  provoked  by  exertion 
and  was  only  partially  relieved  by  sublingual  nitro- 
glycerin. During  the  year  prior  to  admission  she  had 
noticed  progressive  exertional  dyspnea  in  spite  of 
digitalis  and  diuretic  therapy  and  had  experienced 
several  episodes  of  exertional  lightheadedness  with- 
out syncope. 

Physical  examination  revealed  a brisk  carotid 


upstroke,  pulse  rate  of  88  beats  per  minute  and 
blood  pressure  of  125/85.  The  apex  beat  was  nor- 
mally located  but  sustained.  A palpable  fourth  heart 
sound  was  present  at  the  apex.  A grade  3/6  mid  to 
late  systolic  crescendo-decrescendo  murmur  was 
heard  at  the  lower  left  sternal  border  and  apex. 
There  was  no  evidence  of  heart  failure.  An  electro- 
cardiogram demonstrated  borderline  left  ventricular 
hypertrophy.  In  the  coronary  care  unit  a recent 
myocardial  infraction  was  excluded  by  means  of 
serial  electrocardiograms  and  enzyme  estimations. 
Chest  X-ray  was  normal. 


ECG 


DIAGNOSIS/DISCUSSION  NEXT  PAGE 


IVS  = interventricular  septum;  PW  = posterior  wall; 
SAM  = systolic  anterior  motion. 
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Diagnosis 

Hypertrophic  cardiomyopathy  (idiopathic  hypertro- 
phic subaortic  stenosis  or  IHSS)  with  resting  left 
ventricular  outflow  tract  obstruction. 

Discussion 

The  echocardiogram  demonstrates  the  typical  fea- 
tures of  hypertrophic  cardiomyopathy. 

There  is  asymmetric  hypertrophy  of  the  septum 
compared  to  the  left  ventricular  posterior  wall,  the 
septal  thickness  measuring  2.5  cm  (normal  <1.2 
cm)  and  that  of  the  posterior  wall  measuring  1 .4  cm 
(normal  <1.1  cm).  The  ratio  of  septal  thickness  (2.5 
cm)  to  posterior  wall  thickness  (1.4  cm)  is  1.8:1, 
which  exceeds  the  normal  upper  limit  of  1.3:1. 

During  systole  the  abnormally  hypertrophied  sep- 
tum displays  reduced  motion  while  the  posterior 
wall  exhibits  supernormal  motion. 

The  left  ventricular  cavity  measures  3.6  cm  at  end 
diastole  (normal  3.5  to  5.5  cm)  and  1.5  cm  at  end 
systole  (normal  2.5  to  4.0  cm). 

The  outflow  tract  formed  anteriorly  by  the  sep- 
tum and  posteriorly  by  the  anterior  mitral  valve 
leaflet  measures  1.5  cm  (normal  < 2.0  cm)  and  as 
such  is  smaller  than  normal.  In  fact,  as  the  anterior 


mitral  valve  opens  during  early  diastole,  it  abuts  the 
septum  because  of  its  close  proximity  to  this  struc- 
ture. 

Systolic  anterior  motion  (SAM)  denotes  the  pres- 
ence of  systolic  left  ventricular  outflow  tract  ob- 
struction, and  in  general,  the  greater  the  magnitude 
of  SAM  the  more  severe  the  obstruction.  In  non- 
obstructive hypertrophic  cardiomyopathy,  SAM 
would  be  absent.  In  this  example  the  presence  of 
marked  SAM  suggests  that  the  obstruction  is  at 
least  moderately  severe. 

Once  the  diagnosis  of  hypertrophic  cardiomyopa- 
thy with  obstruction  was  established  with  the  aid  of 
M-mode  echocardiography,  the  patient  was  placed 
on  proproanolol,  and  her  digoxin,  diuretic  and 
nitroglycerin  were  discontinued.  Three  months  af- 
ter discharge  the  patient  reported  that  her  symp- 
toms of  chest  pain  and  extertional  dyspnea  had 
improved  considerably,  and  she  had  experienced  no 
further  light-headed  spells. 

From  the  Cardiovascular  Division,  Medical  College  of 
Virginia/Virginia  Commonwealth  University.  Prepared 
under  the  direction  of  Donald  W.  Romhilt,  MD.  Address 
correspondence  to  the  author  at  Box  51,  MCV  Station, 
Richmond  VA  23298. 


IS  THERE  ANYTHING 
YOU  MISSED? 


As  you  know,  patients  you  see  frequently 
may  be  seeking  treatment  for  one  illness 
or  injury,  but  are  actually  presenting  a 
symptom  or  the  consequences  of  another 
disease  — alcoholism. 

If  one  of  your  patients  has  a problem 
with  alcohol,  please  call  Serenity  Lodge  for 
a consultation. 

Serenity  ledge 

THE  ALCOHOLISM  REHABILITATION  CENTER  OF  TIDEWATER 

2097  South  Military  Highway,  Chesapeake,  Virginia  23320 
(804)  543-6888 

Accredited  by  the  JCAH  • Approved  for  coverage  by  most  health 
insurance  programs. 
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Pseudoaneurysm 
Follow  ing  Balloon 
Counterpulsation 

Quentin  Macmanus,  MD,  and 
Edward  A.  Lefrak,  MD,  Fairfax,  Virginia 

The  intra-aortic  balloon  pump  is  now  well  estab- 
lished as  an  important  adjunct  to  the  manage- 
ment of  patients  with  acute  myocardial  dysfunc- 
tion.1,2 The  recent  introduction  of  percutaneous 
insertion  of  the  balloon  catheter  has  further  expand- 
ed the  ease  and  applicability  of  balloon  pump  sup- 
port.3'6 Complications  specifically  associated  with 
the  percutaneous  technique  have  not  been  delineat- 
ed. In  this  light,  we  wish  to  describe  a case  of 
femoral  artery  pseudoaneurysm  with  the  use  of  the 
percutaneous  intra-aortic  balloon  pump. 

Case  Report 

A 68-year-old  man  underwent  triple  coronary 
artery  bypass  and  aortic  valve  replacement  on 
October  6,  1980,  at  the  Fairfax  Hospital.  Upon 
completion  of  the  operation,  ventricular  contraction 
was  noted  to  be  sluggish,  and  the  site  of  excision  of 
the  saphenous  vein  in  the  left  groin  was  utilized  to 
expose  the  femoral  artery.  The  vessel  was  punc- 
tured under  direct  vision  with  the  Datascope  percu- 
taneous needle.  A guide  wire  was  inserted  and  the 
needle  withdrawn.  A seven  French  dilator  was  then 
placed  over  the  guide  wire  and  withdrawn,  followed 
by  the  12  French  introducer.  A 40-cc  intra-aortic 
balloon  pump  was  inserted  without  difficulty,  and 
with  balloon  counterpulsation  support,  the  patient 
was  weaned  from  cardiopulmonary  bypass. 

His  postoperative  course  was  uncomplicated. 
The  intra-aortic  balloon  pump  was  removed  on  the 
second  postoperative  day.  Manual  compression 
was  applied  for  ten  minutes  to  the  femoral  artery 
wound  followed  by  an  additional  30  minutes  of  local 
pressure  with  a standard  compressor  (Instrumedix 
Compressar).®  Anticoagulation  therapy  was  begun 
on  the  fifth  postoperative  day  to  maintain  a pro- 
thrombin time  approximately  twice  control. 


From  the  Division  of  Cardiovascular  Surgery,  the 
Fairfax  Hospital,  Falls  Church,  Virginia.  Address  Corre- 
spondence to  Dr.  Macmanus  at  8316  Arlington  Boule- 
vard, Fairfax  VA  22031. 

Submitted  1 1-17-81 . 


Fig.  1.  Pseudoaneurysm  of  left  common  femoral  artery  at 
site  of  balloon  catheter  insertion. 


The  patient  was  discharged  from  the  hospital  on 
October  17,  1980,  his  eleventh  postoperative  day. 
Followup  examination  on  October  28,  1980,  re- 
vealed a superficial  wound  infection  which  the 
patient  treated  locally  at  home  with  dressing 
changes.  There  was  no  evidence  of  deep  cellulitis, 
and  the  wound  was  healed  by  November  1 1,  1980, 
although  there  was  still  considerable  induration  in 
the  left  thigh. 

The  patient  returned  on  December  8,  1980,  with 
pulsatile  mass  6x4  cm  in  the  left  groin  with  intact 
peripheral  pulses.  A pseudoaneurysm  of  the  left 
femoral  artery  was  excised  under  local  anesthesia 
(Fig.  1)  and  a 3-mm  hole  in  the  anterior  surface  of 
the  common  femoral  artery  was  secured  with  inter- 
rupted 5-0  prolene  suture.  Intra-operative  cultures 
were  sterile.  There  were  no  postoperative  prob- 
lems. He  has  remained  asymptomatic  and  fully 
active. 

Discussion 

In  view  of  the  use  of  a 12  French  introducer  in  the 
percutaneous  technique,  it  is  perhaps  surprising 
that  femoral  artery  pseudoaneurysm  has  heretofore 
not  been  reported,  and  groin  hematoma  has  been 
described  in  only  one  patient.  The  latter  patient  had 
insertion  under  direct  vision,  and  Subramanian6 
therefore  regards  a “recent  incision  in  the  groin 
with  violation  of  the  subcutaneous  tissue"  a relative 
contraindication  to  percutaneous  intra-aortic  bal- 
loon pump  support.  We  would  agree  with  this 
assessment,  although  the  necessity  for  postopera- 
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tive  anticoagulation  therapy  in  our  patient  may  have 
been  contributory. 

Infection  has  not  been  mentioned  as  a predispos- 
ing cause  in  other  reports,  and  we  doubt  it  played  a 
role  here.  The  groin  infection  in  this  patient  was 
very  superficial.  There  was  no  clinical  evidence  of 
deep  cellulitis,  and  cultures  at  surgery  were  sterile. 
We  have  had  no  groin  hematomas  in  14  additional 
patients  using  the  percutaneous  intra-aortic  bal- 
loon. 

Summary 

Pseudoaneurysm  of  the  aorta  is  a potential  com- 
plication of  percutaneous  intra-aortic  balloon  pump 
support.  Extended  periods  of  manual  compression 
should  be  used  and  the  wound  carefully  followed, 
particularly  in  patients  on  anticoagulation  therapy. 
Intact  tissue  planes  most  likely  serve  an  important 
role  in  minimizing  hematoma  formation.  Therefore, 
femoral  artery  puncture  with  an  open  wound  fol- 
lowed by  closed-skin  balloon  removal  should  be 


avoided  when  possible  and  used  with  caution  when 
needed. 
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Candidates  for 

nutritional  therapy... 


10,000,000 

alcoholics.  Ethanol  may 
produce  many  effects  that 
together  bring  about  nutritional 
deficiencies,  so  that  alcoholism 
affects  nutrition  at  many  levels.1 


25,500,000  geriatric 

patients.  The  older  patient 
may  have  some  disorder  or  socio- 
economic problem  that  can 
undermine  good  nutrition.2 


23,500,000  surgical 

patients.  Nutritional  status 
can  be  compromised  by  the 
trauma  of  surgery;  and  some 
operations  interfere  with  the 
ingestion,  digestion  and  absorp- 
tion of  food.3 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Each  Berocca*  Plus  tablet  contains  5000  IU 
vitamin  A (as  vitamin  A acetate),  30  IU 
vitamin  E (as  rf/-alpha  tocopheryl  acetate), 
500  mg  vitamin  C (ascorbic  acid).  20  mg 
vitamin  B,  (as  thiamine  mononitrate), 

20  mg  vitamin  B2  (riboflavin),  100  mg 
niacin  (as  niacinamide),  25  mg  vitamin  B6 
(as  pyridoxine  HCI),  0.15  mg  biotin.  25  mg 
pantothenic  acid  (as  calcium  pantothe- 
nate), 0.8  mg  folic  acid,  50  meg  vitamin  B)2 
(cyanocobalamin),  27  mg  iron  (as  ferrous 
fumarate),  0.1  mg  chromium  (as  chromium 
nitrate),  50  mg  magnesium  (as  magnesium 
oxide),  5 mg  manganese  (as  manganese 
dioxide),  3 mg  copper  (as  cupric  oxide), 
22.5  mg  zinc  (as  zinc  oxide). 


Indications:  Prophylactic  or  therapeutic 
nutritional  supplementation  in  physio- 
logically stressful  conditions,  including 
conditions  causing  depletion,  or  reduced 
absorption  or  bioavailability  of  essential 
vitamins  and  minerals;  certain  conditions 
resulting  from  severe  B-vitamin  or  ascor- 
bic acid  deficiency;  or  conditions  resulting 
in  increased  needs  for  essential  vitamins 
and  minerals. 

Contraindications:  Hypersensitivity  to 
any  component 

Warnings:  Not  for  pernicious  anemia  or 
other  megaloblastic  anemias  where  vita- 
min B |2  is  deficient.  Neurologic  involve- 
ment may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients 
with  vitamin  B,2  deficiency  who  receive 
supplemental  folic  acid  and  who  are  inade- 


quately treated  with  B12. 

Precautions:  General:  Certain  conditions 
may  require  additional  nutritional  supple- 
mentation During  pregnancy,  supplemen- 
tation with  vitamin  D and  calcium  may  be 
required.  Not  intended  for  treatment  of 
severe  specific  deficiencies.  Information 
for  the  Patient  Toxic  reactions  have  been 
reported  with  injudicious  use  of  certain 
vitamins  and  minerals.  Urge  patients  to 
follow  specific  dosage  instructions  Keep 
out  of  reach  of  children  Drug  and  Treat- 
ment Interactions  As  little  as  5 mg  pyri- 
doxine  daily  can  decrease  the  efficacy  of 
levodopa  in  the  treatment  of  parkinson- 
ism Not  recommended  for  patients 
undergoing  such  therapy. 

Adverse  Reactions:  Adverse  reactions  have 
been  reported  with  specific  vitamins  and 


1,000,000  hospital 
>atients  with 

nfections.4  Many  are  ano- 


The  incalculable 
millions  on  calorie- 
reduced  diets.  Patients 


;ctic  and  may  have  a markedly 
;duced  food  intake.  Supplements 
re  often  provided  as  a prudent 
leasure  because  the  vitamin  sta- 
js  of  critically  ill  patients  cannot 
e readily  determined.3 


ingesting  1000  or  fewer  calories  per 
day  could  be  at  high  risk  because 
this  intake  may  not  supply  most 
nutrients  in  adequate  amounts 
without  supplementation.5 


Berocca  Plus 

A balanced  formula 
for  prophylactic  or 
therapeutic  nutritional 
supplementation. 

Berocca  Plus  Tablets  provide: 
therapeutic  levels  of  ascorbic  acid 
and  B-complex  vitamins;  supple- 
mental levels  of  biotin,  vitamins 
A and  E,  and  five  important  min- 
erals (iron,  chromium,  manganese, 
copper  and  zinc);  plus  magne- 
sium. Berocca  Plus  is  not  intended 
for  the  treatment  of  specific  vita- 
min and/or  mineral  deficiencies. 

Berocca  Plus, 

highly  acceptable  to 

patients,  has  virtually  no  odor 
or  aftertaste  and  is  economical. 
And  its  'Rx  only”  status  means 
more  physician  involvement,  bet- 
ter patient  compliance. 

References:  1 Shaw  S,  LieberCS:  Nutrition 
and  alcoholism,  chap  40,  in  Modern  Nutri- 
tion in  Health  and  Disease,  edited  by  Good- 
hart  RS.  Shils  ME  Philadelphia,  Lea  & 
Febiger,  1980.  pp  1220.  1237.  2.  Watkin 
DM:  Nutrition  for  the  aging  and  the  aged, 
chap.  28.  in  Modern  Nutrition  in  Health  and 
Disease,  op.  cit.,  p.  781.  3.  Shils  ME.  Ran- 
dall HT:  Diet  and  nutrition  in  the  care  of 
the  surgical  patient,  chap.  36,  in  Modern 
Nutrition  in  Health  and  Disease,  op.  cit., 
pp  1084,  1089,  1114  4 Dixon  RE  Ann 
Intern  Med  89  (Part  2):  749-753.  Nov  1978. 

5.  Committee  on  Dietary  Allowances, 
National  Research  Council:  Recommended 
Dietary  Allowances,  ed  9 Washington. 
National  Academy  of  Sciences,  1980,  p 13 


I nerals,  but  generally  at  levels  substan- 
lly  higher  than  those  in  Berocca  Plus, 
pwever,  allergic  and  idiosyncratic  reac- 
hns  are  possible  at  lower  levels.  Iron, 
cn  at  the  usual  recommended  levels, 
js  been  associated  with  gastrointestinal 

i olerance  in  some  patients, 
wage  and  Administration:  Usual  adult 
I sage:  one  tablet  daily.  Not  recom- 
>j:nded  for  children.  Available  on  pre- 
Ijiption  only. 

J>w  Supplied:  Golden  yellow,  capsulc- 
Siped  tablets — bottles  of  100. 

il)CHE  LABORATORIES 
livision  of  Hoffmann-La  Roche  Inc 
■Ltley,  New  Jersey  07110 


candidates  for 


THE  MULTIVITAMIN/MINERAL  FORMULATION 


VIRGINIA  MEDICAL 


Of  Chemicals  and  Cancer, 
Of  Rats  and  Men 


One  of  the  less  desirable  effects  of  modern 
technological  processes  is  the  continuous  re- 
lease of  chemicals  into  the  environment.  These 
substances  contaminate  our  air.  our  water  and  our 
food.  The  teratogenic  and  carcinogenic  potential  of 
these  chemicals  has  generated  controversy  and 
aroused  emotions.  Chemical  sprays,  hair  dyes, 
drugs,  pesticides  and  insecticides,  artificial  sweet- 
eners, antibiotics  added  to  animal  feed,  chlorinated 
water,  nitrites  used  for  food  preservation  (and  tox- 
ins produced  by  fungi  contaminating  food,  e.g., 
aflatoxin),  coffee,  and  a host  of  other  materials  have 
been  implicated  as  carcinogenic  agents.  There  is 
concern  about  hexachlorobenzene,  produced  by 
multiple  manufacturing  processes  and  present  in 
appreciable  quantities  in  the  atmosphere  of  the 
globe.  Even  oxygen  is  no  longer  considered  blame- 
less. The  medical  literature  and  the  press  are  filled 
with  reports — often  premature. 

A correlation  between  non-occupational  expo- 
sure to  chemicals  and  the  development  of  cancer  is 
usually  established  on  the  basis  of  three  major 
considerations: 

1 .  The  structural  similarity  of  a chemical  to  other 
chemicals  which  have  been  proven  carcinogenic  to 
man  and  animals  under  occupational  or  long-term 
exposure  (such  as  polycyclic  hydrocarbons,  chro- 
mates, derivatives  of  arsenic,  vegetable  alkaloids 
and  the  like). 


2.  Epidemiological  data  showing  a greater  inci- 
dence of  cancer  in  individuals  exposed  in  a non- 
occupational  setting  to  a suspected  carcinogen. 

3.  Laboratory  studies  showing  the  occurrence  of 
malignancies  in  animals  exposed  to  the  chemical. 

The  first  criterion  seems  reasonably  valid.  In- 
deed, some  of  the  agents  known  today  as  carcino- 
gens, such  as  chlorinated  hydrocarbons,  were  first 
implicated  by  their  structural  similarity  to  then- 
proven  carcinogens.  But  the  two  remaining  criteria 
are  suspect.  Even  when  skilled  scientists  utilize 
sophisticated  statistical  techniques  to  evaluate  epi- 
demiological data,  the  staggering  number  of  varia- 
bles does  not  lend  itself  to  identification  or  analysis. 
These  variables  include  genetic  susceptibility  and 
resistance,  immunological  competence,  special  en- 
vironmental conditions  and  situations;  degree  of 
exposure  and  duration,  influence  of  diet  and  of 
stressful  factors;  the  effects  of  aging  (such  as  re- 
duced ability  of  the  body  to  fight  cancer  through 
mechanisms  of  antibody  production),  the  capability 
of  organs  to  render  chemicals  either  more  or  less 
carcinogenic  through  metabolic  processes  (which 
may  differ  among  individuals),  and  the  property  of 
some  chemicals  to  activate  dormant  viruses.  More- 
over, in  the  development  of  cancer  the  presence  of 
suitable  receptor  cells  in  the  victim  host  may  be  as 
important  as  the  exposure  to  potential  carcinogens. 
And  in  certain  situations,  negative  and  positive 
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interactions  seem  too  complex  for  proper  evalua- 
tion. For  example,  suspected  culprits  in  carcinoma 
of  the  stomach  include  agents  associated  with  pick- 
ling and  smoking  of  food  for  preservation;  however, 
butylated  hydrotoluene  and  similar  agents  used  for 
the  same  purpose  may  protect  against  other  carcin- 
ogens. In  studies  of  the  highly  complex  human 
biological  system  many  factors  are  of  necessity 
ignored,  while  the  focus  is  on  what  could  be  a 
fortuitous  association  between  one  presumptive 
cause  (the  chemical)  and  one  effect  (cancer). 

Under  such  conditions  conclusions  must  be  ten- 
tative. A case  in  point  is  the  relationship  of  coffee- 
drinking to  carcinoma  of  the  pancreas,  reported  by 
one  leading  university  and  refuted  by  another  equal- 
ly prominent.  Other  factors  which  further  cloud 
data  analysis  are  the  small  number  of  individuals 
sampled  relative  to  the  number  of  variables  and  the 
retrospective  nature  of  the  studies,  which  analyze 
the  habits  of  patients  already  suffering  from  malig- 
nancies. 

The  validity  of  data  from  laboratory  studies  is 
limited  by  the  fact  that  animals  and  man  may 
respond  differently  to  chemicals.  It  is  fair  to  state 
that  studies  in  animals  may  be  predictive  of  the 
danger  of  cancer  some  time  for  some  men  but  not 
every  time  for  every  man.  No  further  conclusions 
are  supportable. 

The  fact  is  that  we  are,  perhaps,  decades  away 
from  fully  understanding  the  pathogenesis  of  the 
various  types  of  cancer  affecting  man.  This  insight 
seems  basic  to  a final  assessment  of  the  relationship 
of  non-occupational  chemical  exposure  to  cancer. 
Until  then  we  are  caught  on  the  horns  of  a dilemma. 
The  results  of  reliable  research  connecting  specific 


chemicals  and  malignancies  should  be  made  avail- 
able to  the  public.  Yet  the  cumulative  effect  of  news 
releases  and  reports  leaves  the  impression  that 
cancer  is  lurking  in  every  corner  as  a by-product  of 
industrial  and  technological  expansion.  In  this  age 
of  instant  communication,  claims  linking  chemicals 
in  common  use  to  cancer  may  even  affect  the 
direction  of  industrial  growth  and  the  trend  of 
government  regulations.  A rational  approach  is 
needed. 

Clearly,  carcinogens  and  other  toxic  agents  must 
be  controlled  in  our  environment.  The  government 
has  the  dual  responsibility  of  protecting  the  public- 
interest  while  fostering  technological  development, 
but  bureaucratic  action  must  be  directed  by  unbi- 
ased evaluation  of  research  findings  as  they  are 
verified,  not  merely  claimed.  The  scientific  commu- 
nity should  have  the  responsibility  for  identifying 
toxic  chemicals  and  evaluating  the  degree  of  risk 
involved  in  using  each.  To  make  this  type  of  re- 
search meaningful  a major  effort  must  be  made  to 
develop  laboratory  techniques  for  the  effective  con- 
trol of  variables,  and,  where  possible,  establish 
uniform  criteria  by  which  studies  are  conducted. 
The  scientific  and  medical  communities  have  an 
ethical  obligation  to  analyze  experimental  and  sta- 
tistical results  and  to  help  the  government  to  formu- 
late a sound,  workable  plan  to  protect  individuals 
from  dangerous  chemical  contamination.  The  pub- 
lic deserves  their  guidance. 

Mario  Stefanini,  MD 

Clinch  Valley  Community  Hospital 
2949  West  Front  Street 
Richlands  VA  24641 


Malpractice  rate  escalation  moderates 


After  making  its  annual  review  of  The  Medical 
Society  of  Virginia’s  liability  program,  the  St. 
Paul  Insurance  Companies  offers  some  good 
news  for  the  coming  year. 

1 . Especially  cheering  is  the  news  of  no  hike  in 
rates  in  the  basic  $100, 000/$ 3 00, 000  catego- 
ry. They  will  remain  the  same. 

2.  In  the  $1  million  coverage  category,  no 
change  in  rates  for  physicians  in  Classifica- 
tions 1 and  2. 

And  for  physicians  in  Classifications  3 
and  4,  the  rates  will  decrease  3%. 

But  for  surgeons  in  Classifications  5 
through  8,  the  rates  will  increase  6%. 


3.  Most  of  the  physicians  whose  policies  pro- 
vide coverage  above  $1  million  will  experi- 
ence variable  decreases  in  rates. 

The  exceptions  are  neurosurgeons  and 
anesthesiologists,  whose  rates  will  remain 
the  same. 

It  should  be  noted  that  these  projections  apply 
to  1982-1983  premiums.  Some  doctors  have  not 
yet  received  their  1981-1982  statements,  which 
incorporated  substantial  rate  hikes  for  that  year. 

For  more  than  a quarter  of  a century  The 
Medical  Society  of  Virginia  and  St.  Paul  have 
been  associated  in  providing  liability  insurance 
for  MSV  members.  A.G. 
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James  Asa  Shield,  MD 

A distinguished  figure  in  Virginia  medicine.  Dr. 
James  Asa  Shield  of  Richmond,  died  May  19  in  a 
Richmond  hospital.  He  was  80  years  old  and  had 
been  living  in  retirement  at  his  home,  “Fullstream 
Farms,”  in  Manakin-Sabot,  Virginia. 

A native  Virginian,  Dr.  Shield  was  born  in  Hamp- 
ton, was  graduated  from  the  College  of  William  and 
Mary,  and  earned  his  doctorate  of  medicine  at  the 
Medical  College  of  Virginia,  Class  of  1926.  Post- 
graduate training  in  psychiatry  and  neurology  took 
him  to  the  American  Hospital  in  Paris  and  the 
University  of  Vienna,  and  he  joined  Sir  James 
Purvey-Stewart  to  practice  in  London  before  re- 
turning to  the  United  States  in  1929.  He  then 
practiced  in  Beacon,  New  York,  and  was  an  asso- 
ciate professor  of  psychiatry  and  neurology  at  Co- 
lumbia University.  In  1930  he  settled  in  Richmond, 
joining  the  late  Dr.  Beverly  R.  Tucker  at  what  was 
then  Tucker  Sanatorium,  later  became  Tucker  Hos- 
pital, is  now  Tucker  Psychiatric  Pavilion  and  has 
always  been  known  familiarly  as  “Tucker's.” 

For  46  years  Dr.  Shield  practiced  at  Tucker's. 
His  tall  figure  became  a familiar  beacon  in  the 
hospital’s  corridors,  and  his  gentle  good  humor  and 
courtly  manners  endeared  him  to  hosts  of  patients. 
From  1959  to  1969  he  was  the  hospital’s  president. 
When  the  facility  became  part  of  the  new  Chippen- 
ham Hospital  in  Richmond,  in  1976,  he  retired  from 
practice. 

Dr.  Shield  was  the  first  physician  in  Virginia  to  be 
certified  in  both  psychiatry  and  neurology  and  was 
elected  to  the  presidencies  of  the  Southern  Psychi- 
atric Association  and  the  Neuropsychiatry  Society 
of  Virginia.  From  1930  until  1942  he  served  on  the 
governor's  advisory  board  for  the  state  mental  and 
penal  systems.  A strong  and  active  supporter  of  his 
two  alma  maters,  he  served  on  the  William  and 
Mary  board  of  visitors  and  was  president  of  the 
Medical  College  of  Virginia  Alumni  Association. 

He  had  belonged  to  The  Medical  Society  of 
Virginia  and  the  Richmond  Academy  of  Medicine 
for  50  years  and  was  a member  of  many  other 
professional  organizations,  including  the  American 


Psychiatric  Association,  American  College  of  Phy- 
sicians, American  Psychosomatic  Society  and 
American  Geriatrics  Society. 

One  of  his  three  sons,  Dr.  James  A.  Shield,  Jr.,  is 
associated  with  Tucker  Pavilion  in  the  practice  of 
psychiatry  and  neurology  and  is  a councilor  of  The 
Medical  Society  of  Virginia. 

J.  Warrick  Thomas,  MD 

Dr.  John  Warrick  Thomas,  Richmond,  a founder 
and  former  president  of  the  American  College  of 
Allergists,  died  May  21  at  the  age  of  73.  He  had  also 
been  vice  president  of  both  the  American  Founda- 
tion for  Allergic  Diseases  and  the  Southern  Allergy 
Association. 

Born  in  Tennille,  Georgia,  Dr.  Thomas  attended 
Virginia  Military  Institute  and  was  graduated  from 
the  University  of  Georgia  and  its  School  of  Medi- 
cine, staying  on  there  for  his  training.  He  began  his 
practice  of  allergy  and  internal  medicine  in  Rich- 
mond in  1944  and  was  for  many  years  an  assistant 
professor  of  clinical  medicine  at  the  Medical  Col- 
lege of  Virginia. 

His  membership  in  The  Medical  Society  of  Vir- 
ginia and  the  Richmond  Academy  of  Medicine 
spanned  38  years,  and  he  belonged  also  to  the 
Richmond  and  Virginia  Societies  for  Internal  Medi- 
cine, International  Association  of  Allergists,  Ameri- 
can Association  for  Clinical  Immunology  and  Aller- 
gy, American  College  of  Chest  Physicians  and 
American  College  of  Physicians. 

Jose  O.  Navarrete,  MD 

Dr.  Jose  Ojeda  Navarrete,  McLean  psychiatrist, 
died  April  15  at  the  age  of  58  years.  He  was  a 
graduate  of  the  University  of  Seville,  Spain,  and 
trained  in  this  country  at  All  Souls,  St.  Elizabeth’s 
and  Greystone  Park  Psychiatric  Hospitals,  all  in 
New  Jersey.  He  came  to  membership  in  The  Medi- 
cal Society  of  Virginia  through  the  Fairfax  County 
Medical  Society  and  belonged  also  to  the  American 
Psychiatric  Association. 
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VIRGINIA 
M EDICAL 
CLASSIFIED 

Virginia  Medical  classified  ads  accepted  at  the  discre- 
tion of  the  Editor.  Rates  to  Medical  Society  of  Virginia 
members:  $15  per  insertion  up  to  50  words,  25  0 each 
additional  word.  To  non-members:  $30  per  insertion  up  to 
50  words,  250  each  additional  word.  Deadline:  5th  day  of 
month  prior  to  month  of  publication.  Send  to  the  Adver- 
tising Manager,  4205  Dover  Road,  Richmond  VA  23221 . 


ASSOCIATE  wanted  for  family  practice  in  Roanoke,  Vir- 
ginia. Can  be  available  in  1982  to  1983,  but  plans  must  be 
definite.  Please  send  resumes  to  Virginia  Medical  Box  60, 
4205  Dover  Road,  Richmond  VA  23221. 

COLLECTIONS  PROBLEMS?  Richmond  area  attorneys, 
authors  of  “Collections,”  a volume  in  the  Virginia  Law 
Practice  Systems,  will  handle  your  matters  in  a professional 
manner.  Fee  charged  only  on  what  is  collected.  Inquiries 
invited.  Samuel  & Pustilnik,  Attorneys  and  Counselors  at 
Law,  4901  Cutshaw  Ave.,  PO  Box  6857,  Richmond  VA 
23230,  (804)  353-3831. 

ANESTHESIOLOGIST  wanted  for  fee-for-service  prac- 
tice in  250-bed  JCAH  hospital  in  the  Shenandoah  Valley. 
American  grad,  board  certified  or  in  the  process,  with 
interest  in  quality  care.  Critical  care  involvement,  limited 
OB,  no  CV  or  neuro.  Pleasant  community  with  outstanding 
professional,  family  and  recreational  opportunities.  Vir- 
ginia Medical  Box  59,  4205  Dover  Road,  Richmond  VA 
23221. 

RECRUITING — Medical  Placement  Associates  is  recruit- 
ing in  this  area  on  behalf  of  clients  throughout  the  country. 
Opportunities  exist  in  anesthesiology,  gastroenterology, 
gynecology,  internal  medicine,  obstetrics,  ophthalmology, 
orthopedics,  pediatrics  and  radiology.  For  further  particu- 
lars call  Steve  Sell  (collect)  at  (313)  557-3350,  or  write: 
Medical  Placement  Associates,  18877  W.  Ten  Mile  Rd., 
Southfield  MI  48075. 

POSITION  available  for  Unit  Physician  to  serve  approxi- 
mately 200  residents  at  center  for  mentally  retarded. 
Responsible  for  the  provision  of  out-patient  medical  serv- 
ices in  office  setting.  Unique  opportunity  to  specialize  in 
developmental  disability  medicine.  Physician  services  are 
delivered  as  part  of  an  interdisciplinary  team  approach  in 
which  each  team  member  (physician,  psychologist,  nurse, 
social  worker,  etc.)  focuses  on  identifying  needs  of  the 
resident.  Close  working  relationship  with  major  medical 


and  teaching  center.  Liberal  State  benefits,  salary: 
$42,619-$58,2I7.  Located  20  minutes  from  Richmond, 
Virginia,  with  easy  access  to  ocean  and  mountain  resorts. 
For  further  information  contact  Patricia  A.  Hunt,  MI), 
Southside  Virginia  Training  Center  for  the  Mentally  Re- 
tarded, PO  Box  4110,  Petersburg  VA  23803,  (804)  86 1 - 
7294.  An  equal  opportunity  employer. 

FOR  SALE — Professional  office  space.  New  low-rise  eleva- 
tor condominium  in  West  Springfield,  Virginia.  Suites 
from  600  sq.  ft.  For  information  call  (703)  569-2702  or 
write  to  Mr.  Thomas  A.  Cary,  8136  Old  Keene  Mill  Road, 
Springfield  VA  22152. 

FOR  RENT — Wintergreen  Treeloft  home.  Spectacular 
views  in  Blue  Ridge  Mountain  year-round  resort.  3 bed- 
rooms, 2 baths,  sleeps  8.  Near  Mountain  Inn  with  tennis, 
dining,  shops  and  entertainment.  Beautiful  golf  course. 
Hiking.  Horseback  riding.  $475  per  week.  Call  (804)  293- 
9121. 

BILLING  SYSTEM  for  medical  specialty  and  general 
practice.  The  best  in  the  market,  fully  tested,  completely 
debugged.  Runs  with  CPM,  CBASIC2  on  64K  Ram. 
Choose  program  only  or  with  computer.  We  install  any- 
where in  USA.  Software  support  available.  Also  available: 
NEC  PC-8000,  TRS-80  Mod  II  (by  Tandy  Corp),  hard 
discs,  modems,  printers,  software  for  business  and  ac- 
counting. Wordprocessing  and  mail  list  goes  with  computer 
or  buy  separate.  Call  (804)  443-5880.  Rappahannock  Com- 
puters, PO  Box  788,  Tappahannock  VA  22560. 

SHOPPING  for  an  airplane?  Call  us  for  the  lowest  prices 
on  any  new  or  used  aircraft  in  the  U.S.  We  are  wholesalers 
and  promise  you  prompt  delivery  on  the  aircraft  of  your 
choice.  Compare  our  low  prices.  TOLL-FREE  (800)  241  - 
6905.  Physicians  Service  Association,  Atlanta  GA. 

WINTERGREEN — Luxury  3 bedroom  condominium  for 
rent,  fully  furnished.  Enjoy  golf,  tennis,  hiking,  swimming, 
horse  back  riding  and  the  cool  mountain  breezes  at  3,800 
feet.  Reservations  accepted  now  for  next  ski  season.  Call 
(804)  262-8697  or  288-4355. 

PHYSICIANS  signature  loans  to  $50,000.  Take  up  to  seven 
years  to  repay  with  no  pre-payment  penalties.  Use  for 
taxes,  investment,  consolidation  or  any  other  purpose. 
Prompt,  courteous  service.  TOLL-FREE  (800)  241-6905. 
Physicians  Service  Association,  Atlanta  GA.  Serving  MDs 
for  over  ten  years. 

MOVING?  We  want  to  know!  Send  your  new  address,  to- 
gether with  a mailing  label  showing  old  address,  to  VIR- 
GINIA Medical,  4205  Dover  Road,  Richmond  VA  23221. 
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BACTRIM'"  (trimethoprim  and  sulfamethoxazole/Roche) 

Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to  suscep- 
tible strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Enterobacter, 
Proteus  mirabllls,  Proteus  vulgaris,  Proteus  morganll.  It  Is  recommended  that  Initial 
episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single  effec- 
tive antibacterial  agent  rather  than  the  combination.  Note  The  increasing  frequency 
of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in  these  uri- 
nary tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus  Influ- 
enzae or  Streptococcus  pneumoniae  when  in  physician’s  judgment  It  offers  an 
advantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the  safety  of 
repeated  use  of  Bactrim  In  children  under  two  years  of  age.  Bactrim  is  not  indi- 
cated for  prophylactic  or  prolonged  administration  in  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judg- 
ment it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnet 
when  antibacterial  therapy  is  Indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carlnll  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with  doc- 
umented megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term;  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus; 
infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic  streptococ- 
cal tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with 
sulfonamides  Experience  with  trimethoprim  is  much  more  limited  but  occasional  inter- 
ference with  hematopoiesis  has  been  reported  as  well  as  an  increased  incidence  of 
thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics,  primarily  thiazides 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of  serious  blood  disor- 
ders Frequent  CBC's  are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted 

Precautions:  General  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur. 
During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with 

careful  microscopic  examination,  and  renal  function  tests, 
particularly  where  there  is  impaired  renal  function 
Bactrim  may  prolong  prothrombin  time  in  those  receiving 
warfarin,  reassess  coagulation  time  when  administering 
Bactrim  to  these  patients 

Pregnancy:  Teratogenic  Effects  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism,  use  during  pregnancy  only  if 
potential  benefits  justify  the  potential  risk  to  the  fetus 
Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim  Blood  dyscrasias  Agranulocytosis,  aplastic  ane- 
mia. megaloblastic  anemia,  thrombopenia.  leukopenia, 
hemolytic  anemia,  purpura,  hypoprothrombinemia  and 
methemoglobinemia  Allergic  reactions  Erythema  multi- 
forme, Stevens-Johnson  syndrome,  generalized  skin 
eruptions,  epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  pseudo- 
membranous colitis  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscel 
laneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L E phenomenon.  Due  to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term  therapy  with  sulfon- 
amides has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp  (20  ml)  b i d.  for  10-14  days  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min,  use 
one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is  below 
15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or  4 teasp 
(20  ml)  bid  for  14  days 
PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information  for 
suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and 
800  mg  sulfamethoxazole,  bottles  of  100,  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28.  Tablets , each  containing  80  mg  trimethoprim  and  400  mg  sulfameth- 
oxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  Prescription  Paks  of  40 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  cherry  flavored — bottles  of  100  ml  and  16  oz  (1  pint).  Suspension, 
containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml), 
fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 
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in  recurrent  urinary  tract  infections* 


from  site  to  source 


Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae12  with  little  resulting  emergence 
of  resistant  organisms. 


1.  Rubin  RH,  Swartz  MN  N Engl  J Med  303  426-432,  Aug  21,  1980.  2.  Data  on  file. 
Medical  Department,  Hoffmann-La  Roche  Inc 
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THE  MEDICAL  SOCIETY  OF  VIRGINIA^ 

and  its  COMPONENT  SOCIETIES 

SPONSORED 


INSURANCE  PLANS 


FOR  MEMBERS  AND  THEIR  FAMILIES 


^ftSTtYlMPRO^P! 


1.  TERM  LIFE  INSURANCE* 

■ Member  maximum:  $250,000. 

■ Spouse  maximum  also  $250,000. 

■ Affordable  Premiums. 


ACCIDENTAL  DEATH  AND 

6.  DISMEMBERMENT  PLAN* 

■ Up  to  $500,000  Principal  Sum  for  members. 

■ Benefits  also  offered  to  all  family  members. 

$1  MILLION  EXCESS  MAJOR 

7.  MEDICAL  PLAN 


2.  DISABILITY  INCOME— MEMBERS 

■ Benefits  up  to  a total  of  $5,000  per  month  for 
first  two  years  of  disability — $3,000  per  month 
thereafter. 

■ Cost  of  Living  benefit  increase  provision. 


■ Much  needed  "third  level"  of  protection. 

■ Pays  100%  of  most  medical  expenses  up  to 

$1,000,000. 

■ Select  $15,000,  $25,000  or  $50,000  deductible. 

8.  IN-HOSPITAL  EXPENSE  PLAN* 


3.  COMPREHENSIVE  MEDICAL  PLAN* 

■ Entirely  New  Program!  Covers  both  routine  and 
extraordinary  medical  expenses.  After  a small 
$100  deductible,  pays  80%  of  first  $2,500  of  ex- 
penses. Thereafter,  pays  100%  of  expenses  up  to 
$1,000,000  for  any  one  illness  or  injury 

4.  $500,000  MAJOR  MEDICAL  PLAN* 

■ Pays  80%  of  eligible  expenses  up  to  $25,000  . . . 
then  100%  up  to  $500,000. 

■ Select  either  $500  or  $1,000  deductible. 

■ Automatic  transfer  to  Medicare  Supplement  at 
age  65. 

5.  PROFESSIONAL  OVERHEAD  EXPENSE 

■ Benefits  now  available  up  to  $5,040  per  month  with 
up-to-date  plan  design. 


■ Up  to  $100  Daily  Benefit  paid  directly  to  you  for 
each  day  of  covered  hospitalization. 

■ DOUBLED  Daily  Benefit  for  Cancer  and  Intensive 
Care. 

9.  CANCER  EXPENSE  INSURANCE* 

■ As  much  as  $250,000  to  protect  against  expensive 
treatment  of  Cancer. 

10.  EMPLOYEE  DISABILITY 

■ Assures  your  employees  an  income  of  up  to  $800 
per  month  for  up  to  one  year  of  total  disability. 

11.  MEDICARE  SUPPLEMENT 

■ NEW  PLAN!  Pays  benefits  for  medical  expenses 
not  covered  under  Medicare  Parts  A and  B.  No 
"lifetime  limit"  on  what  you  can  collect.  Benefits 
are  paid  in  addition  to  any  other  insurance. 

*Also  available  to  employees  of  members 


Write  or  phone  the  administrator: 

DAVID  A.  DYER  & ASSOCIATES 


A subsidiary  of  John  P.  Pearl  & Associates,  Ltd.  of  Peoria,  Illinois. 

Administrators  of  The  Medical  Society  of  Virginia's  sponsored  group  insurance  programs  since  1958. 
Suite  1350  * 1710  Goodridge  Drive,  McLean,  Virginia  22102-3793 
Call  toll-free  in  Virginia  1 -800-572-221 1 • Northern  Va.  residents  call  (703)  556-0010 
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Dr.  Cramer  recalls  the  great  Byrd  rerun  caper 


By  Carl  L.  Shires  Dr.  Alfred  B.  Cramer  III,  head  honcho  among  Virginia’s  physician- 

politicians,  has  rendered  a political  diagnosis  on  Mills  E.  Godwin,  Jr.,  and 
pronounced  the  former  two-time  governor  as  “reluctant”  on  Republican- 
ism, “strong”  on  conservatism. 

Dr.  Cramer,  Culpeper  internist  and  chairman  of  the  Virginia  Republican 
party,  proffered  the  opinion  that  Godwin — once  governor  as  a Democrat 
(1966-1970),  once  governor  as  a Republican  (1974-1978) — “has  never 
been  a strong  party  man  for  either  party ...  he  has  tended  to  go  his 
independent  way.” 

Never  was  that  independent  way  more  manifest  then  during  a spate  of 

political  confusion  late  this  spring, 
when  Godwin  was  out  front  in  a 
drive  to  persuade  US  Sen.  Harry  F. 
Byrd,  Jr.,  to  change  his  mind  about 
retirement  and  run  again  as  an  in- 
dependent candidate  for  the  Sen- 
ate. 

And  this  despite  the  fact  that  the 
Republicans  had  Paul  S.  Trible,  Jr., 
all  lined  up  for  the  GOP  nomination 
for  the  Senate,  and  Godwin’s  pro- 
nounced party  affiliation  now  is  Re- 
publican. 

“I  wish  he  hadn’t  done  what  he 
did  from  the  standpoint  of  party 
unity  . . . with  some,  there  might  be 
some  question  as  to  his  [GOP]  par- 
ty credentials,”  understated  Dr. 
Cramer. 

The  50-year-old  party  chairman, 
during  a lengthy  interview  for  Vir- 
ginia Medical  at  his  Culpeper 
home,  was  picky  and  delicate  in  his 
choice  of  words  and  phrases  con- 
Mills  E.  Godwin,  Jr.  (left)  and  Sen.  cerning  Godwin’s  GOP  party  role  and  standing.  It  was  obvious  he  did  not 
Harry  F.  Byrd,  Jr.,  photographed  to-  wjSh  to  over-anger  either  Godwin  or  his  backers  during  the  ongoing 
gether  last  year.  Courtesy  Richmond  Senate  campaign. 

Times-Dispatch  Lavishly  interspered  among  occasional  reproachful  comments  were 
laudatory  and  conciliatory  ones.  After  all,  as  GOP  chairman,  Dr.  Cramer’s 
first  political  line  of  duty  is  to  try  to  guide  Trible,  US  congressman,  to 
victory  in  November  over  the  democratic  candidate  for  the  Senate,  Lieut. 
Gov.  Richard  J.  Davis. 

Choosing  his  words  slowly  and  carefully,  Dr.  Cramer  said  this:  “As  party 
chairman,  I understand  Mills’  philosophy  and  longstanding  friendship — 
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both  political  and  social — with  Byrd. 
But  I wish  he  hadn't  done  what  he 
did  from  the  standpoint  of  party 
unity  because  I believe  the  vehicle 
for  conservatism  for  the  Common- 
wealth of  Virginia  and  the  nation  is 
the  Republican  party. 

"But  having  done  what  he  did,  he 
is  welcome  within  Republican  cir- 
cles . . . with  some,  there  might  be 
some  question  as  to  his  party  cre- 
dentials." 

There  certainly  would  have  been 
that  question  at  the  Republican 
Senate  nominating  convention,  he 
commented  in  response  to  an  in- 
quiry. “Had  Mills  come  to  the  con- 
vention, I suspect  his  welcome 
would  have  been  somewhat  short 
of  overwhelmingly  enthusiastic.” 
Dr.  Cramer  is  given  to  understate- 
ment. 

He  added  that  he  thought  the 
aborted  attempt  to  persuade  Byrd 
to  run  again  for  the  Senate  had 
offset  materially  the  political  advan- 
tage of  the  near-chaos  that  domi- 
nated Democratic  doings  prior  to 
their  own  state  nominating  conven- 
tion. 

To  summarize  briefly  that  near- 
chaos: Virtually  single-handedly,  a 
black  Richmond  Democrat,  State 
Sen.  L.  Douglas  Wilder,  forced  the 
withdrawal  of  the  Democrats’  heir- 
apparent  to  the  nomination,  Del. 
Owen  B.  Pickett  of  Virginia  Beach. 
A host  of  potential  candidates  rose, 
phoenix-like,  and  fell  back  into  the 
ash  heap  of  short  speculations. 
Wilder  kept  threatening  to  run  him- 
self as  an  independent.  Gov. 
Charles  S.  Robb  was  a major  play- 
er in  the  tragio-comedy.  After  all  the 
fussin’  and  fightin’,  Davis  was  the 
chosen  one. 


Meanwhile,  the  state's  conserva- 
tives were  watching  all  the  internal 
Democratic  flare-ups  and  burnouts, 
and  some  of  them,  including  God- 
win, apparently  concluded  that  it 
was  Byrd-man  time  still  again. 

Dr.  Cramer  has  his  own  theories 
on  why  the  blooming  Byrd  candida- 
cy withered.  Among  them: 

1.  The  outpouring  of  Trible  sup- 
port from  the  vast  majority  of  Virgin- 
ia’s Republican  leaders. 


2.  An  outbreak  of  editorials  in 
the  state’s  major  newspapers  (most 
of  them  conservatively  oriented), 
predicting  a Democratic  win  if  the 
conservative  vote  split. 

3.  An  insufficient  number  of  sig- 
natures on  the  petitions  necessary 
for  a Byrd  run. 

Of  the  last  item,  there  were  re- 
ports that  the  signatures  were  dou- 
ble the  11,000  required.  "But  I 
think,”  said  the  doctor  of  medicine 


Dr.  James  A.  Shield,  Jr.,  (left)  greets  Sen.  Harry  F.  Byrd,  Jr.  In  the  back- 
ground, Rep.  Thomas  J.  Bliley,  Jr.  This  photograph  was  made  at  the  recent 
congressional  luncheon  given  in  Washington  by  Medical  Society  of  Virginia 
officers  and  reported  in  Virginia  Medical’s  July  issue.  Photograph  by  Tom 
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Dr.  Alfred  B.  Cramer  III,  chairman  of  the  Virginia  Republican  party,  talks  with 
Dr.  Barbara  A.  Mella.  This  picture  was  taken  in  1980  at  Medical  Society  of 
Virginia  headquarters,  where  Dr.  Cramer  addressed  VaMPAC  members  (Va 
Med  107:429-431,  1980). 
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and  the  doctor  of  political  insights, 
“that  they  wanted  a whole  lot  more 
than  that,  a real  outburst  of  support 
that  didn’t  materialize.” 

Then  he  summed  it  up:  “I  think  if 
it  had  worked,  Davis  would  have 
won,  Trible  would  have  run  second, 
and  Byrd,  third.” 

The  sturdy  former  Virginia  Mili- 
tary Institute  football  player  lit  up 
another  cigarette,  leaned  back  in 
his  porch  chair  and  answered  more 
questions  on  Virginia  politics. 

About  the  defeat  of  Republican 
Marshall  Coleman  by  Robb  in  the 
contest  for  governor: 

“Let  me  preface  it  this  way:  Mills 
Godwin  is  a sincere,  dedicated  indi- 
vidual who  has  worked  for  and 
backed  conservative  candidates  he 
perceives  as  being  close  to  his  own 
personal  philosophy.  He  is  a con- 
servative, first  and  foremost,  a Re- 
publican, second.” 

Was  his  support  for  Coleman 
ever  more  than  lukewarm? 


“I’d  say  no  to  that,  but  then  I 
would  add  that  I do  not  think  he 
could  have  made  the  difference  de- 
spite the  degree  of  his  warmth. 
When  he  got  called  in  for  consulta- 
tion, I think  maybe  the  illness  was 
terminal  and  he  couldn’t  save  Mar- 
shall . . . basically  we  lost  because 
we  didn’t  hold  the  conservatives; 
even  Mills  out  front  couldn’t  have 
made  the  difference  in  places  like 
Roanoke  and  Fairfax  and  Chester- 
field, where  we  were  way  below  our 
expectations. 

“I  would  not  blame  the  Coleman 
loss  on  Mills  Godwin. 

“You  know,  Robb  got  essentially 
the  same  support  that  [Republican] 
Linwood  Holton  got  when  he  won. 
Both  of  them  put  together  a coali- 
tion of  blacks  and  labor  and  con- 
servative Democrats.” 

The  affable  gastroenterologist 
and  graduate  of  the  Medical  Col- 
lege of  Virginia  is  not  given  to  pre- 
tense and  affectation,  does  not  dis- 
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McGuire  Clinic,  Prudential  partner  first  HMO  in  Virginia 


The  first  health  maintenance  orga- 
nization in  Virginia  is  to  begin  oper- 
ating this  winter  in  the  Richmond 
area.  Its  name  is  PruCare  of  Rich- 
mond, it  is  a subsidiary  of  the  Pru- 
dential Insurance  Company  of 
America,  and  its  first  move  was  to 
sign  to  a long-term,  partnership 
contract  the  venerable  McGuire 
Clinic,  which  has  been  serving 
Richmonders  for  almost  60  years. 

On  page  490  of  this  issue  you  will 
see  the  names  of  the  56  physicians 
now  associated  with  McGuire  Clin- 
ic, including  that  of  Dr.  Hilton  R. 
Almond,  who  has  been  appointed 
medical  director  of  the  new  HMO. 


play  vanity — with  one  exception. 
Just  outside  the  side  porch  was  an 
auto  bearing  a vanity  license  plate: 
“1  VMI.”  But  then  all  VMIers  are 
like  that. 

A couple  of  years  ago,  in  a Vir- 
ginia Medical  article,  Dr.  Cramer 
fared  well  in  predictions.  He  said 
then  that  eight  and  “possibly  nine” 
of  the  GOP  candidates  for  the  US 
House  from  Virginia  would  win  in 
the  fall.  Nine  did. 

His  latest  stab  at  predications: 

“I  think  the  Trible-Davis  run  is  a 
real  horserace,  but  it  is  our  horse- 
race to  lose,  and  we  won’t  lose. 

“And  I predict  also  that  we’re 
going  to  see  40  Republicans  in  the 
Virginia  House  of  Delegates  next 
year.”  (There  are  33  now.)  “The 
Virginia  House  is  the  key  to  political 
power  in  Virginia,  and  we’re  gain- 
ing.” 

The  gastroenterologist  couldn’t 
resist  a pun  as  his  interviewer 
headed  toward  his  car  and  the  drive 
back  to  Richmond. 

“You  think  maybe  we  could  call 
this  a gutsy  interview?” 

' Carl  L.  Shires  reports  for  Virginia 
Medical  on  political  personages  and 
events  in  Virginia. 


Under  terms  of  the  contract, 
McGuire  Clinic  promises  to  provide 
basic  medical  care  and  some  spe- 
cialty medical  services  to  the 
HMO’s  subscribers,  while  PruCare 
will  take  care  of  general  administra- 
tion, financing,  marketing  and  capi- 
tal needs. 

The  clinic  has  five  offices  in  the 
Richmond  area,  with  the  main  office 
next  to  St.  Luke’s  Hospital  in  outly- 
ing Richmond,  and  PruCare  ex- 
pects to  build  additional  offices  in 
surrounding  counties,  according  to 
James  W.  Brittain,  PruCare  vice 
president. 

Fees  will  be  competitive  with 
what  employers  are  paying  for  in- 
surance coverage  now,  Brittain 
said,  and  there  will  be  no  deduct- 
ibles or  co-insurance  bills.  Cover- 
age will  include: 

• Physician  services.  These  in- 
clude office  visits,  hospital  care, 
surgery,  and  specialty  treatment. 

• Hospital  care.  As  this  was  writ- 
ten, PruCare  was  negotiating  for  a 
hospital  contract  and  was  to  have  a 
decision  by  late  last  month.  Brittain 
would  neither  confirm  nor  deny  that 
St.  Luke’s  was  the  likely  hospital. 

• Special  nursing  services  and 
home  health  care. 

• Outpatient  mental  health  care. 
Subscribers  will  be  reimbursed  for 
up  to  20  visits  to  a mental  health 
professional. 

• Complete  maternity  care,  pre- 
through  post-natal. 

• Ambulance  and  emergency 
room  service. 

• Checkups.  These  are  to  in- 
clude routine  physical,  ob-gyn,  eye, 
and  hearing  examinations,  services 
not  usually  covered  by  indemnity 
insurance  plans. 

Prudential  opened  its  first  health 
maintenance  organization  in  1973 
and  now  owns  and  operates  HMOs 
serving  175,000  persons  in  seven 


areas:  Houston,  Austin,  Dallas, 
Nashville,  Atlanta,  Chicago,  Okla- 
homa City  and  Atlantic  City.  In 
Richmond,  PruCare  officials  expect 
to  enroll  80,000  members  within  the 
next  ten  years  and  employ  400 
health  professionals  to  care  for 
them. 

The  initial  investment  is  $20  mil- 
lion, according  to  PruCare  spokes- 
men. The  firm’s  representatives 
cannot  sell  the  plan  until  PruCare 
receives  its  license  as  a carrier 
sometime  this  fall,  but  Brittain  re- 
ports “good  reception”  from  em- 
ployers to  news  of  the  coming  offer- 
ing. 

The  Richmond  Chamber  of  Com- 
merce recently  made  a study  of 
HMO  prospects  in  Richmond1  and 
pronounced  them  favorable.  That 
study  was  one  reason  PruCare 
came  to  Richmond,  but  the  compa- 
ny also  made  its  own  analysis  of 
Virginia’s  capital  city  and  concluded 
it’s  a good  HMO  location  because, 
Brittain  said,  health  costs  are  rising 
in  Richmond;  unemployment  is  low- 
er and  median  income  higher  than 
the  national  average;  and  there  are 
many  different  types  of  businesses 
in  a growing  area. 

McGuire  Clinic  was  founded  in 
1923  by  Dr.  Stuart  McGuire  and  is 
tied  historically  to  St.  Luke’s  Hospi- 
tal, which  was  established  in  1882 
by  his  father,  Dr.  Hunter  Holmes 
McGuire.  Both  hospital  and  clinic 
were  located  in  downtown  Rich- 
mond until  1975,  when  the  hospital, 
at  that  time  owned  by  the  clinic, 
was  sold  to  the  Humana  Corpora- 
tion. Humana  then  moved  St. 
Luke’s  to  a big  new  facility  in  subur- 
ban Richmond,  and  McGuire  Clinic 
moved  with  it,  to  a new  building 
adjacent  to  the  hospital.  A.G. 


1.  Gray  A:  A guide  to  HMO-watching. 
Va  Med  107:764-771,  1980 
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Pinworms  work 
the  night  shift 


Artist's  interpretation: 

The  nocturnal  egg-laying  of  the 
female  pinworm  causes  acute 
perianal  itch. . .making  children 
shift  sleeplessly  through  the  night 


Put  pinworms 
out  of  work... 


Promptly  paralyzes 
iworms  and  roundworms 

timinth®  (pyrantel  pamoate) 

> a unique,  rapid  immobilizing 
ict  on  worms.  Unlike  meben- 
:ole,  which  blocks  glucose 
:ake — slowly  “starving” 
minths  to  death — Antiminth 
ckly  acts  on  the  neuro- 
scular  junction  to  promptly 
alyze  parasites. 

97%  efficacy 
with  a single  dose 

;ingle  dose  of  Antiminth 
ivers  rapid  clinical  and  parasi- 
)gical  cures,  “Single  doses. . . 
>wed  high  overall  efficacy 
dnst  Enterobius  vermicularis 
2%)  and  Ascaris 
nbricoides  (97.5%)’.’ 1 

Simple, 

well  tolerated  therapy 

timinth  offers  ease  of  adminis- 
tion  and  patient  tolerance, 
.when  compared  to  the  other 
gle  dose  agents  available, 
itiminth]  has  the  advantage  of 
ng  non-staining  and  may  be 
ter  tolerated.”2 

The  dosage  form 
children  like 

timinth  is  available  as  a pleas - 
; tasting,  caramel-flavored 
il  suspension.  Effective  in  just 


one  dose  against  pinworm  and 
roundworm — in  both  children 
and  adults — Antiminth  is  easy-  ' 
to-administer  and  easy-to-take. 

Respected 

around-the-world 

In  some  parts  of  the  world,  large 
populations  are  afflicted  with 
helminthic  infections.  Physicians 
in  endemic  areas  have  become 
experts  on  parasitic  diseases — 
and  have  come  to  rely  on  Anti- 
minth for  the  rapid  cure  of  infes- 
tations. Antiminth  is  recom- 
mended as  an  agent  of  first  choice 
for  pinworm  and  roundworm  by 
leading  medical  authorities! 3 


Warnings 

Usage  in  Pregnancy  Reproduction  studies 
have  been  performed  in  animals  and  there  was 
no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who 
have  received  this  drug. 

The  drug  has  not  been  extensively  studied  in 
children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be 
considered. 

Precautions 

Minor  transient  elevations  of  SCOT 

have  occurred  in  a small  percentage  of  patients. 

Therefore,  this  drug  should  be  used 

with  caution  in  patients  with  pre-existing  liver 

dysfunction. 

Adverse  Reactions 

The  most  frequently  encountered  adverse  reac- 
tions are  related  to  the  gastrointestinal  system. 
Gastrointestinal  and  hepatic  reactions:  anorexia, 
nausea,  vomiting,  gastralgia,  abdominal  cramps, 
diarrhea  and  tenesmus,  transient  elevation  of 
SCOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration 
Children  and  Adults  Antiminth  Oral  Suspen- 
sion (50  mg  of  pyrantel  base/ml)  should  be 
administered  in  a single  dose  of  11  mg  of  pyran- 
tel base  per  kg  of  body  weight  (or  5 mg/lb.); 
maximum  total  dose  1 gram.  This  corresponds 
to  a simplified  dosage  regimen  of  1 ml  of 
Antiminth  per  10  lb.  of  body  weight.  (One 
teaspoonful  = 5 ml. ) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension 
may  be  administered  without  regard  to  ingestion 
of  food  or  time  of  day,  and  purging  is  not  neces- 
sary prior  to,  during,  or  after  therapy.  It  may  be 
taken  with  milk  or  fruit  juices. 

References  1.  Pitts  NE,  Migliardi  JR:  Clinical 
Pediatrics  13:87,  1974.  2.  Modell  W:  Drugs  of 
Choice  1980-1981.  C.  V.  Mosby  Co.,  St.  Louis, 
1980,  p.  362.  3.  Goodman  LS,  Gilman  A:  The 
Pharmacologic  Basis  of  Therapeutics,  6th 
edition,  MacMillan  Publishing  Co. , Inc. , New 
York.  1980,  p.  1032. 
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" ~ (pyrantel  pamoate) 

Cures  pinworm  and  roundworm  fast. ..with  a single  dose 
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LETTERS 


“Let  us  get  back 

to  that  wonderful  language.  . 

A subtle  change  has  been  taking  place  at  our 
hospital  in  the  past  year  and  is  slowly  invading 
every  chart  at  the  same  time  that  it  is  altering  the 
use  of  this  wonderful  and  precise  language  of  ours. 

Having  been  born  outside  of  the  United  States 
and  being  proficient  in  several  languages,  1 am 
distressed  to  see  the  misuse  of  English  by  our 
nursing  staff.  Despite  my  handicap  with  English — 
very  obvious  when  I open  my  mouth — I love  to  see 
the  language  being  used  properly.  1 am  addicted  to 
reading  and  enjoy  tremendously  a well  written 
article,  book  or  even  a medical  chart! 

Lately  I have  noticed  that,  despite  the  fact  that 
English  can  be  a rich,  exact  and  descriptive  lan- 
guage, the  nurses  at  our  hospital  are  writing  in  an 
obtuse,  verbose  manner. 

They  travel  around  with  a little  plasticized  card. 
When  they  are  ready  to  write  the  nurse’s  notes, 
they  choose  from  the  card  the  words  that  seem 
appropriate  to  the  occasion.  For  example,  they  are 

NURSING 

ACCEPTED 

Airway  clearance,  ineffective 

Bowel  elimination,  alteration  in;  Constipation 

Bowel  elimination,  alterations  in;  Diarrhea 

Bowel  elimination,  alterations  in;  Incontinence 

Breathing  patterns,  ineffective 

Cardiac  output,  alterations  in;  Decreased 

Comfort,  alterations  in;  Pain 

Communication,  impaired  verbal 

Coping,  ineffective  individual 

Coping,  ineffective  family;  Compromised 

Coping,  ineffective  family;  Disabling 

Coping,  family;  Potential  for  growth 

Diversional  activity,  deficit 

Fear  (specify) 

Fluid  volume  deficit,  actual 

Fluid  volume  deficit,  potential 

Gas  exchange,  impaired 

Grieving,  anticipatory 

Grieving,  dysfunctional 

Home  maintenance  management,  impaired 

Injury,  potential  for 

Knowledge  deficit  (specify) 

Mobility,  impaired  physical 
Noncompliance  (specify) 

Nutrition,  alterations  in;  Less  than  body  requirements 
Nutrition,  alterations  in;  More  than  body  requirements 
Nutrition,  alterations  in;  Potential  for  more  than  body  requires 
Parenting,  alterations  in;  Actual 


no  longer  accepting  that  the  patient  is  constipated. 
They  write,  “Alteration  in  bowel  elimination;  con- 
stipation.’’ They  do  not  write  that  the  patient  is  in 
pain,  he  has  an  “alteration  in  comfort.”  Nor  do 
they  write  that  the  patient  cannot  cough;  according 
to  the  little  card,  he  has  an  “ineffective  airway 
clearance.” 

What  kind  of  nonsense  is  this?  Why  have  we 
allowed  ourselves  to  be  involved  in  such  alteration 
of  the  language?  I am  all  for  any  modification  in  the 
language  when  it  means  more  clarity  or  succinct- 
ness, but  it  seems  to  me  that  we  have  taken  not  one 
but  two  steps  backward. 

Let  us  go  back  to  that  wonderful  language  that  is 
English.  Let  us  try  to  be  brief  and  accurate.  Writing 
in  a manner  that  nobody  can  understand  is  not  going 
to  elevate  anybody’s  status;  only  knowledge  will! 

Anthony  J.  Munoz,  MD 

420  East  Third  Street 
Farmville  VA  23901 

Editors  Note:  Dr.  Munoz  enclosed  with  his  letter 
one  of  the  “little  cards”,  and  its  text  is  printed  in 
full  below. 

DIAGNOSES 

Parenting,  alterations  in;  Potential 
Rape-trauma  syndrome 

Self-care  deficit  (specify  level;  feeding,  bathing/hygiene,  dressing/ 
grooming  toileting) 

Self-concept,  disturbance  in 
Sensory  perceptual  alterations 
Sexual  dysfunction 

Skin  integrity,  impairment  of;  Actual 
Skin  integrity,  impairment  of;  Potential 
Sleep  pattern  disturbance 

Spiritual  distress  (Distress  of  the  human  spirit) 

Thought  processes,  alterations  in 
Tissue  perfusion,  alteration  in 
Urinary  elimination,  alterations  in  patterns 
Violence,  potential  for 

TO  BE  DEVELOPED  (Diagnoses  “Accepted”  without  defining 
characteristics) 

Cognitive  dissonance 

Family  dynamics,  alterations  in 

Fluid  volume,  alterations  in,  excess;  Potential  for 

Memory  deficit 

Rest-activity  pattern,  ineffective 
Role  disturbance 
Social  isolation 

From  the  Clearinghouse,  National  Group  for  Classification  of  Nursing  Diagnoses,  St. 
Louis  University  Dept,  of  Nursing  3525  Caroline  St..  St.  Louis.  Mo. 

These  diagnoses  will  be  published  in  "Proceedings  of  the  3rd  and  4th  National 
Conferences."  Classification  of  Nursing  Diagnoses,  M.  Kim  and  D.  Moritz  (eds).  New 
York.  McGraw-Hill  Brook  Co..  August  1981. 
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Physicians’  nuclear  role  stirs 
conflict  of  opinions 

I have  just  finished  reading  the  May  1982  issue  of 
Virginia  Medical.  This  includes  an  article  on  the 
Richmond  Chapter  of  the  national  Physicians  for 
Social  Responsibility,* 1  and  there  is  also  an  editorial 
by  Dr.  Frederick  P.  Alpern  and  Dr.  Jerome  D. 
Gorman  in  which  they  state  they  feel  there  should 
be  a concerted  action  to  prevent  a nuclear  war.2 
Certainly  if  all  of  the  people  of  the  world  could  get 
together  and  outlaw  nuclear  weapons,  it  would  be  a 
great  step  for  our  lovely  planet. 

As  technology  has  increased  through  the  ages, 
there  has  never  been  a time  in  which  a new  weapon 
of  destruction  has  been  abandoned  because  of  its 
dire  effects.  It  may  well  be  that  the  United  States 
and  the  Soviet  Union  would  decide  to  dismantle  all 
nuclear  weapons  that  they  have  in  their  arsenals, 
but  will  the  other  countries,  such  as  China,  Israel, 
and  about  30  others  that  are  in  the  process  of  either 
having  the  weapon  or  developing  it? 

What  disturbs  me  most  about  this  organization  is 
that  they  state  that  no  physician  should  take  part  in 
any  civil  defense  or  medical  response  to  a nuclear 
war.  I would  hope  that  every  physician  in  the  State 
of  Virginia  and  indeed  the  United  States  would 
reject  this  proposal.  As  physicians,  we  had  best 
study  the  results  of  a nuclear  conflict  and  decide  on 
the  best  medical  response  in  the  case  of  a nuclear 
attack.  It  is  easy  to  say  that  if  you  are  standing  at 
Ground  Zero  that  you  will  be  vaporized  and  cannot 
respond  to  a nuclear  attack.  However,  a missile  that 
has  traveled  8,000  miles  may  well  land  out  in  the 
Atlantic  Ocean,  and  then  Richmond  and  Virginia 
would  be  on  the  fringes  with  a large  number  of 
people  needing  medical  care.  If  we,  the  physicians, 
and  the  health  care  providers  in  the  Commonwealth 
of  Virginia  do  not  discuss  alternative  plans  in  the 
case  of  a nuclear  disaster,  then  we  are  not  living  up 
to  our  Hippocratic  Oath  and  fulfilling  the  obliga- 
tions of  health-care  providers. 

Warren  W.  Koontz,  Jr.,  MD 

Division  of  Urology 

Medical  College  of  Virginia,  Richmond  VA  23298 

1 . News  Bureau:  Virginia  physicians  respond  to  weapons 
alarm.  Va  Med  109:288-289,  1982 

2.  Alpern  FP,  Gorman  JD:  Preventive  medicine.  Va  Med 
109:345-346,  1982 

The  authors  reply:  Among  other  precepts,  the  Hip- 
pocratic Oath  declares:  “I  will  follow  that  system  or 
regimen  which,  according  to  my  ability  and  judge- 


ment, I consider  for  the  benefit  of  my  patients,  and 
abstain  from  whatever  is  deleterious  and  mischie- 
vous. I will  give  no  deadly  medicine,  nor  suggest 
any  such  counsel  . . Nuclear  war  would  not 
benefit  patients  or  anyone  else.  Medical  rehearsal 
for  nuclear  war  is  deleterious  and  mischievous  since 
it  fosters  an  illusion  of  false  security  which  would  be 
of  no  therapeutic  value  should  nuclear  warheads 
begin  to  fall.  Nuclear  war  is  a suicidal  remedy 

See  also  the  editorial  on  page  531. 

which,  morally  and  medically,  is  absolutely  contra- 
indicated. Comprehending  the  medical  conse- 
quences of  nuclear  war,  is  it  prudent  to  direct  one’s 
energies  towards  dealing  with  its  aftermath  when 
the  same  effort  might  be  more  profitably  focused  on 
preventing  its  occurrence? 

World  opinion  is  gradually  but  persistently  mov- 
ing towards  a definite  consensus  that  nuclear  weap- 
ons are  a threat  to  the  entire  human  race.  We  are 
happy  to  give  our  assent  to  that  growing  opinion. 

I read  with  great  interest  and  considerable  con- 
cern the  May  issue  of  Virginia  Medical,  which 
was  overwhelmingly  dedicated  to  nuclear  disaster 
and  the  position  of  the  Virginia  Chapter  of  the 
National  Physicians  for  Social  Responsibility. 

While  there  is  no  doubt  that  nuclear  war  would  be 
a great  disaster,  it  certainly  would  behoove  us  as 
physicians  to  be  prepared  to  take  care  of  all  casual- 
ties in  the  best  traditions  of  medicine.  To  refuse  to 
take  part  in  civil  defense  and  treatment  of  casualties 
regardless  of  the  source  of  their  injuries  would  place 
the  medical  community  in  a totally  unacceptable 
position. 

While  individual  physicians  are  free  to  express 
their  personal  opinions,  it  seems  to  me  that  orga- 
nized medicine  must  always  be  prepared  to  serve 
the  community  in  all  disasters. 

W.  Leonard  Weyl,  MD 

1330  Mercer  Lane 
McLean  VA  22101 

1 was  extremely  heartened  to  see  that  the  cover 
story  of  the  May  issue  was  about  the  potential  and 
existing  horrors  of  nuclear  weapons.  I applaud  you 
for  allowing  the  highly  respected  Virginia  Medi- 
cal to  be  a forum  for  responsible  education  on  this 
subject. 

A growing  number  of  people  from  all  walks  of  life 
are  showing  the  beginnings  of  a healthy  concern 
about  a completely  unhealthy  situation.  The  medi- 
cal profession  can  play  a strong  and  appropriate 
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role  in  this  debate.  And  as  citizens  of  this  nation,  it 
is  our  duty  to  be  informed. 

Richard  T.  Nanna,  Class  of  1984 
Medical  College  of  Virginia 

3322  Stuart  Avenue 
Richmond  VA  23221 

Managing  Editor’s  Note:  During  the  peace  cam- 
paign of  the  1950s,  this  joke  was  reported  to  be 
popular  in  Russia:  A Jew  went  to  his  rabbi  and 
asked,  “Rabbi,  is  there  going  to  be  a war?”  “There 
will  be  no  war,”  said  the  rabbi,  “but  there  will  be 
such  a struggle  for  peace  that  no  stone  will  be  left 
standing.” 

Finds  article  on  Reye’s  syndrome 
“timely  and  well-written” 

I read  the  article  by  Drs.  Evers  and  Davoli  in  the 
May  issue  of  Virginia  Medical  entitled  “Early 
Diagnosis  as  a Curb  to  Reye’s  Syndrome  Mortality.  ’ ’ 1 
1 thought  it  was  timely  and  well-written. 

I have  a few  comments: 

1)  The  best  screening  tests  for  early  Reye's  may 
be  simply  an  SGOT  (or  SGPT)  and  a prothrombin 
time.  A blood  ammonia  is  expensive,  requires  spe- 
cial handling  at  each  step  of  the  way,  may  not  be 


elevated  early  in  the  course  of  Reye’s,  and  ties  up 
the  technologist  for  extended  periods  of  time. 

2)  The  authors  did  not  define  what  they  meant  by 
recurrent  vomiting.  I use  6 hours  non-stop  vomiting 
with  some  lethargy,  irritability,  personality  change 
and  sleepiness. 

3)  When  a child  has  clinical  and  laboratory  find- 
ings strongly  compatible  with  Reye’s  syndrome,  I 
believe  that  such  a child  requires  prompt  transfer  to 
a referral  center,  one  with  the  capabilities  of  moni- 
toring and  treating  increased  cerebrospinal  fluid 
pressure. 

Richard  H.  Schwartz,  MD 

410  Maple  Avenue  West 
Vienna  VA  22180 

1.  Davoli  E,  Evers  JC:  Early  diagnosis  as  a curb  to 

Reye’s  syndrome  mortality.  Va  Med  109:319-322,  1982 

Dr.  Evers  replies:  We  welcome  Dr.  Schwartz’s 
comments  concerning  our  article.  Physicians  must 
have  a high  index  of  suspicion  and  obtain  studies 
early  in  the  course  of  the  disease  if  we  are  to  alter  its 
outcome.  We  emphatically  agree  with  comment  3, 
though  we  consider  mandatory  an  IV  glucose-elec- 
trolyte solution  while  en  route  to  the  critical  care 
facility.  The  other  comments  are  quite  appropriate. 


McGuire  Clinic, 

7702  Parham  Road,  Richmond,  Virginia  23229 


ANESTHESIOLOGY 

G.  A.  Weimer,  M.D. 

Boyd  H.  May,  M.D. 

Steven  M.  Hopper,  M.D. 

DERMATOLOGY 

E.  Randolph  Trice,  M.D. 

FAMILY  PRACTICE 

Charles  F.  Irwin,  M.D. 

Frank  N.  Bain,  M.D. 

L.  Michael  Breeden,  M.D. 
Stuart  S.  Solan,  M.D. 
Christine  D.  Hagan,  M.D. 

INTERNAL  MEDICINE 

John  P.  Lynch,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  Sr.,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  M.D. 
Randolph  M.  Halloran,  M.D. 
Hilton  R.  Almond,  M.D. 

James  A.  Repass,  M.D. 
Michael  J.  Miller,  M.D. 

Stanley  C.  Tucker,  M.D. 
Marigail  Wynne  David,  M.D. 
Joseph  Longacher,  M.D. 
Richard  L.  Glazier,  M.D. 

David  D.  Vaughan,  M.D. 


Joseph  S.  Galeski,  III,  M.D. 

N.  Michael  Vranian,  M.D. 
Martin  T.  Starkman,  M.D. 
Robert  W.  Bedinger,  Jr.,  M.D. 
Charles  W.  Phillips,  M.D. 
Scott  K.  Radow,  M.D. 
ALLERGY 

John  B.  Catlett,  M.D. 

David  D.  Vaughan,  M.D. 
CARDIOLOGY 

Randolph  M.  Halloran,  M.D. 
Stanley  C.  Tucker,  M.D. 
Charles  W.  Phillips,  M.D. 

GASTROENTEROLOGY 

Hilton  R.  Almond,  M.D. 
Joseph  Longacher,  M.D. 

GERIATRICS 

John  P.  Lynch,  M.D. 

HEMATOLOGY  & ONCOLOGY 

Burness  F.  Ansell,  M.D. 
Richard  L.  Glazier,  M.D. 
NEPHROLOGY 

James  A.  Repass,  M.D. 
Ronald  N.  Kroll,  M.D. 

Martin  T.  Starkman,  M.D. 
PULMONARY  DISEASES 
Scott  K.  Radow,  M.D. 


Inc. 

(804)  270-0240 

NUCLEAR  MEDICINE  & 
ENDOCRINOLOGY 

David  L.  Litchfield,  M.D. 

RHEUMATOLOGY 

Michael  J.  Miller,  M.D. 

OPHTHALMOLOGY 

T.  Todd  Dabney,  M.D. 

OTOLARYNGOLOGY/ 

FACIAL  PLASTIC  SURGERY 

Olan  N.  Evans,  M.D. 

PATHOLOGY 

Hubert  R.  White,  Jr.,  M.D. 

RADIOLOGY-DIAGNOSTIC 

Henry  S.  Spencer,  M.D. 

Donald  P.  King,  M.D. 

William  F.  Proctor,  M.D. 

J.  Gregory  South,  M.D. 

Karsten  F.  Konerding,  M.D. 

RADIOLOGY-THERAPEUTIC 

A.  W.  Burke,  Jr.,  M.D.,  PhD. 

SURGERY  & GYNECOLOGY 

Joseph  W.  Coxe,  III,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Charles  S.  Drummond,  Jr.,  M.D. 
Martin  T.  Evans,  M.D. 


Established  1923  by  Stuart  McGuire,  M.D. 
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Your  Peoples  Drug  Store  has  a 
special  unlisted  phone  number.  It’s 
given  only  to  you,  the  doctor,  and 
it’s  answered  only  by  our 
pharmacists.  When  you  call  this 
number,  your  questions  or  requests 
can  be  answered  right  away. 


Far  the 

extra  convenience 

of  doctors 

in  Virginia.. 


If  you  don’t  have  this  number 
yet,  we’ll  be  glad  to  give  it  to  you. 
Just  call  your  nearby  Peoples  Drug 
Store  and  ask  for  it. 

Many  Peoples  Drug  Stores  are 
open  until  midnight,  even  on 
Sundays.  And  three  stores  in 
Virginia  are  open  24  hours  a day, 
seven  days  a week  — in  Norfolk  at 
Wards  Corner,  7628  Granby  St.;  in 
Richmond  at  Boulevard  and  Broad 
St.;  and  in  Falls  Church  at  Route  50 
and  Gallows  Road. 


5 / — i i 

PEOPLES  DRUG 


your  family  pharmacy 


PRIMAVERA 


Irimavera,  where  the  adventure  begins 

Adventure?  and 

Alcoholism? 


People  working,  giving,  creating 
playing,  loving  — 


You  feel  it’s  really  as  if 

every  hope  has  disappeared. 


People  helping  people  discover  the 
joy  of  recovery. 


We  know  the  feeling;  we  know 
the  lost  hope. 

But,  we  know  the  adventure. 
Of  recovery. 


Primavera.  The  name  itself  means 
Hope.  Spring.  Recovery. 

Primavera. 

Where  the  adventure  begins. 


Our  community-oriented,  AA  philosophy  program  treats  both  the  individual  and  the  family.  Detoxification, 
rehabilitation,  and  outpatient  care  is  administered  with  twenty-four  hour  medical  coverage. 


PRIMAVERA  AT  CULPEPER.  VIRGINIA  Director.  PO.  Box  898  Culpeper.  Virginia  22701  (703)  • 937  • 5133 
PRIMAVERA-THE  ARTS.  AT  PASSAIC.  NEW  JERSEY  Director,  141  Madison  Street. 

Passaic.  New  Jersey  07055  (201 ) ■ 472  • 0364 
PRIMAVERA  AT  BEDFORD.  VIRGINIA  (Opening  September  1982) 

Contact  Continental  Care  Corporation  (301)  ■ 384  • 0223 

The  qualify  of  life  people  ■ Continental  Care  Corporation 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brltl  Summary. 

Consult  tht  package  literature  for  prescribing  Information. 
Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in 
the  treatment  ot  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae). 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta-hemolyiic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS 
ALLERGENICITY  OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG  CLASSES 
Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Precautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued  and,  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents  e g . pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulm  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborn*  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling  s solutions  and  also  with  Clmitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP,  Lilly) 

Usage  in  Pregnancy- Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy-  Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  ot  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor 
Hypersensitivity  reactions  have  been  reported  in  about  1 5 


Some  ampicillln-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1-6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Cefaclor 


Puivules- , 250  and  500  mg 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multitorme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor*  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
xcur  a tew  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eosmophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients) 

Causal  Relationship  Uncertain- Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic- Slight  elevations  in  SGOT.  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic- Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200)  |i0028iR) 

•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae 8 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 

References 

1 Antimicrob  Agents  Chemother , 891. 1975 

2 Antimicrob  Agents  Chemother . II  470, 1977 

3 Antimicrob  Agents  Chemother  13  584, 1978 

4 Antimicrob  Agents  Chemother , 12490. 1977 

5 Current  Chemotherapy  (edited  by  W Siegenthaler  and 

R Luthy),  II 880  Washington.  D C American  Society  for 
Microbiology,  1978 

6 Antimicrob  Agents  Chemother , 13  861, 1978 

7 Data  on  file,  Eli  Lilly  and  Company 

8 Principles  and  Practice  of  Infectious  Oiseases  (edited  by 
GL  Mandell,  RG  Douglas,  Jr . and  J E Bennett),  p 487 
New  York  John  Wiley  & Sons,  1979 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 

Indianapolis . Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina,  Puerto  Rico  00630 


THE  HARD  PART 
COmES  AFTER  THE  DETOX 

Our  nationally  recognized  Alcoholism  Treatment  Program  at 
The  Arlington  Hospital  is  fully  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  We  are  successful  because  we  offer  a total 
treatment  program,  including: 

• 21-28  day  inpatient  treatment  including  detoxification 

• Separate  adolescent  program  for  patients  ages  13-18 

• Professional  counseling  staff 

• Primary  nursing  care 

• 15-week  aftercare  group  treatment 

• One-year  aftercare  follow-up 


For  an  informative  brochure  and  rate  information,  call  or  write: 

Alcoholism  Treatment  Program  Charles  G.  Smith,  M.D. 
^ The  Arlington  Hospital  Medical  Director 

iLIJi  1701  North  George  Mason  Drive  MorrisA  Hill  MHS 

?sss""” 


The  Arlington  Hospital  is  a 350-bed  nonprofit  institution,  extending  a 
commitment  in  community  health  care. 


Dx:  recurrent  herpes  labialis 


, N * 


OTC. 


See  PDR  for 
Product  Information. 

For  samples,  write: 
Campbell  Laboratories  Inc. 
P.O.  Box  812-M,  FDR  Sta. 
New  York,  NY  10150 


In  Virginia,  “Herpecln-L”  Up  Balm  is  available  at  all 
Drug  Fair  and  other  select  pharmacies. 


Motrin 

ibuprofen,  Upjohn 

600 mg  Tablets 


ntjdr  your  patients 


Upjohn 


S icg”  "-v  Cccfv'  Ccmpcrv 


The  Upjohn  Company  • Kaiamazoo,  Michigan  490CM  USA 
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Contemporary  HypnoticTherapy 


Dalmane '[fiurazepam  Hci/Roche]  Stands  Apart 


References:  1.  Wil- 
liams RL,  Karacan  I 
Introduction,  chap.  1, 
in  Sleep  Disorders: 
Diagnosis  and  Treat 
ment,  edited  by  Wil- 
liams RL,  Karacan  I, 
Frazier  SH  New  York, 
John  Wiley  & Sons, 

1978,  p.  2.  2.  Data  on 
file,  Hoffmann-La 
Roche  Inc.,  Nutley,  NJ. 

3.  Kales  A et  al  JAMA 
24!  1692-1695,  Apr  20, 
1979  4.  Kales  A et  al 
J Clin  Pharmacol  17: 207- 
213,  Apr  1977  and  data 
on  file,  Hoffmann  La 
Roche  Inc.,  Nutley,  NJ. 

5.  Kales  A:  Data  on  file, 
Hoffmann-La  Roche 
Inc.,  Nutley,  NJ. 

6.  Kales  A et  at: Clin  Phar 
macol  Ther  19: 576-583, 
May  1976.  7.  Kales  A, 
Scharf  MB,  Kales  JD: 
Science  20/1039-1041, 

Sep  15,  1978  8.  Frost 

JD  Jr,  DeLucchi  MR: 

J Am  Geriatr  Soc  27.541 
546,  Dec  1979. 

9.  Dement  WC  et  al: 
BehavMed  5(101:25-31, 
Oct  1978. 

10.  Vogel  GW:  Data  on 
file,  Hoffmann-La 
Roche  Inc.,  Nutley,  NJ. 

11.  Karacan  I,  Williams 
RL,  Smith  JR:  The  sleep 
laboratory  in  the  inves- 
tigation of  sleep  and 
sleep  disturbances.  Sci- 
entific exhibit  at  the 
124th  annual  meeting 
of  the  American  Psychi 
atric  Association, 
Washington,  DC,  May  3- 

7.  1971  12.  Poliak  CP. 
McGregor  PA,  Weitz 
man  ED:  The  effects  of 
fiurazepam  on  daytime 
sleep  after  acute  sleep- 
wake  cycle  reversal 
Presented  at  the  15th 
annual  meeting  of  the 
Association  for  Psycho- 
physiological  Study  of 
Sleep,  Edinburgh,  Scot- 
land, June  30-July  4. 

1975.  13.  Zimmerman 
AM:  Curr  Ther  Res 

13: 18-22,  Jan  1971 
14.  Kales  A,  Kales  JD: 
Pharmacol  Physicians 
4(9):  1-6,  Sep  1970.  15. 
Data  on  file,  Hoffmann- 
La  Roche  Inc.,  Nutley, 

NJ. 


The  Physician’s  Sleep  Glossary 

Some  common  sleep  laboratory  terms 

poly*som»no»graph.  An  instrument  which 
simultaneously  records  by  electrodes  physiologi- 
cal variables  during  sleep — for  example,  brain 
activity  (EEG),  eye  movements  (EOG),  muscle 
tonus  (EMG)  and  other  electrophysiological  varia- 
bles. These  readings  indicate  precisely  when 
patients  fall  asleep,  how  many  wake  periods  they 
experience,  the  quality  of  sleep  and  the  duration 
of  sleep. 

sleep  la»ten»cy.  The  period  of  time  measured 
from  “lights  out,”  or  bedtime,  to  the  commence- 
ment or  onset  of  sleep. 

wake  time  af*ter  sleep  on«set.  Intervals  of 
time  spent  awake  between  onset  of  sleep  and  the 
end  of  the  sleep  period.  The  polysomnograph  reg- 
isters the  length  and  frequency  of  the  intervals. 

to«tal  sleep  time.  The  amount  of  time  actually 
spent  in  sleeping.  This  is  estimated  by  subtract- 
ing wake  times  from  the  period  encompassed  by 
the  onset  and  the  termination  of  sleep. 1 

REM/NREM.  1.  REM,  or  rapid  eye  movement, 
sleep  is  “active” — characterized  by  increased 
metabolic  rates,  elevated  temperature  and 
arousal-type  EEG  patterns.  2.  NREM,  or  non- 
rapid eye  movement,  sleep  represents  “quiet” 
sleep  stages.  There  are  four  distinct  stages  of 
NREM  sleep.2 

re«bound  in»som*nia.  A statistically  significant 
worsening  of  sleep  compared  to  baseline  on  the 
nights  immediately  following  discontinuation  of 
sleep  medication.3 


ROCHE 

PRODUCTS  INC. 
Manati,  Puerto  Rico 
00701 


Dalmane® 

fiurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Efficacy  objectively  dem- 
onstrated in  the  sleep  lab- 
oratory— the  most  valid 
environment  for  measur- 
ing hypnotic  efficacy. 

In  numerous  sleep  laboratory 
investigations  patients  fell  asleep 
sooner,  slept  longer  and  woke  up 
less  during  the  night3 12  with 

Dalmane® 

fiurazepam  HCI/Roche 

Compared  with  temazepam  and 
other  hypnotics,  onset  of  sleep  is 
more  rapid4  with 

Dalmane® 

Fewer  middle-of-the-night  awak- 
enings4 with 

Dalmane® 

More  total  sleep  time  on  nights 
12  to  14  of  therapy4  and  contin- 
ued efficacy  for  up  to  28  nights5 
with 

Dalmane® 

Rebound  insomnia  is  avoided 
upon  discontinuation  34  7 of 

Dalmane® 

Low  incidence  of  morning  “hang- 
over”14 with 

Dalmane® 

The  efficacy  of  Dalmane  has 
been  studied  in  over  200  clinical 
trials  with  more  than  10,000 
patients.3 ^During  long-term 
therapy,  which  is  rarely  required, 
periodic  blood,  kidney  and  liver 
function  tests  should  be  per- 
formed. Contraindicated  in 
patients  who  are  pregnant  or 
hypersensitive  to  fiurazepam. 

Please  see  summary  of  product  informa- 
tion on  following  page. 


Dalmane®  C 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak- 
ening; in  patients  with  recurring  insomnia  or  poor 
sleeping  habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective  sleep  labora- 
tory data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom 
nia  is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom 
mended  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flur 
azepam  HCI;  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi- 
azepine use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam.  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com 
bined  effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  for  nighttime  seda- 
tion This  potential  may  exist  for  several  days  fol- 
lowing discontinuation.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness 
(e  g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion  Not  recom 
mended  for  use  in  persons  under  15  years  of  age 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu- 
sion and/or  ataxia.  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported: 
headache,  heartburn,  upset  stomach,  nausea,  vom 
iting,  diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn 
ing  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu 
cinations,  and  elevated  SCOT,  SGPT,  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  e.g  , excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf 
fice  in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  recommended  initially  until 
response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 


NEW 

MEMBERS 


Alexandria  Medical  Society 

Thomas  L.  Applin,  MD,  Psychiatry/Child  Psychiatry, 
5201  Carlton  Street,  Bethesda  MD  20816 

Arlington  County  Medical  Society 
Dorothea  B.  Chapman,  MD,  Internal  Medicine,  2465 
Army-Navy  Drive,  Arlington  VA  22206 
Francis  J.  McGrath,  MD,  Internal  Medicine/Cardiology, 
2517  N.  Glebe  Road,  Arlington  VA  22207 
Alan  S.  Terlinsky,  MD,  Internal  Medicine/Nephroloty, 
3219  Columbia  Pike,  Arlington  VA  22204 

Bedford  County  Medical  Society 

Janice  E.  Luth,  MD,  Family  Practice,  Route  2,  Box  25, 
Moneta  VA  24121 

Fairfax  County  Medical  Society 

William  H.  Dickson,  MD,  Colo-Rectal  Surgery,  1485 
Chain  Bridge  Road,  McLean  VA  22101 
Ghassem  A.  Nejad,  MD,  Orthopedic/Hand  Surgery,  6120 
Brandon  Avenue,  Springfield  VA  22150 

Fredericksburg  Area  Medical  Society 
Lawrence  J.  Connell,  MD,  Psychiatry,  2616  Redcoat 
Drive,  Alexandria  VA  22303 

Hampton  Medical  Society 

Patricia  A.  Nahormek,  MD,  Cardiology,  22  Amy  Brooks 
Drive,  Newport  News  VA  23606 
Anselmo  Ruiz-Gomez,  MD,  Anesthesia,  PO  Box  2682, 
Newport  News  VA  23602 

Northern  Virginia  Medical  Society 
Anne  M.  Bacon,  MD,  Internal  Medicine/Rheumatology, 
433  Marion  Street,  Winchester  VA  22601 

Richmond  Academy  of  Medicine 

Steven  S.  Nauman,  MD,  Internal  Medicine,  PO  Box  5306, 
Richmond  VA  23220 

William  F.  Streicker,  MD,  Emergency  Medicine,  2200 
Monument  Avenue,  Richmond  VA  23220 

Rockingham  County  Medical  Society 
Hobson  G.  Booth,  MD,  Obstetrics/Gynecology,  1041 
South  Main  Street,  Harrisonburg  VA  22801 
Lynn  D.  Lambert,  MD,  Pediatrics,  2400  Port  Road. 
Harrisonburg  VA  22801 

Michael  E,  Smith,  MD,  Diagnostic  Radiology,  208-B 
Rocco  Drive,  Harrisonburg  VA  22801 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 
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LEWIS-GALE 

1802  BRAEBURN  DRIVE. 

TELEPHONE 


CLINIC,  INC. 

SALEM.  VIRGINIA  24-153 
(703)  '774-9241 


Anesthesiology 

Leigh  O Atkinson,  M D 
George  P Baron,  M D 
Daniel  C Summerlin.  Jr  M D 

Dermatology 

Gary  P Gross,  M D 

Emergency  Medicine 

Benjamin  N Jones.  M D 
John  S Jeremiah.  M D 
John  M Garvin,  M D 
Robert  0.  McGuffin,  M D 
Darrell  F Powledge,  M.D. 
Industrial  Medicine 

E Wilson  Watts,  Jr . M D 
Family  Practice 

Allen  M Clague  M D 
Keith  C Edmunds.  M D 
William  C Crow,  Jr  M D 
Preston  H Edwards,  M D 
Samuel  N Smith  M D 
Howard  M Lebow,  M D 
Wilson  H Coulter  M D 
John  F Daugherty,  M D 
I ewis  B Rock  III  M D 


General  Surgery 

W Langley  Sibley,  Sr  , M D 
Emeritus 

William  R Whitman,  Jr  M D 
Emeritus 

William  L Sibley,  III,  M D 
George  R Shumate  M D 
A Reif  Kessler  M D 
Hematology  and  Oncology 
J Milton  Miller,  M D 
John  C Morrison,  Jr  M D 
Internal  Medicine 

Robert  F Bondurant,  M D 
Frank  Alton  Wade,  M D 
George  H Wall  M D 
J Milton  Miller,  M D 
David  S Miller,  II,  M D 
Michael  J Moore.  M D 
William  M Blaylock,  M D 
James  A Witten,  M D 
E Blackford  Noland,  Jr  M.D. 
Myron  S Levey,  M D 
Jacob  P Neathawk,  Jr  , M D 
John  C Morrison.  Jr  , M D 
Douglas  D Blevins  M D 
John  P Bushkar.  M D 


Cardiology 

David  S Miller  HMD 
Jacob  P Neathawk,  Jr  M D 
John  P Bushkar,  M D 

Obstetrics  and  Gynecology 

Garrett  G Gooch,  III.  M D 
Carl  B Harms.  MD 
James  A Kelly,  MD 

Orthopaedic  Surgery 

Richard  H Fisher,  M D 
Alonzo  H Myers.  Jr  MD 
S Curtiss  Mull,  M D 
Bertram  Spetzler.  M D 

John  P.  Clarke,  M.D 

Arthritis  and  Rheumatology 

William  M Blaylock.  M D 

Gastroenterology 

George  H Wall,  M D 

Infectious  Diseases 

Douglas  D Blevins.  M D 

Otolaryngology 

J Bruce  Hagadorn.  M D 

Pulmonary  Disease 

James  A Witten,  M D 


Pediatrics 

Thomas  J Humphries  M D 
John  T Walke  M D 
F Joseph  Duck  wall,  M D 
William  J Kagey  M D 
Luthur  A Beazley  III,  M.D 
Conrad  V Wynne  Jr  M D 
Plastic  and  Reconstructive  Surgery 
Warren  L Moorman  M D 
Robert  F Roth  M D 
Radiology  and  Nuclear  Medicine 
Carl  M Russell.  M D 
Donald  W Spicer.  M D 
Clyde  F Lloyd  M D 
William  A Cassada,  Jr  , M D 
J William  Barnard.  M D 
James  A Walsh,  M D 
John  M Mathis.  M D 
Mary  Ella  Zelemk,  M D. 
Thoracic  and  Vascular  Surgery 
William  L Sibley,  III,  M D 
George  R Shumate  M D 
A Reif  Kessler  M D 
Urology 

Thomas  S R Ward,  M D 
Jeffrey  S Jones  M D 


Satellite  Clinics  in  Fmcastle,  Poages  Mill.  West  Salem,  Peters  Creek  Road  and  New  Castle  For  information  Darrell  D Whitt  Administrator 
Accredited  by  the  Accreditation  Council  tor  Ambulatory  Health  Care 


LONG-TERM  CARE: 
FIVE  DECADES 
OF  EXCELLENCE 


The  Windsor 

Accredited  by  JCAH 

3600  Grove  Ave.,  Richmond  VA  23221 

804  353-3881 


Accredited  by  JCAH 

2420  Pemberton  Rd..  Richmond  VA  23229 
804  747-9200 


Mrs.  Plyler’s 

Residential  Care 

1615  Grove  Ave.,  Richmond  VA  23220 
804  a53-3981 


University  Park 
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IS  THERE  ANYTHING 
YOU  MISSED? 

As  you  know,  patients  you  see  frequently 
may  be  seeking  treatment  for  one  illness 
or  injury,  but  are  aetually  presenting  a 
symptom  or  the  consequences  of  another 
disease  — alcoholism. 

If  one  of  your  patients  has  a problem 
with  alcohol,  please  call  Serenity  Lodge  for 
a consultation. 

Serenity  lodge 

THE  ALCOHOLISM  REHABILITATION  CENTER  OF  TIDEWATER 

2097  South  Military  Highway,  Chesapeake, Virginia  23320 
(804)  543-6888 

Accredited  by  the  JCAH  • Approved  for  coverage  by  most  health 
insurance  programs. 


THE  PRATT  CLINIC,  LTD. 


1701  Fall  Hill  Avenue.  Fredericksburg,  Virginia  22401,  (703)  373-5501 

Established  in  1937 


CARDIOLOGY 

Robert  C.  Wheeler,  M.D. 

Michael  J.  Olichney,  M.D. 

Robert  B.  Vranian,  M.D. 

Thomas  E.  Wheeler,  M.D. 

FAMILY  PRACTICE 

David  L.  Johnson,  M.D. 

Donald  E.  Bley,  M.D. 

J.  Thomas  Ryan,  M.D. 

Joseph  D.  Paquette,  M.D. 

Nurse  Practitioner 
Patricia  Sutherland 

GASTROENTEROLOGY 

John  C.  Spivey,  Jr.,  M.D. 

David  B.  Rice,  M.D. 

GENERAL  SURGERY 

Lawrence  R.  Moter,  M.D. 

Richard  N.  Thompson,  M.D. 

GYNECOLOGY  & OBSTETRICS 

T.  Stacy  Lloyd,  Jr.,  M.D. 

Donald  R.  Stoker,  M.D. 

Frank  J.  Durcan,  M.D. 


HEMATOLOGY-ONCOLOGY 

LeRoy  J.  Essig,  M.  D. 

INTERNAL  MEDICINE 

Lloyd  F.  Moss,  M.D. 

Michael  J.  Olichney,  M.D. 

Jerry  A.  Trice,  M.D. 

David  B.  Rice,  M.D. 

Robert  C.  Wheeler,  M.D. 

John  C.  Spivey,  Jr.,  M.D. 

LeRoy  J.  Essig,  M.  D. 

Robert  B.  Vranian,  M.D. 

Thomas  E.  Wheeler,  M.D. 

Philip  B.  Fuller,  M.D. 

NEUROLOGY 

Richard  E.  Ranels,  M.D. 

OTOLARYNGOLOGY 
HEAD  & NECK  SURGERY 

Raymond  E.  Matson,  M.D. 

PULMONARY  DISEASE 

Jerry  A.  Trice,  M.D. 

Philip  B.  Fuller,  M.D. 

CLINIC  ADMINISTRATOR 

Thomas  A.  Girton 
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As  The  Medical  Society  of  Virginia’s  1982 
annual  meeting  drew  near,  members  of  the 
Arrangements  Committee  met  to  make  plans 
and  allocate  tasks,  and  Virginia  Medical’s 
photographer  took  this  picture  of  them.  All 
belong  to  the  Portsmouth  Medical  Society, 
host  for  the  meeting  in  Williamsburg  on  No- 
vember 11  to  13.  Seated  at  left  is  the  commit- 
tee’s chairman,  Dr.  Arthur  A.  Kirk.  Next  to 
him  is  Dr.  Sidney  W.  Tiesenga,  who  will  be 
responsible  for  public  relations  activities  dur- 
ing the  meeting.  The  three  physicians  standing 


are,  from  left  Dr.  Phillip  R.  Thomason,  who 
will  be  in  charge  of  the  tennis  tourney;  Dr.  H. 
Dale  Sponaugle,  president  of  the  Portsmouth 
Society;  and  Dr.  Behrooz  Dayanim,  who  is  in 
charge  of  banquet  plans.  Not  present  for  this 
picture  were  Dr.  James  V.  Scutero,  who  will 
manage  the  golf  tournament,  and  Mrs.  Her- 
bert E.  Lane,  Jr.,  Falls  Church,  who  is  pro- 
gram chairman  for  The  Medical  Society  of 
Virginia  Auxiliary’s  corollary  meeting. 

For  information  on  hotel  reservations  for 
the  meeting,  see  page  503. 
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M EETINGS 

ABOUT 

MEDICINE 


September  9-10 

Diagnostic  Ultrasound  in  Obstetrics  and  Gynecology 

(Johns  Hopkins  University),  Baltimore.  16  credit  hrs., 
Cat  I.  Fee,  $225.  Carlita  Kearney,  Johns  Hopkins  School 
of  Medicine,  720  Rutland  Ave.,  Baltimore  MD  21205, 
(301)  955-3168. 

September  10-11 

30th  Annual  Conference  on  Pulmonary  Disease  (American 
Lung  Association  of  Virginia),  Arlington.  Shirley  W. 
Lipscomb,  PO  Box  7065,  Richmond  VA  23221,  (804)  355- 
3295. 

September  12-16 

Clinical  Skills  Workshop  and  Review  (Bowman  Gray 
School  of  Medicine),  Winston-Salem,  North  Carolina.  31 
credit  hrs.  Fee,  $345.  Division  of  Continuing  Education, 
Bowman  Gray  School  of  Medicine,  300  Hawthorne  Rd., 
Winston-Salem  NC  27103. 

September  16 

Clinical  Immunology  (Roanoke  Memorial  Hospital),  Roa- 
noke. William  H.  McAfee,  Associate  in  Medical  Educa- 
tion, Roanoke  Memorial  Hospital,  Roanoke  VA  24033, 
(703)  981-7228. 

September  16-17 

Acute  Renal  failure  (Johns  Hopkins  University),  Balti- 
more. 12  credit  hrs.  Fee,  $75.  Noreen  Javornik,  Johns 
Hopkins  School  of  Medicine,  720  Rutland  Ave..  Balti- 
more MD  21205,  (301)  955-6046. 

September  17-18 

Changing  Concepts  in  Surgery  (Medical  College  of  Virgin- 
ia), Richmond.  9!A  Credit  hrs..  Cat  1.  Fee  $200.  Ms. 
Randy  Casey,  Box  48,  MCV  Station,  Richmond  VA 
23298,  (804)  786-0494. 

September  20-24 

Recent  Advances  in  Internal  Medicine  (Vanderbilt  Univer- 
sity School  of  Medicine/American  College  of  Physicians), 
Nashville,  Tennessee.  Fee,  $280  for  members;  $370  for 
non-members.  Postgraduate  Courses  Department,  Amer- 
ican College  of  Physicians,  4200  Pine  St.,  Philadelphia  PA 
19104,  (215)  243-1200. 

September  23-24 

5th  Annual  Conference  on  Aging  and  Health  (Virginia 


Medical  Center),  Salem.  Frank  Brochu,  MD,  Virginia 
Medical  Center,  Salem  VA  24153. 

September  24-25 

Behavioral  Aspects  of  Adolescent  Health  Care  (University 
of  Maryland  School  of  Medicine),  Baltimore.  Betty  B. 
Saar,  Room  300  MSTF,  10  S.  Pine  St.,  Baltimore  MD 
21201,  (301)  528-3956. 

September  29-October  2 

Annual  Meeting,  American  Neurological  Association 

Washington,  DC.  J.  F.  Toole,  MD,  Bowman  Gray  School 
of  Medicine,  300  Hawthorne  Rd.,  Winston-Salem  NC 
27103. 

September  30-October  2 

Internal  Medicine  Summer  Symposium  (Eastern  Virginia 
Medical  School),  Virginia  Beach.  11  credit  hrs.  Fee, 
$195.  James  P.  Baker,  MD,  EVMS,  PO  Box  1980,  Nor- 
folk VA  23501. 

October  1 

Selected  Topics  in  Pediatrics  (Eastern  Virginia  Medical 
School),  Norfolk.  Jean  E.  Shelton,  Children’s  Hospital  of 
the  King’s  Daughters,  800  W.  Olney  Rd.,  Norfolk  VA 
23501,  (804)  628-3793. 

October  4-6 

Mechanisms  of  Neurotoxicity  (Johns  Hopkins  University), 
Baltimore.  Jacqueline  Coru,  615  N.  Wolfe  St.,  Baltimore 
MD  21205,  (301)  955-3720. 

October  4-7 

Annual  Meeting,  American  Academy  of  Family  Physicians, 

San  Francisco,  California.  R.  Tusken,  1740  W.  92nd  St., 
Kansas  City  MO  64114. 

October  7-9 

Topics  in  Gastroenterology  and  Liver  Disease  (Johns  Hop- 
kins University),  Baltimore.  19  credit  hrs.,  Fee,  $285. 
Theodore  M.  Boyless,  MD,  720  Rutland  Ave.,  Baltimore 
MD  21205,  (301)  955-6046. 

October  9 

Second  Saturday  Symposium:  Psychiatry  (Eastern  Virginia 
Medical  School),  Norfolk.  Office  of  CME,  PO  Box  1980, 
Norfolk  VA  23501,  (804)  446-6158. 

More  meetings  on  the  next  page. 
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GILL  MEMORIAL  HOSPITAL  FOUNDATION 
announces  the  annual 

SYMPOSIUM  FOR  FAMILY  PRACTITIONERS 
at  the 

Patrick  Henry  Hotel 
Roanoke,  Virginia 
OCTOBER  15,  1982 
Noon  to  5:45  p.m. 

Advance  registration  requested 
A.A.F.P.  approved 

Contact  David  N.  Keys,  M.D. 

P.O.  Box  1 789 
Roanoke,  Va.  24008 
(703)  344-2071 


October  11-15 

Annual  Emil  Novak  Memorial  Course  in  Clinical,  Gyneco- 
logical Pathology,  Obstetrics  and  Genetics  (Johns  Hopkins 
University),  Baltimore.  Cat.  I credits.  Fee,  $500.  Carlita 
Kearney,  702  Rutland  Ave.,  Baltimore  MD  21205,  (301) 
955-3168. 


October  16-17 

Cancer  Management  Retreat  (Virginia  Division,  American 
Cancer  Society),  Wintergreen.  8 credit  hrs.  Fee,  $70. 
American  Cancer  Society,  3218  W.  Cary  St.,  PO  Box 
7288,  Richmond  VA  23221,  (804)  359-0208. 

October  30-November  2 

Symposium  on  Computer  Applications  in  Medical  Care 

(George  Washington  University),  Washington,  DC.  Of- 
fice of  CME,  2300  K St.  NW,  Washington  DC  20037. 

October  31 -November  5 

Thirteenth  Family  Medicine  Review,  Session  III  (Universi- 
ty of  Kentucky),  Lexington,  Kentucky.  Category  I cred- 
its. Frank  R.  Lemon,  MD,  College  of  Medicine,  Lexing- 
ton KY  40536,  (606)  233-5161. 

November  3-5 

Advanced  Practices  in  Ultrasound  in  Obstetrics  and  Gyne- 
cology (Johns  Hopkins  University),  Baltimore.  20  credit 
hrs..  Cat.  I.  Fee,  $300.  Joan  Batt,  Department  of  Radiolo- 
gy, Johns  Hopkins  Hospital,  Baltimore  MD  21205,  (301) 
955-5450. 

November  11-12 

Eighth  Annual  Symposium  on  Hospital  Infection  Control 

(University  of  Virginia  School  of  Medicine/Virginia  State 
Department  of  Health),  Charlottesville.  Patti  Miller,  UVa 
Medical  Center,  Box  473,  Charlottesville  VA  22908.  (804) 
924-2777. 

November  12 

Pediatric  Infectious  Diseases  (University  of  Maryland), 
Baltimore.  Program  of  Continuing  Education,  School  of 
Medicine,  10  S.  Pine  St.,  Baltimore  MD  21201 , (301 ) 528- 
3956. 


October  12 

Advances  in  Retinal  and  Corneal  Diseases  (University  of 
Maryland),  Baltimore.  Program  of  Continuing  Education, 
School  of  Medicine,  10  S.  Pine  St.,  Baltimore  MD  21201 , 
(301)  528-3956. 

October  12-15 

International  Symposium  on  Research  and  Theraputic 
Issues  in  Diabetes  (University  of  Virginia^,  Charlottes- 
ville. Office  of  CME,  Box  368,  Charlottesville  VA  22908. 

October  13-16 

New  and  Changing  Clinical  Concerns  of  Internal  Medicine 

(University  of  Kentucky/American  College  of  Physi- 
cians), Lexington,  Kentucky.  Fee,  $240  for  members; 
$320  for  non-members.  Postgraduate  Courses  Dept.,  4200 
Pine  St.,  Philadelphia  PA  19014,  (215)  243-1200. 

October  15-17 

Annual  Meeting,  Medical  Society  of  the  District  of  Colum- 
bia, White  Sulphur  Springs,  West  Virginia.  F.  P.  Ferrar- 
accio,  2007  Eye  St.,  NW,  Washington  DC  20006. 


November  13 

Second  Saturday  Symposium:  Obstetrics  & Gynecology 

(Eastern  Virginia  Medical  School),  Norfolk.  Office  of 
CME,  PO  Box  1980,  Norfolk  VA  23501. 

November  18 

Annual  Cancer  Program:  Breast  Cancer  (Roanoke  Me- 
morial Hospital),  Roanoke.  William  H.  McAfee,  DEd, 
Roanoke  Memorial  Hospital,  Roanoke  VA  24033,  (703) 
981-7228. 

November  19-20 

Clinical  Gastroenterology  for  Primary  Care  Physicians 

(University  of  Maryland),  Baltimore.  Program  of  Con- 
tinuing Education,  School  of  Medicine,  10  S.  Pine  St., 
Baltimore  MD  21201,  (301)  528-3956. 

November  28-December  3 

Annual  Meeting,  Southern  Medical  Association,  Atlanta, 
Georgia.  W.  J.  Rauieri,  PO  Box  2446,  Birmingham  AL 
35201. 
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IT’S  TIME 

to  make  your  hotel  reservations  for  the 
135th  Annual  Meeting 
of 

The  Medical  Society  of  Virginia, 
at  the  Williamsburg  Conference  Center, 
November  11-13,  1982. 

A pool  of  rooms  is  being  held  by  Colonial  Williamsburg  for  Medical  Society  of 
Virginia  members  and  friends  who  plan  to  attend  the  1982  Annual  Meeting. 

• Reservations  should  be  made  no  later  than  October  1 1,  1982.  All  unreserved 
rooms  are  subject  to  release  on  that  date. 

• Each  reservation  must  be  accompanied  by  a $35  deposit  per  room. 

• Every  effort  will  be  made  to  take  care  of  early  arrivals,  but  some  rooms  may 
not  be  available  until  mid-afternoon  due  to  varying  checkout  hours. 

• The  scientific  program  will  be  presented  on  Friday  afternoon,  November  12, 
and  Saturday  morning,  November  13. 

• The  exhibit  hall  will  be  open  all  day  Friday  and  until  noon  on  Saturday. 

• Complete  program  will  be  bound  into  Virginia  Medical’s  October  issue. 


Make  check  payable  to  Colonial  Williamsburg  Foundation, 

Mail  reservation  to  Group  Reservations  Manager,  Drawer  B,  Williamsburg,  Virginia  23185. 

ANNUAL  MEETING  OF  THE  MEDICAL  SOCIETY  OF  VIRGINIA,  NOVEMBER  11-13,  1982 


Colonial  Houses: 
Motor  House: 
Providence  Hall: 
Williamsburg  Inn 
Williamsburg  Lodge 


Single-$73 

Single-$55 

Single-$92 

Single-$92 


Double-$73 

Double-$55 

Double-$92 

Double-$92 


Headquarters  for  members  of  House  of  Delegates 


I shall  arrive  in  Williamsburg 

Check  in  the  amount  of  $ 

Name 

Address: 


and  depart  

attached  ($35  deposit  per  room  required) 


(print  or  type) 


Telephone 


Date  Mailed 
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Choices  in  Anesthesia 
for  Cesarean  Section 

Surinder  K.  Kallar,  MD,  and  C.  Paul  Boyan,  MD,  Richmond,  Virginia 


Improved  management  of  anesthesia  has  been  a major  factor  in  lowering 
the  mortality  rate  of  mother  and  baby  in  cesarean  section.  The  authors 
describe  current  techniques  of  both  regional  and  general  anesthesia  and 
compare  the  safety  factors  each  offers,  in  normal  deliveries  and  in  such 
special  circumstances  as  emergencies,  gestational  hypertension,  pre-term 
labor  and  chronic  disease. 


MORE  than  half  a million  cesarean  sections 
are  performed  each  year  in  this  country, 
according  to  estimates,  indicating  that  it 
is  one  of  the  most  common  surgical  procedure  in  the 
United  States. 

Maternal  mortality  of  C-section  has  decreased 
from  37  per  100,000  births  in  1960  to  13  per  100,000 
births  in  1975,  and  C-section  infant  mortality  has 
been  lowered  from  26  per  1,000  births  in  1960  to  16 
per  1,000  births  in  1975.'  These  improvements  are 
due,  we  believe,  to  better  obstetrical  care,  fetal 
monitoring,  the  emergence  of  neonatology  as  a 
separate  specialty,  and,  importantly,  to  better  man- 
agement of  anesthesia. 

There  is  a continuous  search  for  improved  anes- 
thetic techniques  which  are  safer  and  more  comfort- 

From  the  Department  of  Anesthesiology,  Medical  Col- 
lege of  Virginia/Virginia  Commonwealth  University.  Ad- 
dress correspondence  to  Dr.  Kallar  at  Box  695,  MCV 
Station,  Richmond  VA  23298. 

Submitted  6-23-81 . 


able  for  the  mother  and  noninjurious  to  the  fetus 
and  newborn,  while  at  the  same  time  providing  the 
obstetrician  with  adequate  time  and  optimal  work- 
ing conditions  to  deliver  the  baby  safely.  The  choice 
of  anesthesia,  general  or  regional,  depends  mainly 
on  the  indications  for  the  operation. 

Regional  Anesthesia 

Regional  anesthesia  for  cesarean  section  allows 
the  mother  to  be  awake,  thus  developing  an  early 
maternal-infant  bonding,  minimizing  problems  of 
aspiration  pneumonitis  and  avoiding  neonatal  drug 
depression.  Regional  anesthesia  is  contraindicated 
in  the  following  situations:  acute  fetal  distress, 
when  speed  of  delivery  is  important;  hypovolemia 
due  to  acute  blood  loss  that  can  cause  refractory 
hypotension  during  regional  anesthesia;  maternal 
blood  coagulopathies,  which  may  lead  to  hemor- 
rhage and  hematoma  in  the  subarachnoid  or  epidu- 
ral space  during  placement  of  a needle  or  a catheter; 
infection  at  the  site  of  needle  introduction,  which 
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may  cause  septic  meningitis;  and  last  but  not  least, 
an  uncooperative  or  unwilling  patient. 

Spinal  Anesthesia 

Major  advantages  of  spinal  anesthesia  for  cesare- 
an section  are  simplicity,  speed,  reliability  and 
minimal  fetal  drug  exposure.  Disadvantages  include 
the  high  incidence  of  maternal  hypotension,  less 
control  of  duration  and  extent,  intrapartum  nausea 
and  vomiting,  and  possibility  of  post-lumbar  punc- 
ture headache. 

Maternal  Hypotension.  Following  regional  block- 
age, maternal  hypotension  is  defined  as  a decrease 
in  systolic  blood  pressure  to  below  100  mm  Hg  or  a 
fall  of  30%  from  pre-anesthetic  levels.  Incidence  of 
maternal  hypotension  following  spinal  anesthesia 
has  been  reported  as  high  as  80%  in  some  studies. 
Pregnant  women  are  particularly  prone  to  arterial 
hypotension  following  sympathetic  blockage,  which 
is  further  aggravated  by  pressure  of  gravid  uterus 
on  the  inferior  vena  cava,  thus  decreasing  the 
venous  return  to  the  heart  in  the  supine  patient. 
This  hypotension  is  significant  in  pregnant  patients 
because  it  causes  decreased  uterine  blood  flow — 
and  placental  perfusion,  with  fetal  hypoxia  and 
acidosis,  which  depresses  the  baby  and  reduces  the 
Apgar  score. 

It  is  important  to  recognize  and  treat  hypotension 
immediately.  The  following  measures  have  been 
successful: 

a)  Pre-hydration  and  acute  volume  expansion 
with  one  liter  of  lactated  Ringer's  solution  infused 
15-30  minutes  before  inducing  anesthesia. 

b)  Left  uterine  displacement  either  manually  by 
tilting  the  patient  to  the  left  with  a rubber  wedge  or 
rolled-up  blanket  or  by  the  use  of  a mechanical 
device. 

c)  Use  of  vasopressor.  Ephedrine  is  the  agent  of 
choice  because  it  does  not  cause  uterine  artery 
vasoconstriction.  It  is  given  in  small  amounts  intra- 
venously, i.e.,  5-10  mg,  and  repeated  until  blood 
pressure  returns  to  pre-anesthetic  level.  Prophylac- 
tic intramuscular  use  of  a vasopressor  is  controver- 
sial. 

d)  Oxygen  administered  by  face  mask. 

There  is  less  incidence  of  hypotension  during 
spinal  anesthesia  in  patients  who  are  in  active  labor 
than  in  those  who  are  not.  This  can  be  explained  by 
the  autotransfusion  of  about  300  ml  blood  into  the 
maternal  systemic  circulation  with  intermittent 
uterine  contractions. 

Choice  and  Dose  of  Anesthetic.  The  most  popu- 
lar drugs  for  spinal  anesthesia  for  cesarean  section 
are  tetracaine  (Pontocaine®)  and  lidocaine  (Xylo- 


caine®),  although  bupivacaine  (Marcaine®)  has  also 
been  used.  There  is  engorgement  of  the  epidural 
veins  during  late  pregnancy  resulting  in  smaller 
subarachnoid  and  epidural  space.  Because  of  this,  a 
smaller  dose  of  a drug  is  required  than  in  nonpreg- 
nant patients  to  provide  T6  level  of  anesthesia.  The 
dose  requirements  in  pregnant  patients  are  de- 
creased by  approximately  50%.  The  dose  of  tetra- 
caine or  bupivacaine  ranges  from  7-9  mg,  lidocaine 
50-75  mg,  and  all  are  made  hyperbaric  by  mixing 
with  10%  dextrose  solution.  Because  of  this  small 
dose,  toxic  maternal  reactions  or  placental  transfer 
are  not  a clinical  problem. 

Nausea  and  Vomiting.  Nausea  and  vomiting  are 
commonly  seen  during  spinal  anesthesia  and  pre- 
cede or  accompany  maternal  hypotension.  If  hypo- 
tension can  be  prevented  or  treated  immediately 
and  the  patient  receive  oxygen  by  mask,  nausea  and 
vomiting  can  be  avoided. 

Post-dural  Puncture  Headache.  This  is  a very 
distressing  complication.  It  has  been  proven  by 
various  investigators  that  the  incidence  of  headache 
is  directly  related  to  the  size  of  the  needle  used  in 
the  dural  puncture.  Greene2  has  shown  that  with  a 
22-gauge  spinal  needle,  incidence  of  headache  is 
25%;  with  a 26-gauge  needle,  it  decreases  to  0.4%. 
Therefore  it  is  advisable  to  use  needles  of  small 
size.  Treatment  of  spinal  headache  ranges  from 
conservative  measures  to  blood  patch,  which  is 
produced  by  injecting  5-10  ml  of  the  patient’s  blood 
in  the  epidural  space  at  the  site  of  the  lumbar 
puncture.  Conservative  measures  include  hydra- 
tion, bed  rest  and  analgesics,  and  if  the  headache 
still  persists,  a blood  patch  is  indicated  with  a 94- 
100%  success  rate. 

Epidural  Anesthesia 

Advantages  of  epidural  anesthesia  are  the  ab- 
sence of  dural  puncture  and  lesser  incidence  and 
severity  of  maternal  hypotension.  The  main  disad- 
vantages are  that  the  technique  is  complicated,  has 
a greater  chance  of  failure  and  a slower  onset  of 
anesthesia,  and  requires  larger  amounts  of  anesthet- 
ic. 

Maternal  Hypotension.  In  a recent  study,  34%  of 
the  patients  receiving  epidural  anesthesia  had  hypo- 
tension, markedly  better  than  the  60%  incidence  in 
the  mothers  receiving  spinal  block. 1 Also,  the  hypo- 
tension in  the  first  group  was  less  severe  than  that 
produced  by  spinal  anesthesia.  This  difference  may 
be  due  to  the  slower  onset  of  the  epidural  block, 
allowing  more  time  for  the  compensatory  mecha- 
nisms to  become  effective  and  for  the  anesthetist  to 
prevent  or  treat  the  hypotension. 
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Choice  and  Dose  of  Local  Anesthetic . Lidocaine 
and  mepivacaine  were  popular  agents  in  the  past, 
hut  their  use  has  declined  because  of  their  ability  to 
cross  the  placenta  in  high  concentrations  and  cause 
“floppy”  babies.  At  the  present  time  the  most 
popular  agent  is  bupivacaine  used  in  0.5%  or  0.75% 
concentration  with  dose  range  of  16-20  ml.  It  is 
highly  bound  to  the  maternal  plasma  protein  and  a 
very  small  amount  of  the  drug  crosses  the  placenta. 
Neurobehavioral  studies  have  not  shown  any  de- 
pression in  infants  after  bupivacaine  epidurals.3 

Dural  Puncture.  The  incidence  of  dural  puncture 
varies  from  0.2-20%,  depending  on  the  experience 
and  skill  of  the  anesthesiologist.  Post-lumbar  punc- 
ture headache  after  inadvertent  dural  puncture  us- 
ing the  standard  17-gauge  needle  to  introduce  the 
catheter  in  the  epidural  space  is  as  high  as  76%.' 


General  Anesthesia 

Recent  studies  with  continuous  fetal  monitoring 
have  questioned  the  old  impression  that  general 
anesthesia  depresses  the  baby  and  therefore  is  not 
as  safe  as  the  regional  technique.  When  the  fetal 
vital  signs  are  deteriorating  because  of  hypoxia  and 
the  baby  has  to  be  delivered  as  soon  as  possible, 
general  anesthesia  can  provide  rapid,  good  opera- 
tive conditions  and  is  indicated  under  these  circum- 
stances; nor  can  it  be  blamed  for  the  poor  status  of 
the  baby  who  was  in  trouble  long  before  the  mother 
was  anesthetized.  The  major  cause  of  maternal 
mortality  during  general  anesthesia  is  aspiration 
pneumonitis.4 

The  advantages  of  general  anesthesia  are  speed  of 
induction,  reliability,  ease  of  control  and  avoidance 
of  hypotension.  Disadvantages  include  the  possibil- 
ity of  maternal  aspiration,  problems  with  airway 
management,  hypertension  during  intubation  and 
extubation,  absence  of  maternal  awareness  and  the 
effect  of  anesthetic  drugs  on  the  newborn. 

Technique.  Since  we  are  dealing  with  a patient 
with  “full  stomach,”  the  rapid  sequence  induction 
of  anesthesia  is  the  technique  of  choice,  and  30  ml 
of  antacid  by  mouth  and  0.4  mg  of  glycopyrrolate 
IM  are  given  at  least  30  minutes  before  induction. 
The  patient  is  placed  on  the  operating  table  with  left 
uterine  displacement,  and  IV  infusion  is  started 
with  a large-bore  plastic  cannula.  The  patient  is 
given  3 mg  d-tubocurarine  IV  and  100%  oxygen  to 
breathe  for  3-5  minutes.  When  the  surgeon  is  ready 
to  begin,  2.5-3  mg/kg  of  sodium  pentothal  is  given 
IV,  followed  by  succinylcholine,  1.5  mg/kg.  Cricoid 
pressure  is  applied  by  an  assistant,  and  no  positive 


airway  pressure  is  used  during  this  period.  After  the 
endotracheal  tube  is  introduced  in  the  trachea,  the 
cuff  is  inflated  immediately.  The  presence  of  bilater- 
al breath  sounds  on  auscultation  will  verify  the 
proper  placement  of  the  endotracheal  tube.  The 
anesthesia  is  maintained  with  70%  oxygen,  30% 
nitrous  oxide  and  the  addition  of  either  0.75-1% 
enflurane  or  0.5%  halothane,  and  a succinylcholine 
drip  (0.2%)  is  started.  After  the  umbilical  cord  is 
clamped,  the  anesthesia  is  deepened  by  increasing 
the  percentage  of  nitrous  oxide  and  the  administra- 
tion of  narcotics  or  barbiturates.  The  ethrane  or 
halothane  may  be  discontinued.  The  patient  is  extu- 
bated  when  awake  and  full  muscle  power  has  been 
regained.  If  intubation  is  unsuccessful  because  of 
anatomical  problems,  an  esophageal  obturator  is 
inserted  to  maintain  the  airway,  and  the  surgeon 
proceeds.  Ketamine  can  be  used  as  an  induction 
agent  in  acute  maternal  hypovolemia,  fetal  distress 
and  prematurity.  Peltz  and  Sinclair  found  no  delete- 
rious effects  on  newborns  with  doses  as  high  as  1 
mg/kg  compared  with  thiopenthal.5 

Halogenated  Agents.  An  interest  has  been  ex- 
pressed recently  in  the  use  of  low-dose  enflurane 
(0.5-0.75%),  halothane  (0.25-.05%),  or  methoxyflu- 
rane  (0.1%)  as  supplements  for  nitrous  oxide  anes- 
thesia. These  agents  in  sub-anesthetic  doses  do  not 
cause  untoward  uterine  relaxation  or  excessive 
postpartum  bleeding  and  offer  the  following  advan- 
tages: (a)  decrease  the  likelihood  of  maternal  recall 
and  awareness  of  intraoperative  events,  (b)  permit 
the  use  of  higher  inspired  oxygen  concentration,  (c) 
may  improve  uterine  blood  flow,  (d)  do  not  depress 
the  newborn. 

Use  of  Oral  Antacids.  Aspiration  of  gastric  con- 
tents during  general  anesthesia  is  a major  cause  of 
maternal  morbidity  and  mortality.  The  digestion  in 
parturients  is  delayed  and  solid  food  may  be  present 
in  the  stomach  for  well  over  24  hours.6  The  gastric 
emptying  is  impaired  due  to  (a)  mechanical  obstruc- 
tion from  the  large  uterus,  (b)  hypotonicity  of 
gastric  musculature,  (c)  pain  and  anxiety  of  labor, 
and  (d)  narcotic  analgesics. 

Antacids  have  been  demonstrated  to  raise  the  pH 
of  gastric  contents  and  may  reduce  the  pathology 
produced  by  their  pulmonary  aspiration. 

However,  Gibbs  et  al7  demonstrated  in  dogs  that 
aspiration  of  particulate  antacids  can  also  cause 
pulmonary  aspiration  syndrome  and  residual  fibro- 
sis. As  a result,  there  has  been  a gradual  increase  in 
the  use  of  nonparticulate  antacids,  especially  0.3 
molar  sodium  citrate  solution,  which  can  quickly 
and  effectively  raise  the  pH  of  a relatively  large 
volume  of  acid  gastric  contents. 
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Cimetidine,  a EG  receptor  antagonist,  suppresses 
gastric  acid  production  and  has  been  suggested  for 
use  in  obstetrical  patients.  However,  there  is  a 
question  of  its  transmission  across  the  placenta. 

Maternal  Awareness.  General  anesthesia  for  ce- 
sarean section  involves  the  nitrous  oxide-relaxant 
technique,  and  drugs  are  given  in  small  doses  to 
avoid  neonatal  depressant  effect.  Incidence  of  recall 
has  been  reported  from  17-36%.  A high  concentra- 
tion of  nitrous  oxide  was  used  in  the  past  to  prevent 
recall,  but  this  leads  to  diffusion  hypoxia  in  the 
babies;  low-dose  inhalation  agents  have  successful- 
ly eliminated  the  problem  of  recall  and  awareness 
during  C-section. 

Timing  of  Delivery.  The  most  common  question 
asked  by  the  surgeon  is  the  optimal  time  to  deliver  a 
baby  after  induction  of  anesthesia.  As  the  tech- 
niques for  general  anesthesia  have  changed,  so  has 
the  timing. 

Hodges  et  alx  found  that  the  infants  are  in  best 
condition  if  delivered  within  four  minutes  of  induc- 
tion and  are  mildly  depressed  after  7-10  minutes  of 
anesthesia.  Crawford  and  associates9  emphasized 
that  if  aortocaval  compression  and  hypotension  are 
avoided  and  the  inspired  oxygen  concentration  is 
maintained  at  65-75%  level,  an  induction-delivery 
interval  (I-D)  as  long  as  30  minutes  has  no  signifi- 
cant effect  on  the  acid-base  status  of  the  newborn. 
More  important  is  the  short  uterus-delivery  interval 
(U-D),  i.e.,  the  time  from  incision  into  the  uterus 
until  completion  of  the  delivery  of  the  infant.  A U-D 
interval  of  more  than  90  seconds  is  associated  with 
both  lower  Apgar  score  and  fetal  acidosis.  This  was 
observed  with  general  as  well  as  with  regional 
anesthesia  and  could  be  due  to  the  following:  (a) 
uterine  manipulation  causing  decreased  uteropla- 
cental and  umbilical  blood  flows,  (b)  increased 
aortocaval  compression  because  of  uterine  pres- 
sure, (c)  inhalation  of  amniotic  fluid  by  the  fetus 
during  gasping  respirations  in  utero,  (d)  compres- 
sion of  the  fetal  head  during  a difficult  delivery. 

Taking  the  above  considerations  into  account, 
even  though  timing  of  delivery  does  not  appear  to 
be  critical,  the  optimum  outcome  appears  to  be 
associated  with  short  1-D  and  U-D  intervals. 

General  or  Regional? 

Elective  Surgery 

James  et  al  in  197710  and  Fox  et  al  in  1979" 
compared  general  with  epidural  anesthesia  under 
optimal  conditions  in  healthy  patients  at  term  and 
found  no  difference  in  Apgar  scores  or  fetal  acid- 
base  status.  Their  recommendations  for  achieving 


such  good  results  with  general  anesthesia  include 
lateral  uterine  displacement,  short  1-D  interval, 
short  U-D  interval,  at  least  50%  F102,  deeper 
anesthesia  with  an  inhalation  agent  and  prevention 
of  maternal  hypotension. 

As  far  as  the  infant  is  concerned,  both  general 
and  regional  anesthesia  are  safe,  while  regional 
anesthesia  is  definitely  superior  to  general  in  regard 
to  the  mother  because  it  reduces  the  incidence  of 
aspiration  pneumonitis,  a major  cause  of  maternal 
morbidity  and  mortality.  It  also  helps  to  develop 
early  maternal-infant  bonding. 

In  elective  C-sections,  either  general  or  regional 
anesthesia  can  be  used,  depending  on  the  experi- 
ence of  the  anesthesiologist  and  the  preference  of 
the  surgeon  and  mother. 

Emergencies 

Emergency  C-sections  can  be  divided  into  two 
groups;  true  emergencies  and  semi-emergencies. 
True  emergency  cesarean  sections  are  performed 
within  minutes  after  recognition  of  a complication 
which  threatens  the  life  of  the  mother  and/or  fetus. 
Perinatal  mortality  rises  directly  as  the  time  in- 
creases between  decision  and  delivery.  Choate  and 
Lund  reported  that  approximately  20%  of  948  cesar- 
ean sections  were  true  emergencies.12  Third  trimes- 
ter bleeding,  fetal  distress  or  a combination  of  these 
were  the  primary  indications  for  emergency  cesare- 
an section,  and  general  anesthesia  should  be  admin- 
istered to  these  patients.  In  semi-emergency  sec- 
tions, i.e.,  cephalopelvic  disproportion  or  failure  of 
labor  to  progress,  etc.,  there  is  enough  time  to 
administer  either  regional  or  general  anesthesia. 

Gestational  Hypertension 

About  20%  of  eclamptic  and  pre-eclamptic  moth- 
ers are  delivered  by  cesarean  section.  Their  main 
physiological  changes  include  hypovolemia,  intra- 
vascular coagulation,  renal  and  hepatic  dysfunc- 
tion. There  are  advantages  and  disadvantages  of 
both  general  and  regional  anesthesia  in  these  cases, 
and  each  patient  must  be  judged  individually. 

When  using  general  anesthesia,  nondepolarizing 
muscle  relaxants  are  to  be  avoided.  The  dose  of 
succinylcholine  should  be  decreased  because  mag- 
nesium sulfate,  a common  drug  in  the  treatment  of 
pre-eclampsia,  augments  the  neuromuscular  block- 
age. 

Hodgkinson  et  al"  compared  general  and  epidu- 
ral techniques  in  patients  with  gestational  hyperten- 
sion and  found  that  with  tracheal  intubation  and 
extubation  there  was  a mean  increase  in  mean 
arterial  pressure  (MAP)  of  45  mm  Hg,  in  pulmonary 
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artery  pressure  (PAP)  of  20  mm  Hg,  and  in  pulmo- 
nary capillary  wedge  pressure  of  20  mm  Hg.  In  the 
epidural  group,  apart  from  the  slight  mean  fall  in 
MAP  there  was  little  change  in  the  cardiovascular 
parameters. 

Hypotension  occurring  with  epidural  analgesia 
can  be  treated  with  plasma  expanders,  electrolyte 
solutions  and  small  doses  of  ephedrine  while  central 
venous  pressure  is  monitored  closely.  Epidural 
anesthesia  is  contraindicated  in  patients  with  blood 
coagulopathy. 

Diabetes  Mellitus 

The  fetus  of  the  diabetic  mother  is  at  a greater 
risk  because  of  placental  insufficiency.  To  avoid  the 
high  incidence  of  fetal  death  in  the  third  trimester, 
cesarean  section  is  performed  in  a high  percentage 
of  diabetic  mothers.  Datta  et  al14  have  shown 
marked  fetal  acidosis  following  cesarean  section  in 
diabetics  with  spinal  or  epidural  anesthesia  when 
complicated  by  maternal  hypotension.  When  gener- 
al anesthesia  was  used  and  hypotension  was  avoid- 
ed, the  newborn  had  a normal  acid-base  balance. 
The  use  of  glucose-containing  intravenous  fluids  in 
diabetics  is  questioned  because  fetal  hyperglycemia 
can  aggravate  an  existing  acidosis. 

Cardiac  Disease 

Anesthesia  for  the  pregnant  patient  with  heart 
disease  requires  an  understanding  of  the  pathophys- 
iology of  the  lesion  and  the  normal  cardiovascular 
adaptions  to  pregnancy.  For  most  diseases,  no  one 
anesthetic  technique  is  exclusively  indicated  or 
contraindicated.  The  main  concern  is  to  avoid  or 
treat  specific  pathophysiologic  changes  which  exac- 
erbate the  disease  process. 

These  patients  may  be  on  anticoagulant  therapy, 
which  contraindicates  regional  anesthesia.  In  many 
of  the  cardiac  lesions,  such  as  mitral  stenosis,  mitral 
insufficiency,  aortic  insufficiency,  congenital  heart 
disease  with  left  to  right  shunts  and  cardiomyopa- 
thies, the  primary  concern  is  to  minimize  the  in- 
crease in  cardiac  output  occurring  during  light  gen- 
eral anesthesia.  This  is  accomplished  by  continuous 
epidural  anesthesia.  If  hypotension  is  present,  it 
must  be  treated  immediately  and  the  administration 
of  IV  fluids  monitored  with  central  venous  or 
pulmonary  capillary  wedge  pressure  and  intraarteri- 
al pressure.  In  aortic  stenosis  and  right  to  left 
shunts  a decreased  venous  return  is  dangerous  and 
general  anesthesia  is  preferred. 

Pre-Term  Labor 

The  pre-term  fetus  and  newborn  are  particularly 


susceptible  to  the  depressant  effects  of  transplacen- 
tally  acquired  local  and  general  anesthetic  agents. 
Regional  anesthesia  is  the  technique  of  choice. 

Prior  to  the  administration  of  any  anesthetic  the 
residual  side  effects  of  any  drugs  used  to  stop  labor 
should  be  assessed.  One  of  the  newer  drugs  is 
terbutaline,  which  is  a selective  B2  agonist  and  has 
some  B|  activity,  like  epinephrine.  It  causes  tachy- 
cardia, hyperglycemia,  and  hypokalemia.  Patients 
can  develop  arrhythmias  and  pulmonary  edema. 
Halothane  should  be  avoided  and  intraoperative 
fluids  should  be  restricted  in  these  patients. 
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■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 


■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 


Write  “D.A.  W,  ” “No  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 


Wellcome 


Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
/ North  Carolina  27709 


ONE  OF  THE 
VITAL  SIGNS 
OF  ANXIOUS 
DEPRESSION: 

INSOMNIA 


Others  to  look  for: 

agitation 
anorexia 
feelings  of  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 


Artist's  conception, 

looking  out  from  the  human  eye 

as  conceived  in  a schematic  model. 


LIMBITROL  GIVEN 
H.S.:  ONE  OF  THE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific — quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  daily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
offers  a choice  of  other  regimens:  t.i.d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

Limbitrol® 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  Information  on  following  page. 


LIMBITROL®  TABLETS  Tranquilizer — Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  ot  which  follows: 

Indications:  Relief  of  moderate  fo  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic,  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  ot  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  tor  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
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Cancer  Trends:  In  Neoplastic  Diseases, 
a Role  for  Human  Sperm  Banking 

Gerald  Goldstein,  MD,  interviews  Stuart  S.  Howard,  MD, 
in  Charlottesville,  Virginia 


Dr.  Goldstein:  What  is  a sperm  bank? 

Dr.  Howard:  A sperm  bank  is  a facility  for  storing 
frozen  sperm.  Liquid  nitrogen  is  used.  A complete 
sperm  bank  also  has  equipment  for  freezing  fresh 
sperm,  using  proper  additives  and  techniques. 

G:  Are  there  any  examples  of  successful  sperm 
banking? 

H:  Many,  particularly  in  the  dairy  industry.  The 
initial  research  into  sperm  banking  as  a practical 
means  of  storing  semen  was  carried  on  in  animal 
science  departments  at  several  of  the  major  agricul- 
tural universities  in  this  country.  Artificial  insemi- 
nation with  previously  frozen  semen  is  now  a big 
agricultural  business.  Semen  from  genetically  supe- 
rior bulls  is  frozen,  stored  and  eventually  thawed 
and  inseminated  to  improve  herds.  Similar  proce- 
dures are  also  carried  out  in  the  breeding  of  horses. 

There  is  a much  less  extensive  experience  using 
frozen  semen  in  humans;  nevertheless,  a significant 
number  of  artificial  insemination  programs  utilize 
frozen  sperm,  although  many  use  fresh  sperm.  In 
the  human,  the  success  rate  with  frozen  semen  in 
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carefully  selected  donors  is  about  65%,  whereas  the 
success  rate  with  fresh  human  semen,  again  with 
carefully  selected  donors,  is  about  80%. 

G:  Is  the  experience  with  use  of  preserved  bull 
sperm  directly  comparable  with  what  we  could 
expect  in  human  sperm  preservation? 

H:  It  is  similar,  but  there  are  some  differences.  Bull 
semen  in  general  is  of  much  higher  quality  and  more 
homogenous  than  that  of  man.  It  is  better  able  to 
withstand  freezing  and  thawing.  Only  about  one  in 
three  fertile  men  has  semen  of  quality  good  enough 
to  withstand  freezing  and  thawing  and  retain  good 
motility. 

G:  Does  disease,  particularly  neoplastic  disease, 
have  any  influence  on  this? 

H:  It  appears  it  does.  Although  there  are  no  exten- 
sive studies  of  the  effects  of  freeze-thawing  on 
semen  from  patients  with  neoplasm,  there  are  sev- 
eral investigations  of  the  quality  of  semen  in  these 
patients. 

In  one  study,  a large  number  of  men  with  testicu- 
lar cancer  had  semen  analyses  prior  to  orchiecto- 
my, and  their  average  sperm  count  was  found  to  be 
one-third  that  of  an  appropriate  control  group.  In 
another  series,  men  with  Hodgkins  disease  had 
semen  analyses  prior  to  treatment,  and  it  was  found 
that  their  semen  quality  was  very  poor.  Thus  it 
would  seem  that  these  patients  are  less  likely  to 
have  semen  of  a quality  that  can  be  frozen  and 
thawed  and  remain  fertile;  that  is,  less  than  one  of 
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three  of  these  patients  would  probably  be  fertile 
after  freezing,  storage  and  thaw. 

The  etiology  of  the  reduced  sperm  count  in 
patients  with  cancer  of  the  testis  is  not  clear.  There 
is  some  suggestive  evidence  that  these  patients  may 
have  a generalized  abnormality  of  their  germinal 
epithelium,  and,  indeed,  some  recent  studies  have 
suggested  that  a significant  percentage  of  men  with 
cancer  of  the  testis  have  carcinoma  in  situ  in  the 
opposite  testis.  It  is  also  well  known  that  they  are  at 
much  higher  risk  than  the  general  population  to 
develop  carcinoma  in  the  remaining  testis.  It  is 
conceivable,  therefore,  that  the  same  genetic  fac- 
tors that  predisposed  to  cancer  of  the  testis  could 
cause  decreased  sperm  production.  This,  however, 
is  a highly  speculative  hypothesis. 

G:  What  is  the  hormonal  regulation  of  production 
of  sperm  ? 

H:  Sperm  production  can  be  initiated  with  testoster- 
one and  the  gonadotropin  follicle  stimulating  hor- 
mone (FSH).  Once  sperm  production  has  been 
initiated,  FSH  is  probably  no  longer  necessary,  and 
testosterone  alone  will  maintain  it.  However,  the 
concentrations  of  testosterone  in  the  normal  testis 
are  50-100  times  greater  than  the  level  in  the  blood 
and  other  tissues.  Therefore,  it  is  not  possible  to 
maintain  spermatogenesis  in  humans  with  exoge- 
nous testosterone  because  one  simply  cannot  give  a 
high  enough  dose  to  maintain  the  very  high  intrates- 
ticular  levels  necessary  for  spermatogenesis,  al- 
though one  can  certainly  maintain  a normal  periph- 
eral level  necessary  for  virilization. 

G:  Are  there  male  fertility  pills  comparable  to  the 
clomiphene  used  in  females? 

H:  In  general,  the  treatment  of  male  infertility  with 
medications  has  been  quite  disappointing.  Many 
medications  have  been  tried;  most  of  them  are 
irrational  and  ineffective.  There  are  several  drugs, 
however,  including  clomiphene  citrate,  human  cho- 
rionic gonadotropin,  and  testolactone  (Teslac®),  for 
which  there  is  suggestive  evidence  of  efficacy. 
When  given  to  infertile  men,  these  drugs  in  general 
do  tend  to  raise  the  sperm  count  modestly.  Whether 
or  not  they  actually  increase  fertility  is  difficult  to 
ascertain  because  of  the  lack  of  control  studies. 
There  is  a suggestion  in  the  literature  that  they  may 
help  10-15%  of  patients. 

G:  What  has  been  the  effectiveness  of  sperm  bank- 
ing in  human  neoplastic  diseases? 


H:  It  has  been  very  disappointing.  The  only  pub- 
lished series,  from  Los  Angeles,  revealed  no  preg- 
nancies in  a series  of  approximately  18  wives  of 
men  who  had  had  their  semen  frozen  prior  to 
treatment  for  cancer.  This  is  not  surprising  when 
one  recalls  that  semen  of  normal,  fertile  men  has 
only  one  chance  in  three  of  surviving  freeze-thaw- 
ing with  good  motility  and  that  many  men  with 
malignancies  have  suboptimal  semen  to  start  with.  I 
have  heard  of  at  least  two  individuals  with  testicular 
cancer  whose  wives  eventually  had  successful  preg- 
nancies with  semen  taken  from  their  husbands  and 
then  frozen. 

G:  Are  there  any  legal  problems  inherent  in  sperm 
banking? 

H:  Although  there  are  some  possible  legal  complica- 
tions of  sperm  banking,  these  generally  have  been 
dealt  with  by  common  sense  and  good  will  and  do 
not  really  present  any  formidable  obstacles  at  this 
time. 

G:  In  considering  the  use  of  sperm  banking  for  a 
patient , how  would  you  proceed? 

H:  One  must  first  make  a basic  philosophical  as- 
sessment. Do  you  want  to  preserve  the  semen 
without  regard  for  the  likelihood  of  success  in  order 
to  provide  psychological  support  for  the  individual 
during  his  therapy  for  cancer,  or  do  you  want  to 
base  your  decision  on  the  likelihood  of  success?  If 
the  situation  is  the  former,  then  it  is  quite  reason- 
able to  preserve  the  semen  of  all  such  patients  who 
so  desire  it,  without  going  into  great  detail  regarding 
the  chances  of  success  or  doing  a freeze-thaw  test. 

If,  on  the  other  hand,  one  wants  to  proceed  only 
if  there  is  some  likelihood  of  success,  then  it  is 
imperative  to  do  a freeze-thaw  test  on  the  patient's 
semen  first.  If  the  patient  fails  the  freeze-thaw  test, 
there  is  no  point  in  storing  his  semen. 

Even  if  the  patient  passes  the  freeze-thaw  test,  he 
should  be  advised  that  the  likelihood  of  success, 
although  finite,  is  small.  Furthermore,  the  situation 
is  complicated  by  the  fact  that  in  order  to  have 
enough  semen  for  multiple  inseminations,  he  will 
have  to  collect  specimens  over  a prolonged  period 
of  time,  at  least  two  weeks  and  perhaps  longer.  In 
addition,  these  specimens  will  have  to  be  collected 
either  in  the  area  of  a sperm  bank  or  by  a physician 
who  has  access  to  the  technology  necessary  to 
freeze  the  sperm  and  ship  it  to  a sperm  bank. 
Finally,  the  cost  of  freezing  sperm  and  storing  it, 
although  not  extremely  high,  is  significant. 


VOLUME  109 


VIRGINIA  MEDICAL/AUGUST  1982 


515 


Anomalous  Duodenal  Obstruction  of  Unusual 
Origin:  Two  Case  Reports 

James  F.  Oates,  III,  MD,  Richmond,  Virginia 


Adult  patients  with  signs  and  symptoms  of 
l upper  gastrointestinal  obstruction  are  com- 
monly thought  to  have  complications  of  duodenal 
ulcer  disease,  intra-abdominal  adhesions,  pancre- 
atitis or  malignancy.  This  article  presents  a case  of 
duodenal  obstruction  secondary  to  a duodenal  web 
associated  with  annular  pancreas  and  a case  of 
partial  duodenal  obstruction  due  to  circumferential 
ulcerated  ectopic  pancreas  in  the  fourth  portion  of 
the  duodenum. 

Case  Report  1 

A 62-year-old  white  married  male  presented  with 
a one-year  history  of  23  kgs  of  weight  loss,  progres- 
sive nausea,  vomiting  and  abdominal  pain  relieved 
by  vomiting.  When  seen  initially  in  his  hometown, 
he  was  evaluated  by  upper  gastrointestinal  series 
and  diagnosed  as  having  a “nervous”  stomach. 
During  the  last  six  months  he  had  been  progressive- 
ly unable  to  tolerate  any  food  except  clear  liquids. 

On  admission  to  the  hospital,  hemograms,  SMA 
12/60  and  urinalysis  were  within  normal  limits.  A 
chest  X-ray  disclosed  the  residuals  of  old  granulo- 
matous disease.  Barium  enema  showed  multiple 
diverticula  but  no  filling  defects.  Upper  gastrointes- 
tinal series  showed  a massively  dilated  stomach 
with  normal  pylorus  and  duodenal  bulb.  In  the 
second  portion  of  the  duodenum  a sharp,  smooth, 
contoured  cutoff  was  suggestive  of  external  com- 
pression but  not  of  intrinsic  obstruction  (Fig.  1). 
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Gastroscopy  showed  a normal  esophagus  and 
hypertrophic  gastric  rugae.  There  was  nearly  com- 
plete obstruction  at  the  second  portion  of  the  duo- 
denum without  signs  of  ulceration  of  the  mucosa. 
Duodenal  biopsies  showed  duodenitis. 

The  patient  was  prepared  with  three  days  of 
gastric  suction  and  peripheral  vein  hyperalimenta- 
tion. At  surgical  exploration  through  a midline 
incision,  a massively  dilated  gall  bladder  was  identi- 
fied and  removed  to  provide  adequate  exposure  of 
the  duodenum.  The  gall  bladder  showed  chronic 
cholecystitis  without  stones.  Once  the  gall  bladder 
was  removed,  an  annular  pancreas  was  encoun- 
tered; it  was  2 cm  x 5 cm  and  only  partially 
encircled  the  duodenum  but  was  fixed  laterally  to 
the  paravertebral  fascia.  This  was  freed  up  by  a 
Kocher  maneuver.  It  was  suspected,  however,  that 
this  was  not  the  total  cause  of  the  duodenal  obstruc- 
tion, and  since  there  were  no  defects  palpable 
through  the  duodenal  wall,  a longitudinal  duodeno- 
tomy  was  done.  Just  proximal  to  the  ampulla  was  a 
markedly  stenosed  duodenal  web,  or  diaphragm, 
which  was  carefully  dilated.  It  appeared  to  be 
composed  of  only  submucosa  and  mucosa  with  a 
centrally  located  2-3  mm  stoma.  The  duodenotomy 
was  closed  transversely. 

Postoperatively  the  patient  rapidly  put  on  weight, 
regained  his  strength  and  26  months  later  was 
feeling  well  and  back  to  his  optimal  weight  of  85 
kgs. 

Discussion 

A search  of  the  literature  reveals  no  report  of 
these  two  causes  of  duodenal  obstruction  occurring 
simultaneously.  The  reported  cases  of  obstructing 
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Fig.  1.  PA  X-ray  of  gastrointestinal  series  shows  beaked,  smooth  cutoff  with  dilated  stomach. 
Fig.  2.  PA  X-ray  spot  shows  constriction  in  fourth  portion  of  duodenum. 


annular  pancreas  are  without  exception  circumfer- 
ential in  extent.  A duodenal  web  is  particularly  hard 
to  explain  as  a cause  of  obstruction.  If  it  were  a true 
congenital  lesion,  why  didn’t  it  cause  symptoms 
until  the  patient’s  sixth  decade?  The  possibility  that 
it  was  inflammatory  must  be  seriously  considered, 
although  there  were  no  gross  signs  of  inflammation 
present. 

A duodenal  web  is  an  infrequent  anomaly  of  the 
gastrointestinal  tract.  Its  association  with  an  incom- 
plete fusion  of  the  dorsal  and  ventral  anlage  of  the 
pancreas  has  not  been  indicated  as  a cause  of 
duodenal  obstruction.  The  usual  location  of  a web  is 
in  the  second  portion  of  the  duodenum  proximal  to 
the  ampulla  of  vater;  in  some  instances  the  ampulla 
has  been  physically  connected  to  the  web.2  The 
web  is  usually  composed  of  mucosa  and  submuco- 
sa, with  the  muscularis  rarely  involved.2  Surgical 
correction  has  consisted  of  excision  of  the  web, 
pyloroplasty  and/or  bypass  procedure.3  Preoper- 
ative diagnosis  is  enhanced  by  gastroduodenoscopy 
and  hypotonic  duodenography. 

Annular  pancreas  is  the  result  of  malrotation  of 
the  dorsal  and  ventral  anlage  during  the  26  - 32  days 
of  gestation.1  By  the  end  of  the  sixth  week  the 
dorsal  and  ventral  primordia  have  fused.  During 
this  process,  pancreatic  tissue  from  the  ventral 
anlage  completely  surrounds  the  duodenum.  It  is 
hard  to  understand  why  fully  50%  of  these  anomo- 
lies  remain  asymptomatic  until  adult  life. 

Case  Report  2 

A 45-year-old  white  married  female  presented 
with  a chief  complaint  of  progressive  nausea  and 
vomiting  of  two  weeks  duration.  She  had  symptoms 
for  ten  years  before  she  was  diagnosed  as  having 
duodenal  ulcer  disease,  at  which  time  the  serum 
gastrins  were  reported  to  be  normal.  Because  of 
medical  intractability,  the  patient  was  surgically 
explored  and  underwent  a Billroth  II  gastrectomy, 
vagotomy  and  cholecystectomy. 

Two  years  later  she  developed  further  mid-epi- 
gastric pain  and  was  diagnosed  as  having  afferent 
limb  obstruction  with  marginal  ulceration.  She  was 
reexplored,  with  a section  of  the  anastomosis  and 
shortening  of  the  afferent  limb.  Two  years  later  a 
second  marginal  ulcer  was  diagnosed;  this  time  she 
was  reresected  and  converted  to  a Billroth  I anasto- 
mosis. She  was  then  asymptomatic  for  five  years 
until  she  gradually  developed  early  morning  nausea, 
vomiting  and  progressive  weight  loss.  An  upper 
gastrointestinal  series  prior  to  admission  showed 
incomplete  obstruction  with  dilatation  of  the  residu- 
al gastric  pouch  and  duodenum.  (Fig.  2).  The  pan- 


creas was  entirely  normal  to  palpation.  She  was 
hospitalized  for  diagnostic  workup. 

Laboratory  studies  disclosed  some  of  the  early 
signs  of  starvation  with  a total  protein  reduced  to 
5.2  gms%,  slightly  elevated  alkaline  phosphatase 
and  a low  serum  calcium.  Her  hematocrit  was  42%. 
Endoscopy  disclosed  an  adequate  gastroduodenos- 
tomy  without  ulceration;  however,  5 cm  distal  to 
the  anastomosis  an  extremely  narrow  segment  of 
the  fourth  part  of  the  duodenum  was  seen  without 
mucosal  ulceration. 

She  was  explored  after  adequate  preoperative 
improvement  of  her  nutritional  state.  A firm,  semi- 
fixed mass  3 x 5 cm  was  found  without  serosal 
ulceration;  it  appeared  as  a fibroma,  with  a granular 
surface  encircling  the  circumference  of  the  duode- 
num beneath  the  superior  mesenteric  artery  and 
vein.  The  tumor  mass  was  carefully  mobilized  and 
excised  as  a sleeve,  using  the  autostapler  to  close 
the  proximal  portion  of  the  jejunum.  The  distal 
duodenum  was  then  anastomosed  end-to-side  to  the 
jejunum. 

The  pathology  report  showed  an  obstructing, 
ulcerating,  ectopic  pancreas  within  the  wall  of  the 
duodenum  with  proximal  and  distal  dilitation  of  the 
limbs.  Pancreatic  tissue  was  present  through  all 
layers  except  the  mucosa  and  contained  only  acinar 
cells  (Figs.  3 and  4). 

The  patient  did  well  and  15  months  postopera- 
tively  regained  5 kgs  to  39  kgs. 

Discussion 

An  ectopic  or  hypertopic  pancreatic  tissue  with 
ulceration  and  no  associated  hemorrhage  is  a most 
unusual  combination.  The  pancreas  was  completely 
normal  to  palpation.  Ectopic  pancreas  has  been 
reported  scattered  along  the  gastrointestinal  tract 
all  the  way  to  the  rectum;1  however,  in  no  report 
has  obstruction  by  this  tissue  been  observed  in  this 
location.  It  is  interesting  to  speculate  whether  this 
hypertopic  pancreas  was  present  and  undetected  at 
the  time  of  her  first  operation,  to  later  hypertrophy 
and  be  the  cause  for  the  development  of  her  insid- 
ious afferent  limb  obstruction. 

Prior  to  the  patient’s  conversion  to  a Billroth  I, 
the  afferent  limb  was  out  of  the  main  alimentary 
tract  flow;  only  after  the  Billroth  I were  nearly  total 
obstructive  symptoms  manifest.  The  fact  that  five 
years  were  necessary  for  these  symptoms  to  devel- 
op testifies  to  the  slowness  of  the  resultant  inflam- 
matory cicatricial  process. 

The  incidence  of  aberrant  pancreas  has  been 
placed  at  between  .55%  and  13. 7%. 4 7 Most  of  these 
are  incidental  findings  at  laparotomy  or  postmortem 
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examination.  Of  those  that  cause  symptoms,  the 
majority  are  the  source  of  obscure  gastrointestinal 
hemorrhage. 4,6,8  Some  have  been  known  to  cause 
symptoms  of  pain,  weakness  and  weight  loss  due  to 
ulceration.6-8  Obstruction  has  been  observed,  espe- 
cially when  seen  in  the  relatively  fixed  and  narrow 
portions  of  the  gastrointestinal  tract,  the  pylorus 
and  near  the  ileocecal  valve.9  In  one  instance 
intussusception  was  caused  by  the  lesion.8-10 

When  it  is  found,  hypertopic  pancreas  is  most 
frequently  distributed  through  the  foregut  anlage, 
with  from  9-40%  in  the  duodenum.4-5  A smaller 
number  have  been  described  in  the  stomach,  colon, 
solid  organs  and  such  remote  areas  as  the  liver,  the 
lungs  and  the  gall  bladder.6 

It  is  usually  single,  round  and  firm,  with  a lobulat- 
ed  surface  that  is  granular  in  appearance.  Size 
varies  from  1.0  to  4.0  cm.8  Histologically  it  is 
usually  submucosal  but  can  involve  all  layers  of  the 
bowel  wall.1-4  Eighty  percent  of  those  that  arise  in 
the  duodenum  are  in  the  second  portion."  While  it 
has  been  reported  to  cause  obstruction  and  ulcer- 
ation in  the  second  portion  of  the  duodenum,  no- 
where in  the  literature  has  duodenal  obstruction  due 
to  ulceration  of  hypertopic  pancreas  in  the  fourth 
part  of  the  duodenum  (behind  the  mesenteric  ves- 
sels) been  described. 
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Fig.  3.  Ulcer  with  ragged  mucosa  (lowpower  field). 
Fig.  4.  Acinar  tissue  from  pancreatic  rest  (hpf). 


Klippel-Feil  Syndrome: 
Case  Report 

B.  L.  Risk,  MD, 

Norfolk,  Virginia 

Childhood  friends  who  had  unusual  physical 
features  seem  to  maintain  a special  place  in 
our  memories.  I vividly  recall  one  such  friend  who 
bore  the  brunt  of  such  descriptive  nicknames  as, 
“Froggy”,  “No  Neck”,  and  “Turtle”.  I now  real- 
ize he  was  afflicted  with  the  Klippel-Feil  syndrome, 
and  I wonder  how  he’s  doing  and  if  he  had  any  of 
the  various  systemic  anomalies  associated  with  this 
malady. 

In  1912,  Maurice  Klippel  and  Andre  Feil  de- 
scribed the  case  of  a 46-year-old  French  tailor  who 
died  from  severe  nephritis  with  uremia  and  pneu- 
monia. The  patient  had  a short,  immobile  neck  and 
a lower  posterior  hairline.  Post-mortem  examina- 
tion revealed  massive  fusion  of  the  cervical  verte- 
bra and  upper  thoracic  vertebra.1  Since  then,  over 
300  cases  of  the  Klippel-Feil  syndrome  have  been 
reported,  and  a myriad  of  associated  anomalies 
have  been  noted  with  it.2 

A simple  synostosis  of  two  bodies  into  a block 
vertebra,  or  massive  fusion  of  several  vertebra,  as 
in  Klippel-Feil’s  original  patient,  is  the  most  com- 
mon feature.  The  most  frequent  sites  of  cervical 
fusion  are  C2,3  and  C5,6  levels.  Other  common 
features  include  flattening  and  widening  of  the 
involved  vertebral  bodies,  hemivertebra  and  absent 
disc  spaces.1  The  sagittal  and  transverse  diameters 
of  the  spinal  canal  are  usually  normal.2  Narrowing 
may  ensue  later  secondary  to  degenerative  changes 
associated  with  abnormal  dynamics.  Similar  abnor- 
malities may  occur  in  the  upper  thoracic  segments 
in  conjunction  with  abnormal  ribs. 

Significant  scoliosis  occurs  in  more  than  half  of 
Klippel-Feil  patients,  and  it  is  of  two  types:  congen- 
ital, due  to  the  vertebral  anomalies  and  growth 
patterns,  and  compensatory,  below  the  area  of 
vertebral  involvement. 

Females  more  often  have  the  associated  anomaly 
of  Springle’s  deformity,  which  is  predictable,  as  the 
scapula  and  cervical  vertebra  have  a common  me- 
soderma  origin  and  concomitant  embryogenic  de- 
velopment.1 Other  orthopedic  anomalies  include 
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cervical  rib,  or  odontoidium,  omovertebral  bone, 
absence  of  the  ulnar  and  asymmetry  of  the  head. 
Abnormalities  of  the  face,  particularly  cleft  palate, 
is  seen  in  15%  of  cases.1  Thoracic,  vertebral  and  rib 
deformities  may  be  severe,  encumbering  pulmonary 
function. 

The  original  Klippel-Feil  patient  died  from  renal 
failure,  and  the  association  incidence  with  genito- 
urinary anomalies  is  35%.  Complete  absence  of  the 
internal  genitalia,  unilateral  and  bilateral  renal  agen- 
esis, horse-shoe  kidneys,  double  collecting  sys- 
tems, tubular  ectasia,  kidney  malrotation,  renal 
ectopia,  and  vaginal  agenesis  or  dysgenesis  have  all 
been  reported.4 

Many  cardiovascular  defects  have  been  docu- 
mented in  Klippel-Feil  patients  but  the  most  com- 
mon is  ventricular  septal  defect,  either  alone  or  in 
association  with  other  defects.5  Thirty  per  cent  of 
patients  have  either  conductive  or  sensori-neural 
hearing  loss.1  Absence  of  the  semicircular  canals, 
malformations  of  the  ossicle  chain  and  other  major 
anomalies  of  the  cochlea,  vestibule,  semicircular 
canals  and  internal  auditory  meati  have  been  report- 
ed. 

Synkinesia  is  due  to  abnormal  cortico-spinal  tract 
decussation  and  is  not  uncommon  in  Klippel-Feil 
patients.1  Other  less  common  neurological  defects 
include  facial  nerve  paralysis,  abducent  paralysis, 
micro-cephaly,  hydrocephalus,  and  mental  retarda- 
tion. Traumatic  myelopathy  may  result  from  the 
unstable  mechanics  of  the  abnormal  cervical  spine. 

Intraspinal  intradural  epidermoids,  dermoids  and 
teratomas  occur  with  Klippel-Feil  syndrome  and 
extradural  hemangiolipomas  have  also  been  de- 
scribed.6 Syringomyelia  may  occur  alone  or  in 
association  with  the  above  neoplasms,  and  the 
following  case  is  an  example  of  such  association.7 

Case  Report 

A 30-year-old  nurse  presented  with  a one-month 
history  of  severe  pain  and  reduction  of  range  of 
motion  in  her  neck.  She  denied  any  muscular  or  gait 
disturbance  and  her  bladder  and  bowel  functions 
were  normal.  Valsalva  maneuvers  produced  radicu- 
lar pain  and  dysesthesia  into  the  right  neck  and 
shoulder. 

Past  medical  history  revealed  that  the  diagnosis 
of  a congenital  cervical  anomaly  had  been  made  at 
age  17,  following  a flexion  injury  in  gym  class.  Her 
mother  has  a similar  head/neck  configuration  but  no 
clinical  problems. 

Physical  examination  revealed  a short,  slightly 
obese  white  female,  who  sat  with  her  head,  neck 
and  torso  held  in  a fixed,  forward  pitched  position. 
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She  resisted  any  movement  of  the  head  and  neck. 
The  neck  was  short  with  broad  trapezius  span  and  a 
low  posterior  hairline.  The  chest  was  asymmetrical 
and  the  trunk  was  broad  and  short.  The  HEENT 
examination  was  normal.  Gynecological  and  uro- 
logical examinations  and  studies  were  normal.  Car- 
diovascular parameters  were  normal. 

Neurological  examination  revealed  hypalgesia  in 
the  upper  cervical  dermatomes  on  the  right  side. 
Deep  tendon  reflexes  were  hyperactive  but  no 
clonus  or  Babinski  responses  were  noted.  Cerebel- 
lar function  was  normal,  as  were  all  other  neurologi- 
cal parameters. 

X-rays  of  her  cervical  spine  revealed  massive 
fusion  with  only  one  mid-cervical  vestigial  disc 
space  (Figs.  1,2).  Fusion  of  the  upper  thoracic 
vertebra  in  conjunction  with  hypoplastic  ribs  on  the 
left  side  were  also  noted.  A pantopaque  myelogram 
demonstrated  an  intradural  obstruction  at  C3.  A 
metrizamide  enhanced  computer  tomographic 
study  of  the  area  delineated  an  anteriorly  positioned 
cystic,  globular  mass  at  Cl-3.  The  cranial  CT  scan 
was  normal,  and  angiography  revealed  no  abnormal 
vascularity  associated  with  the  intradural  mass. 

The  diagnosis  was  Type  1 Klippel-Feil  syndrome 
with  associated  syringomyelia2  and  an  intradural 
neoplasm. 

At  surgery,  a small  syrinx  in  the  posterior  midline 
of  the  cord  at  C5  was  found  with  a translucent  roof 
and  was  evacuated  by  removing  the  entire  roof.  No 
central  cord  communication  was  found.  The  anteri- 
or globular  mass  at  Cl-3  as  a 3xl-cm  extramedul- 
lary cystic  tumor.  It  was  removed,  using  microsur- 
gical  technique.  Pathological  diagnosis  was  dermoid 
cyst. 

Postoperatively  the  patient  progressed  very  well 
without  further  neurological  deficit  and  was  dis- 
charged in  one  week  with  good  resolution  of  her 
pain  syndrome.  One  year  postoperatively  the  pa- 
tient was  intact,  pain  free  and  continuing  in  full 
employment  as  a nurse. 

The  author  acknowledges  the  assistance  of  Steven  C. 
Hamel,  MD. 
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Fig.  1.  Massive  cervical  fusion:  lateral  view. 
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Fig.  2.  Multiple  anomalies  of  cervical  and  upper  thoracic 
spine:  AP  view 


Grand  Rounds: 

Non-Infectious  Thrombotic  Endocarditis 


From  the  Department  of  Medicine, 

Medical  College  of  Virginia/Virginia  Commonwealth  University. 
Case  Presentation  by  Stanley  B.  Schmidt,  MD. 
Discussion  by  A.  Jarrell  Raper,  MD. 


Presentation  oe  Case 

Dr.  Stanley  B.  Schmidt:  A 64-year-old  man  was 
admitted  in  late  January  1980  to  the  neurology 
service  of  the  Richmond  Veterans  Administration 
Medical  Center  with  a one-day  history  of  transient 
diplopia  and  weakness  in  his  right  arm.  There  was 
no  past  history  of  neurological  disease.  He  also 
described  a vague  history  of  crampy  epigastric  pain 
for  several  months,  relieved  by  antacids.  A docu- 
mented weight  loss  of  21  pounds  had  occurred  in 
four  months. 

Vital  signs  were  normal.  Physical  examination 
was  remarkable  chiefly  for  its  neurologic  aspects. 
The  weakness  in  his  right  arm  had  largely  resolved, 
but  he  did  have  a right  ptosis,  lateral  deviation  of  his 
right  eye,  and  a poorly  reactive  right  pupil.  The 
examination  was  otherwise  normal. 

Complete  blood  count  was  normal.  The  bilirubin 
was  1 .3  mg%;  liver  enzymes  were  normal  except  for 
a mildly  elevated  LDH.  Chest  x-ray  was  unremark- 
able except  for  changes  of  old  granulomatous  dis- 
ease; he  had  been  on  isoniazid  (INH®)  and  etham- 
butol  treatment  for  about  a year. 

Address  correspondence  to  Dr.  Raper  at  Box  105, 
MCV  Station,  Richmond  VA  23298. 
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Initial  CT  brain  scan  was  normal,  and  lumbar 
puncture  showed  normal  CSF  pressure,  protein, 
and  microscopic  examination.  Two  days  later,  he 
was  found  to  be  mute,  with  recurrent  weakness  in 
the  right  face  and  right  arm.  Repeat  CT  scan  now 
showed  a new  left  frontoparietal  infarct.  He  was 
begun  on  heparin  and  dexamethasone. 

His  neurologic  status  was  stable  for  the  following 
week,  but  he  became  progressively  jaundiced,  and 
his  bilirubin  climbed  progressively.  Transaminases 
rose  gradually,  as  did  his  LDH  and  alkaline  phos- 
phatase. Sonogram  of  the  liver  was  performed  on 
the  fifteenth  hospital  day  and  showed  multi-nodular 
masses  throughout  the  liver,  highly  suggestive  of 
metastatic  tumor.  The  biliary  tract  seemed  nonob- 
structed.  The  pancreas  was  normal. 

A day  later  he  became  unresponsive,  was  found 
in  bed  with  a blood  pressure  of  60  and  a fever  of 
102°.  Stool  was  heme  positive.  An  EKG  showed 
changes  compatible  with  acute  anterior  myocardial 
infarction.  He  was  transferred  that  evening  to  the 
intensive  care  unit  and  was  treated  for  presumed 
sepsis  and  myocardial  infarction.  In  spite  of  this,  he 
remained  totally  unresponsive  and  hypotensive  and 
died  12  hours  after  transfer.  An  autopsy  was  per- 
formed. 

Major  findings  were  those  of  a carcinoma  involv- 
ing the  tail  of  the  pancreas,  with  metastases  to  the 
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intraabdominal  nodes,  colonic  obstruction,  diffuse 
involvement  of  the  liver  with  metastases  and  metas- 
tases  also  to  the  lung  (Fig.  1).  There  was  evidence 
as  well  of  “marantic  endocarditis”  involving  the 
mitral  and  aortic  valve  (Figs.  2,3).  Emboli  were 
present  in  the  coronary  arteries;  the  coronaries 
were  free  of  atherosclerotic  disease.  Kidney  emboli 
and  multiple  emboli  to  several  regions  in  the  brain 
were  also  present. 

Question:  Was  he  cachectic? 

Dr.  Schmidt:  No,  he  was  not.  He  was  well- 
developed,  but  his  weight  was  135  pounds.  He 
looked  to  be  in  pretty  good  shape. 

Discussion 

Dr.  A.  Jarrell  Raper:  Non-bacterial  thrombotic 
endocarditis  (NBTE)  is  the  current  name  for  this 
entity.  Sometimes  the  synonym  marantic  endocar- 
ditis is  used.  There  are  older  synonyms:  cachectic 
endocarditis,  degenerative  verrucous  endocarditis 
and  endocarditis  simplex.  This  area  was  clarified  by 
Dr.  Libman  in  the  early  AOs;  in  his  article,  various 
types  of  endocarditis  were  described1.  He  grouped 
all  of  the  above  into  non-bacterial  thrombotic  endo- 
carditis as  all  these  synonyms  appeared  to  describe 
the  same  condition.  Actually,  it  is  noninfectious 
thrombotic  endocarditis. 

In  non-bacterial  thrombotic  endocarditis,  there 
are  usually  multiple  nodules  along  the  lines  of 
closure  of  the  valves,  although  they  can  be  single. 
The  largest  reported  one  was  20  mm  in  size.  More 
often  they  are  1-2  mm  to  5-7  mm  in  diameter. 
Healed  lesions  can  be  present;  these  are  represent- 
ed by  fibrous  tabs  at  the  valve  edge. 

As  to  the  histopathology  it  was  thought  at  one 
time  that  the  vegetation  was  a collagenous  excres- 
cence from  the  valve  itself,  an  outgrowth  from  the 
valve.  It  is  not;  electron  microscopy  has  shown  that 
the  vegetation  does  not  contain  collagen.  It  is  made 
up  of  fibrin,  and  platelets  are  trapped  within  the 
fibrin  matrix.  This  is  very  similar  to  an  arterial 
thrombus,  a white  clot  of  fibrin  and  platelets,  as 
might  occur  in  a raw,  poorly  endothelialized  arterial 
surface.  The  vegetation  itself  is  very  bland,  as  is  the 
valve  tissue  immediately  under  the  vegetation. 
There  are  no  inflammatory  cells  in  the  valve  tissue 
itself  under  the  vegetation,  nor  in  the  vegetation 
itself.  No  organisms  are  seen  on  appropriate  stain- 
ing. Valve  destruction  does  not  occur.  All  of  this,  of 
course,  is  very  different  from  infectious  endocardi- 
tis. 

These  vegetations  are  not  endothelialized.  The 
fibrin-platelet  clump  is  exposed  to  the  very  vigorous 


fig.  1.  En  bloc  section  of  liver,  pancreas,  pancreatic 
ducts,  duodenum.  Extensive  tumor  involvement  of  pancre- 
atic and  peri-pancreatic  areas,  and  metastases  in  liver. 


Fig.  2.  Mitral  valve.  Numerous  vegetations,  mostly  on 
mitral  valve  cusp  edges. 


Fig.  3.  Aortic  valve.  Numerous  irregular  vegetations  in- 
volving all  three  cusps,  but  valve  tissue  not  eroded. 
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pulsatile  ventricular  blood  stream  and  therefore  is 
liable  to  break  off  at  any  moment  to  form  systemic 
emboli. 

The  valves  underneath  the  vegetations  are  usual- 
ly thickened  to  some  degree.  This  age-related  thick- 
ening occurs  in  the  aortic  and  mitral  valves,  which 
are  subjected  to  systemic  pressure  during  the  pa- 
tient's lifetime.  This  thickening  does  not  occur  on 
the  pulmonic  side;  pulmonary  and  tricuspid  valves 
remain  thin  and  pliable  for  a lifetime  unless  the 
patient  develops  pulmonary  hypertension. 

These  vegetations  occur  almost  exclusively  on 
the  mitral  and/or  aortic  valves,  sometimes  on  both. 
Never,  or  almost  never,  is  the  pulmonic  valve  or 
tricuspid  valve  involved.  It  appears  that  the  under- 
lying age-related  thickening  that  occurs  in  the  aortic 
and  mitral  valves  may  somehow  set  the  stage4. 

The  lesions  are  always  located  in  those  portions 
of  the  valves  that  are  exposed  to  the  moving  blood 
stream:  on  the  ventricular  surface  of  the  aortic 
valve  leaflets  and  on  the  atrial  surface  of  the  mitral 
leaflets.  They  do  not  occur  where  the  flow  is 
sluggish,  but  where  the  blood  is  moving  rapidly. 
The  lesions  are  uncommon  but  did  show  up  in  2.4% 
of  a consecutive  series  of  3,404  autopsies  in  a 
general  population/  The  incidence  does  increase 
with  age;  in  those  who  were  less  than  60  years  old, 
it  occurred  in  0.8%  and  in  those  who  were  over  70 
years  old,  it  occurred  in  3.5%\ 

There  are  inconstant  associations  with  malignan- 
cy and  the  malignancy-related  autopsies  (4.4%);  in 
non-malignant  autopsies,  however,  it  was  present  in 
1.3%.  Non-malignant  diseases  include  tuberculosis, 
bacterial  pneumonia,  emphysema,  severe  life- 
threatening  pyelonephritis,  non-endocarditic  heart 
disease,  and  pulmonary  emboli.  There  is  an  inter- 
esting association  with  thrombophlebitis.  The  asso- 
ciated illness  is  not  necessarily  chronic;  the  shortest 
clinical  course  found  was  one  day,  in  which  the 
patient  presented  previously  well,  with  an  acute 
cerebral  embolus.  Though  the  condition  is  age- 
related,  the  youngest  patient  reported  that  1 could 
find  was  18  years  old. 

Clinical  manifestations  of  this  entity  are  scant. 
Most  patients  have  at  least  a systolic  murmur,  often 
apical,  sometimes  along  the  left  sternal  border, 
usually  ejection  in  quality  (systolic,  crescendo-de- 
crescendo). The  murmur  of  aortic  insufficiency  can 
occur  rarely,  when  vegetations  are  big  enough  to 
"splint”  the  aortic  valve  open. 

These  vegetations  have  been  suspected  as  a nidus 
for  endocarditis.  Bacterial  endocarditis  is  thought 
to  form  when  you  have  some  part  of  the  body, 
perhaps  a thickened  abnormal  valve,  that  is  under 


abnormal  hemodynamic  stress  or  else  is  not  ade- 
quately protected  by  the  body's  capillary  network. 
This  certainly  meets  that  description. 

Emboli  obviously  can  occur,  as  in  this  case. 
Cerebral  emboli  are  fairly  common  in  the  papers 
reviewed.  In  some  series  up  to  10%  of  cerebral 
emboli  were  caused  by  this  lesion.  This  may  be  the 
presenting  symptom  and  can  be  a cause  for  clinical 
confusion,  with  the  false  impression  that  the  patient 
(sometimes  with  known  cancer)  has  developed  a 
metastasis.  Multi-organ  damage  may  occur.  Most  of 
the  frank  clinical  damage  is  cerebral;  however,  15% 
of  autopsies  in  non-bacterial  thrombotic  endocardi- 
tis had  multiple  organ  damage,  often  not  clinically 
apparent. 

The  emboli  are  usually  small  and  lodge  in  the  far 
distal  arterial  radicals  of  the  heart,  kidney,  brain. 
They  may  show  up  in  the  fingers  as  discrete  purpu- 
ric areas;  skin  infarctions  can  occur  on  the  palms, 
fingertips  or  soles.  There  is  obviously  a chance  here 
of  confusion  with  subacute  bacterial  endocarditis, 
particularly  if  your  patient  has  a source  of  fever  that 
is  non-cardiac  in  nature  and  a vegetation  is  seen  on 
echocardiographic  exam,  or  if  there  is  an  important 
heart  murmur. 

Clinical  suspicion  is  important  in  making  the 
diagnosis.  In  the  past,  the  diagnosis  was  almost 
exclusively  an  autopsy  diagnosis;  however,  diagno- 
sis in  the  living  patient  is  possible  now.  The  vegeta- 
tions can  be  suspected  on  M-mode  cardiac  echocar- 
diogram and  sometimes  show  quite  starkly  on 
2-dimensional  echocardiogram.  Vegetations  down 
to  about  2 mm  in  diameter  can  be  resolved  under 
ideal  conditions.  The  2-D  type  of  echocardiography 
is  dependent  on  the  skill,  experience  and  wisdom  of 
the  echocardiographer.  A healthy  skepticism  is 
needed. 

Clinical  diagnosis  is  tenable  in  a patient  who  does 
not  have  fever,  who  has  negative  blood  cultures, 
and  who  has  vegetations  demonstrated  on  2-D 
echocardiogram.  Seriously  ill  patients  occasionally 
do  not  have  fever  when  they  have  subacute  bacteri- 
al endocarditis,  at  least  for  some  short  time. 

An  alternate  method  of  diagnosis  might  be  histo- 
logical analysis  of  the  embolus  itself.  Emboli  some- 
times occur  in  an  accessible  artery.  The  operation 
to  remove  an  accessible  embolus  is  extremely  sim- 
ple, tolerated  very  well,  and  is  often  done  under 
local  anesthesia  (Fogarty  procedure).  The  embolus 
should  be  properly  analyzed  and  may  be  a clue  to 
the  diagnosis  distinguishing  an  infectious  from  a 
non-infectious  problem.  Unfortunately,  chances  to 
do  this  are  rare  because  the  emboli  are  usually 
small.  Concluded  on  page  526. 
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ONE  FOR  ALL -One  tablet  treats  pinworm 
in  any  patient,  regardless  of  age  or  body  weight.* 
Obviates  need  to  calculate  individual  dosages. 

A single  tablet  eradicates  pinworm  in  95%  of  patients. 

‘Contraindicated  in  pregnant  women  and  in  persons  who  have  shown  hypersensitivity  to  the  drug. 
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The#l  anthelmintic  for  pinworms  and  many  other  worm  infestations 

Please  see  complete  Prescribing  Information  on  adjacent  page. 
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VERMOX 

(mebendazole) 


DESCRIPTION  VERMOX  (mebendazole)  is  methyl  5-benzoylbenzimida- 
zole-2-carbamate. 

ACTIONS  VERMOX  exerts  its  anthelmintic  effect  by  blocking  glucose 
uptake  by  the  susceptible  helminths,  thereby  depleting  the  energy  level  until  it 
becomes  inadequate  for  survival.  In  man,  approximately  2%  of  administered 
mebendazole  is  excreted  in  urine  as  unchanged  drug  or  a primary  metabolite. 
Following  administration  of  100  mg  of  mebendazole  twice  daily  for  three 
consecutive  days,  plasma  levels  of  mebendazole  and  its  primary  metabolite, 
the  2-amine,  never  exceeded  0.03  gg/ml  and  0.09  fig/ml,  respectively. 

INDICATIONS  VERMOX  is  indicated  for  the  treatment  of  Trichuris  in- 
chiura  (whipworm),  Enlerobius  vermicularis  ( pinworm),  Ascaris  lumbricoides 
(common  roundworm).  Ancylostoma  duodenale  (common  hookworm), 
Necalor  americanus  (American  hookworm)  in  single  or  mixed  infections. 
Efficacy  varies  as  a function  of  such  factors  as  pre-existing  diarrhea  and 
gastrointestinal  transit  time,  degree  of  infection  and  helminth  strains. 
Efficacy  rates  derived  from  various  studies  are  shown  in  the  table  below: 

Common 


Whipworm 

Roundworm 

Hookworm 

Pinworm 

cure  rales 

mean 

68% 

98% 

96% 

95% 

(range) 

(61-75%) 

(91-100%) 

- 

(90-100%) 

egg  reduction 

mean 

93% 

99.7% 

99.9% 

— 

(range) 

(70-99%) 

(99.5%-100%) 

- 

- 

CONTRAINDICATIONS  VERMOX  is  contraindicated  in  pregnant  women 
(see  Pregnancy  Precautions)  and  in  persons  who  have  shown  hypersensitivity 
to  the  drug. 

PRECAUTIONS  PREGNANCY:  VERMOX  has  shown  embryotoxic  and 
teratogenic  activity  in  pregnant  rats  at  single  oral  doses  as  low  as  10  mg/kg. 
Since  VERMOX  may  have  a risk  of  producing  fetal  damage  if  administered 
during  pregnancy,  it  is  contraindicated  in  pregnant  women. 

PEDIATRIC  USE  The  drug  has  not  been  extensively  studied  in  children 
under  two  years;  therefore,  in  the  treatment  of  children  under  two  years  the 
relative  benefit/risk  should  be  considered. 

ADVERSE  REACTIONS  Transient  symptoms  of  abdominal  pain  and 
diarrhea  have  occurred  in  cases  of  massive  infection  and  expulsion  of  worms. 

DOSAGE  AND  ADMINISTRATION  The  same  dosage  schedule  applies  to 
children  and  adults.  The  tablet  may  be  chewed,  swallowed  or  crushed  and 
mixed  with  food.  For  the  control  of  pinworm  (enterobiasis),  a single  tablet  is 
administered  orally,  one  time.  For  the  control  of  common  roundworm 
(ascariasis),  whipworm  (trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered. orally,  morning  and  evening,  on  three  consecutive 
days.  If  the  patient  is  not  cured  three  weeks  after  treatment,  a second  course  of 
treatment  is  advised.  No  special  procedures,  such  as  fasting  or  purging,  are 
required. 

HOW  SUPPLIED  VF.R  MOX  is  available  as  chewable  tablets,  each  contain- 
ing 100  mg  of  mebendazole,  and  is  supplied  in  boxes  of  twelve  tablets. 
VERMOX  (mebendazole)  is  an  original  product  of  Janssen  Pharmaceutica, 
Belgium 
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Little  has  been  reported  on  treatment  and  preven- 
tion. Since  the  histopathology  of  this  lesion  is  very 
close  to  that  seen  in  material  collecting  around 
prosthetic  valves  and  in  atherosclerotic  arteries, 
anti-platelet  and  anti-thrombotic  measures  should 
help.  These  are  aspirin  and/or  dipyridamole  and/or 
warfarin  anticoagulation,  or  heparin  anti-coagula- 
tion. The  warfarin  or  heparin  would  suppress  the 
fibrin  component  of  the  vegetation,  and  the  aspirin 
and/or  dipyridamole  would  suppress  the  platelet 
component  of  the  vegetation. 

In  summary,  this  lesion  is  often  unsuspected,  can 
cause  important  embolic  events,  can  be  clinically 
diagnosed,  and  should  be  amenable  to  treatment. 

Question:  Is  there  an  independent  relation  to 
age  or  just  to  cancer? 

Dr.  Raper:  The  data  were  not  analyzed  that  way. 
The  incidence  of  cancer  rose  with  age  as  you  would 
expect  it  to. 

Question:  Are  these  patients  usually  cachectic? 

Dr.  Raper:  That  was  specifically  looked  at  in  one 
of  the  series;  35-40%  could  not  be  described  as 
cachectic. 

Question:  What  cancers  are  seen  in  this  condi- 
tion? 

Dr.  Raper:  Most  cancers  are  represented.  There 
is  a very  strong  representation  of  cancer  of  the 
female  genital  tract  and  breast  cancer,  also  lung 
cancer.  As  a broad  category,  the  biggest  single 
group  is  gastrointestinal  cancer  and  within  that,  the 
most  common  is  cancer  of  the  pancreas. 

Appreciation  for  the  illustrations  is  expressed  to  the 
Department  of  Pathology,  Veterans  Administration  Medi- 
cal Center,  Richmond. 
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“Are  the  opinions  so  different?” 


Through  the  Letters  to  the  Editor  published  in 
this  issue  and  the  editorial  published  in  May, 
the  readership  of  Virginia  Medical  has  been 
given  ample  opportunity  to  sample  an  apparent 
diversity  of  viewpoints  in  regard  to  nuclear  arma- 
ment/disarmament and  involved  medical  responsi- 
bility. Are  the  opinions  really  so  different? 

Certainly,  no  one  wishes  nuclear  war.  With  this 
premise,  the  opinions  vary  only  as  to  how  preven- 
tion of  nuclear  war  can  be  accomplished.  The 
hawks  favor  an  American  nuclear  arms  buildup, 
weapon  for  weapon,  to  mutch  that  of  the  Soviet 
Union.  On  the  other  hand,  the  Physicians  for  Social 
Responsibility  favor  disarmament  but  not  a unilat- 
eral one.  However,  the  statement  by  Doctors  Al- 
pern  and  Gorman  in  the  May  editorial  that  “realistic 


medical  response  to  an  all-out  nuclear  war  is  impos- 
sible” has  drawn  sharp  rebuttal  from  Dr.  Warren 
Koontz.  Perhaps  the  key  word  here  is  “all-out.” 
Bilateral  disarmament  is  ideal;  unilateral  disarma- 
ment is  unacceptable.  If  bilateral  disarmament  is 
not  possible,  a weapon-for-weapon  buildup  may  be 
necessary.  Under  any  circumstances,  however, 
there  must  be  a contingency  medical  response  to 
nuclear  attack  with  the  assumption  that  such  an 
attack  will  not  be  completely  successful.  One  of  the 
possibilities  not  suggested  by  any  of  the  writers  is 
nuclear  attack  with  one  or  two  warheads  by  an 
unstable  nation.  An  example:  Libya. 

Edwin  L.  Kendig,  Jr.,  MD 
1.  Alpern  FP,  Gorman  JD:  Preventive  medicine.  Va  Med 
109:345-346,  1982 


On  Doctors  and  Doctoring 


Being  a physician  is,  in  my  view,  the  greatest 
honor  and  privilege  a person  can  attain.  I 
believe  that  we  are  the  chosen  few.  I can  think  of  no 
profession  or  avocation  in  which  the  rewards  are  as 
great,  and  the  intellectual  stimulation  as  enduring. 

Presented  at  a symposium  on  “Medicine,  a High  Risk 
Profession”  during  the  University  Hour  at  the  University 
of  Virginia  Medical  Center  on  December  9,  1981. 


Despite  what  is  reported  in  various  public  opinion 
surveys,  most  doctors  are  held  in  high  esteem  by 
their  patients  and  the  community.  Their  financial 
rewards  continue  to  be  among  the  highest  in  our 
society.  But  I think  the  greatest  satisfaction  comes 
from  being  constantly  involved  in  an  always  chang- 
ing, always  stimulating,  usually  challenging  activi- 
ty. If  the  day  goes  well,  I can  be  proud.  If  it  goes 
badly,  I can  hope  that  I can  profit  by  my  errors  and 
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improve  the  effort  next  time.  To  quote  Dr.  Eugene 
Stead,1  “Even  if  I know  that  God  did  the  curing,  I 
know  that  I helped  keep  the  devil  away  during  the 
period  of  despair”.  This  feeling  of  personal  service 
can  be  attained  in  no  other  profession. 

There  are  of  course  some  problems.  To  quote  Dr. 
Stead  again,  “Medicine  is  a demanding  mistress.  If 
the  physician  becomes  intolerant  of  the  demands, 
the  affair  will  be  short  lived”.  A good  physician 
must  accept  that  medicine  is  a service  profession 
and  that  demands — some  reasonable  and  many  un- 
reasonable— will  be  made  on  him  constantly.  A 
physician's  service  is  himself—  his  presence — his 
knowledge — his  compassion — his  skill.  Because  of 
these  demands,  which  often  cannot  be  delegated  to 
others,  he  may  get  mixed  up  as  to  whether  life  is 
had  or  life  is  hard.  Life  is  sometimes  hard  but  only 
bad  if  we  allow  it  to  be  so.  An  ability  to  accept  the 
demands  of  the  life  of  a physician  is  a prerequisite 
to  a happy  life  as  a doctor.  Fortunately  for  most  of 
us,  the  demands  of  our  mistress  are  not  excessive 
and  our  affair  continues  for  life. 

As  has  been  documented  by  the  surveys  of  Dr. 
Mawardi2,  the  most  frequently  noted  problem  in  the 
practice  of  medicine  is  time — or  better,  the  lack  of 


it.  Within  a few  years  or  so  of  starting  practice,  the 
sometimes  overwhelming  number  of  demands  for 
service  jammed  into  too  small  a time  frame  be- 
comes the  overriding  concern  for  many  practition- 
ers. The  clock  becomes  one’s  biggest  enemy,  and 
the  press  of  practice  often  precludes  spending  ade- 
quate time  with  patients  and  proper  problem  analy- 
sis, so  that  much  of  what  is  done  is  based  on 
experience,  hunches,  intuition,  or  healing  by  faith. 
Important  correlaries  of  the  time  problem  are  the 
difficulties  involved  in  keeping  up  to  date  on  new 
advances  in  medicine  and  the  inadequate  amount  of 
time  and  energy  available  for  family  and  interper- 
sonal relationships.  I measure  the  amount  of  materi- 
al in  journal  form  that  arrives  in  my  office  daily  in 
inches,  not  pages,  and  the  daily  average  is  about 
two  inches.  One  is  forced  to  read  compulsively  at 
the  expense  of  other  activities  or  feel  hopelessly  left 
out  of  the  mainstream  of  modern  medicine. 

Family  and  normal  interpersonal  relationships 
may  suffer.  Often  the  busy  physician  finds  himself 
so  jealous  of  his  few  moments  of  free  time  that  he 
cannot  really  involve  himself  in  family  activities.  As 
a result,  family  relationships  may  wither.  Clearly, 
an  understanding  spouse  and  children  who  are 
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“Wilderness”  (circa  1770),  Buckingham  County,  Virginia.  By  M.  A.  Pennington,  MD. 
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capable  of  developing  satisfying  independent  inter- 
ests are  second  prerequisites  for  a happy  life  as  a 
physician. 

There  is  no  question  in  my  mind  that  one  of  the 
major  causes  of  physician  burnout  is  lack  of  free 
time  for  recreation,  or  re-creation  of  energy  and 
zest  for  professional  problems.  Fortunately,  the 
current  spread  of  partnership  and  clinic  concepts  of 
medical  practice  is  relieving  these  pressures  and.  in 
particular,  allowing  more  time  for  physicians  and 
their  families.  This  has  truly  changed  the  practice  of 
medicine. 

In  my  opinion,  such  physician  complaints  as  too 
many  regulations,  too  much  paperwork,  too  much 
peer  review,  etc.,  are  minor  problems  easily  solved 
by  hiring  adequate  help  and  remaining  a competent 
physician.  The  fear  of  malpractice  often  mentioned 
these  days  is  real  but  probably  overemphasized  and 
overreacted  to  by  doctors.  In  our  modern  society, 
the  threat  of  malpractice  will  not  go  away,  but  it  can 
be  lived  with  by  doing  one’s  best  and  developing 
good  patient  and  family  relationships.  Most  suits 
are  based  at  least  in  part  on  inadequate  doctor- 
patient-family  rapport  and  mutual  respect — often 
related  to  the  old  problems  of  time  and  hurry. 

The  problem  of  mid-career  boredom  or  ennui  can 
be  a serious  one.  Many  physicians  go  through 
periods  in  their  professional  lives  when  the  chal- 
lenges of  practice  seem  less  exciting  and  the  de- 
mands for  routine  services  overwhelming.  Most 
survive  these  episodes  without  harm;  one  solution 
has  been  to  look  for  new  areas  of  interest  and  new 
projects.  Frequently  these  new  projects  become 
major  professional  activities.  Stable  physicians  will 
realize  that  life  cannot  always  be  full  of  the  "big 
medicine"  of  the  house  staff'  years  and  that  most  of 
life’s  problems  do  not  require  cardiac  catheters  or 
megavoltage  X-ray  therapy.  As  time  goes  on,  physi- 
cians recognize  that  they  get  most  pleasure  from 
treating  patients,  not  diseases.  Boredom  should  not 
be  a problem  to  a wise  physician.  Basically,  we 
cause,  or  allow,  most  of  the  things  that  happen  to 
us,  and  recognition  of  dissatisfaction  can  usually 
lead  to  attainable  modifications  in  our  lives  that  will 
solve  the  problems.  Most  real  dissatisfaction  and 
unhappiness  comes  from  failure  to  make  these 
modifications  in  the  factors  that  make  the  day 
enjoyable.  The  doctor  fails  to  "heal  himself". 

Mid-career  problems  in  physicians  have  raised 
another  question.  Is  the  practice  of  medicine  ulti- 
mately so  dull  and  removed  from  our  educational 
backgrounds  that  we  must  make  major  changes  in 
pre-medical  and  medical  school  curricula?  Or  is  the 
recognized  high  incidence  of  drug  abuse,  alcohol- 


ism, suicide,  and  mid-life  career  change  among 
doctors  a predictable  reaction  of  a certain  propor- 
tion of  people  unsuited  to  a life-long  situation  of 
stress?  My  feeling  is  that  well-adjusted  physicians 
who  can  accept  the  demands  of  the  practice  of 
medicine  and  adjust  to  their  changing  roles  in  the 
spectrum  of  medical  care  as  the  years  go  by  (i.e. , 
less  involvement  in  big  medicine,  which,  because  of 
explosive  technological  changes,  must  be  relegated 
largely  to  the  younger  and  newly  trained  physi- 
cians) have  no  more  than  normal  problems  with 
drugs,  ill  health,  etc.  In  fact,  I have  observed  in  my 
many  contacts  with  physicians  as  patients  that  the 
great  majority  of  doctors  have  unusual  mental  and 
physical  health  and  stability. 

1 think  that  more  attention  should  be  paid  to  pre- 
medical school  personality  evaluation  in  an  effort  to 
screen  suitable  candidates.  1 would  not  advocate 
major  changes  in  the  medical  school  curriculum  or 
postgraduate  training.  Diagnosis  and  therapy  in- 
volve manipulation  of  data,  and  unless  the  physi- 
cian can  accumulate  and  evaluate  data,  he  cannot 
practice  scientific  medicine.  There  can  be  no  let- 
down in  the  emphasis  on  knowledge  and  on  the 
need  to  learn  during  medical  school,  training,  and 
throughout  life.  More  emphasis  on  arts  and  human- 
ities in  college  and  medical  school  would  be  helpful 
in  creating  more  well-rounded  physicians,  but  I 
think  that  the  person,  more  than  the  education  will 
determine  the  happy  and  successful  physician.  1 
believe  that  major  efforts  should  be  made  to  recog- 
nize those  pre-med  and  medical  students  whose 
personalities  and  emotional  makeup  suggest  that 
the  demands  and  stresses  of  the  practice  of  medi- 
cine may  precipitate  depression  and  unhappiness 
later  in  life. 

To  close  with  another  quote  from  Dr.  Stead,  "A 
good  clinician  ceases  to  make  a distinction  between 
work  and  play.  A child  equates  play  with  good,  and 
work  with  bad.  When  a physician  does  this,  clinical 
medicine  becomes  intolerable  for  him."  We  must 
learn  to  recognize  such  persons  early  on  in  medical 
careers  to  assure  the  satisfying  life  that  the  practice 
of  medicine  may  bring. 

Thomas  L.  Gorsuch,  MD 

Professional  Center,  Thirteenth  and  Magnolia 
Waynesboro  VA  22980 

1.  Wagner  GS,  Cebe  B,  Rozear  MP:  E.  A.  Stead,  Jr.: 
What  This  Patient  Needs  Is  a Doctor.  Durham,  North 
Carolina,  Carolina  Academic  Press,  1978 

2.  Mawardi  BH;  Satisfaction,  dissatisfaction,  and  causes 
of  stress  in  medical  practice.  JAMA  241:1483-1486, 
1979 
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A Symbol  of  Quality  Care 


Since  1938, 
people  have 
relied  on  the 
Clinch  Valley  Clin- 
ic for  medical  and  sur- 
gical care.  We're  now  a 
group  of  22  physicians 
who  practice  a spectrum 
of  medical  specialties 
and  serve  more  than 
100,000  patients  in  Vir- 
ginia, West  Virginia,  Ken- 
tucky, and  Tennessee. 

Today,  we  introduce  our 
symbol  — the  dove  — re- 
flecting our  commitment 
to  provide  patients  with  the 
dove's  traditional  sense 
of  well-being  and  security 
We  also  adopt  The  Clin- 
ic as  our  official  name  — 
a name  that  has  become 


synonymous 
with  quality 
medical  care  in 
Southwest  Virginia. 

And  in  an  effort  to  pro- 
vide the  best  possible 
care,  we  are  constructing 
a 43,000  sciuare  feet 
medical  facility  which  will 
offer  the  most  modern 
and  complete  clinic  in  the 
Eastern  United  States. 

Southwest  Virginia  and 
The  Clinic  are  growing. 
And  we're  looking  for  out- 
standing  young  physi- 
cians to  grow  with  us. 
Contact  Joseph  S.  Ser- 
reno.  Administrator, 
Clinch  Valley  Physicians, 
Inc.  for  more  information 
on  opportunities  with  us. 


Working  for  a Healthier  Tomorrow 
P O.  Box  CVPI  Richlands,  Virginia  24641  703  964-6771 
Operated  by  Clinch  Valley  Physicians,  Inc. 


VIRGINIA  MEDICAL  OBITUARY 


Paulus  C.  Taylor,  MD 

Dr.  Paulus  C.  Taylor,  for  23  years  a general 
practitioner  in  Emporia,  died  May  25  in  an  Emporia 
hospital  at  the  age  of  62.  Ill  health  had  forced  his 
retirement  late  last  year. 

A native  of  Burkeville,  Dr.  Taylor  was  graduated 
in  1940  from  the  Hampton  Institute  and  in  1956  from 
the  Medical  College  of  Virginia,  where  he  also 
performed  his  internship  and  residency. 

Commissioned  a second  lieutenant  during  World 
War  II,  Dr.  Taylor  served  with  the  Air  Force  in 
Italy  and  at  Travis  Air  Force  Base,  California,  and 
was  discharged  with  the  rank  of  major. 

Dr.  Taylor  had  served  for  eight  years  on  the 
Virginia  Mental  Health  and  Mental  Retardation 
Board  and  had  been  a member  of  the  Emporia 
School  Board.  He  came  to  membership  in  The 
Medical  Society  of  Virginia  through  the  Southside 
Virginia  Medical  Society  and  belonged  also  to  the 
American  Medical  Association. 


Mallory  S.  Andrews,  MD 

Dr.  Mallory  Sinclair  Andrews,  a past  president  of 
the  Norfolk  Academy  of  Medicine,  died  June  6 in 
his  Newport  News  home.  He  was  81  years  old  and 
had  retired  from  practice. 

A native  of  Newport  News,  Dr.  Andrews  was  a 
1925  graduate  of  the  University  of  Virginia  School 
of  Medicine  and  trained  at  Norfolk  General  Hospi- 
tal. He  then  entered  the  practice  of  surgery  in 
Norfolk  and  became  president  of  staff  of  both 
Norfolk  General  and  DePaul  Hospitals. 

He  had  been  a member  of  The  Medical  Society  of 
Virginia  for  almost  50  years  and  belonged  also  to 
the  American  and  Southern  Medical  Associations, 
the  Southeastern  Surgical  Congress  and  the  Indus- 
trial Medical  Association. 


Edmund  M.  LaPrade,  MD 

Dr.  Edmund  Moseley  LaPrade,  Richmond  otolar- 
yngologist, died  on  April  28  in  a Richmond  hospital. 
He  was  70  years  old. 


A Richmond  native.  Dr.  LaPrade  was  graduated 
from  the  University  of  Richmond  and  the  Medical 
College  of  Virginia.  Upon  completion  of  graduate 
studies  and  residency  training  in  Brooklyn,  New 
York,  he  established  his  practice  in  Richmond. 
During  World  War  II,  Dr.  LaPrade  served  in  the  US 
Army  Medical  Corps,  attaining  the  rank  of  major. 

A member  of  the  American  Medical  Association, 
Dr.  LaPrade  came  to  membership  in  The  Medical 
Society  of  Virginia  in  1938  through  the  Richmond 
Academy  of  Medicine. 

Snowden  C.  Hall,  Jr.,  MD 

Dr.  Snowden  C.  Hall,  Jr.,  long  an  internist  in 
Danville,  died  April  17  at  the  age  of  78  years. 

Dr.  Hall  was  graduated  from  the  Harvard  Univer- 
sity Medical  School  and  trained  at  Boston,  Massa- 
chusetts, City  Hospital.  He  came  to  membership  in 
The  Medical  Society  of  Virginia  45  years  ago 
through  the  Danville-Pittsylvania  Medical  Society 
and  belonged  also  to  the  American  College  of 
Physicians. 

A son.  Dr.  Snowden  C.  Hall  III,  is  an  internist 
practicing  in  Richmond. 

Milton  C.  Richards,  MD 

Dr.  Milton  Cardwell  Richards,  71  years  old,  died 
at  his  Richmond  home  on  June  3.  He  had  retired  in 
1971  from  the  practice  of  obstetrics/gynecology  and 
surgery. 

A Richmond  native,  Dr.  Richards  was  a 1937 
graduate  of  the  Medical  College  of  Virginia  and 
trained  at  Grace  Hospital  in  Richmond.  He  prac- 
ticed in  Goldsboro,  North  Carolina,  before  estab- 
lishing a private  practice  in  Richmond.  He  had 
served  as  physician  for  the  Richmond  Fire  Bureau, 
the  Richmond  city  jail,  the  Virginia  Department  of 
Corrections  and  the  Ethyl  Corporation. 

Dr.  Richards  had  been  a member  of  The  Medical 
Society  of  Virginia  since  1945  and  belonged  also  to 
the  Richmond  Academy  of  Medicine,  American 
Medical  Association  and  American  Society  of  Ab- 
dominal Surgeons. 
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WHO’S  WHO 


His  working  hours  find  Dr.  Ar- 
nold B.  Popkin  of  Charlottesville 
conducting  a flourishing  ophthal- 
mological  practice.  But  during  his 
playing  hours,  he  bows  to  the  con- 
ducting of  others. 

For  example,  he  was  both  piano 
and  violin  soloist  with  the  Univer- 
sity of  Virginia  String  Orchestra 
during  its  spring  concert  under  the 
baton  of  Charles  Tobermann.  It 
was  no  amateurish  affair,  but  a 
virtuoso  program  of  works  for  the 
violin  by  Bartok,  Mozart  and  El- 
gar, topped  oft'  with  a Bach  piano 
concerto. 

Dr.  Popkin  has  been  practicing 
the  piano  a lot  longer  than  ophthal- 
mology. His  piano  lessons  began 
when  he  was  3 and  violin  lessons 
were  added  at  age  7,  all  under  the 
supervision  of  his  father,  a Tren- 
ton, New  Jersey,  businessman  who 
also  taught  violin  and  played  part- 
time  with  the  Trenton  Symphony 
Orchestra.  Through  all  the  12  years 
of  Dr.  Popkin's  education  at  the 
University  of  Pennsylvania,  first  in 
the  liberal  arts  college,  then  in  the 
School  of  Medicine  and  through 
internship  and  residency,  he  con- 
tinued his  musical  studies  with  a 
private  teacher,  and  he  still  takes 
lessons  today. 

Requests  for  him  to  perform  at 
recitals  and  concerts  began  coming 
in  soon  after  he  opened  his  practice 
in  Princeton,  New  Jersey,  and  his 
musicianship  was  quickly  impor- 
tuned when  he  moved  to  Char- 
lottesville two  years  ago.  His  per- 
formances there  have  included  a 
recital  at  Castle  Hill,  the  landmark 
plantation  home  of  Dr.  Thomas 
Walker  near  Charlottesville,  and 
concerts  for  members  of  the  Amer- 
ican Association  of  Retired  Per- 


sons. Not  long  ago  he  opened  a 
branch  office  in  Culpeper  and  was 
quickly  tapped  there  for  concerts  at 
the  Virginia  Baptist  Home  and  sev- 
eral nursing  homes. 

In  addition  to  practicing  private- 
ly, Dr.  Popkin  serves  on  the  faculty 
of  the  University  of  Virginia 
School  of  Medicine  and  is  director 
of  the  Contact  Lens  Clinic  at  the 
UVa  Medical  Center.  He  also 
teaches  family  practice  residents 
during  their  rotations  in  ophthal- 
mology. 

At  their  recent  annual  meeting  in 
Virginia  Beach,  members  of  the 
Virginia  Allergy  Society  elected 
these  new  officers:  Dr.  Burton  A. 
Moss,  Norfolk,  president;  Dr.  Al- 
bert L.  Huber,  Charlottesville,  vice 
president;  and  Dr.  Herman  H.  Pin- 
kerton, Jr.,  Abingdon,  secretary/ 
treasurer. 

A citation  in  recognition  of  his 
“unselfish  service  to  the  region  as 
a physician”  was  presented  to  Dr. 
Virgil  J.  Cox,  Galax,  by  Emory  and 
Henry  Collge  at  its  recent  Charter 
Day  services  in  Emory,  Virginia. 
Now  in  his  46th  year  of  private 
practice,  Dr.  Cox  founded  Blue 
Ridge  Hospital  and  Clinic,  forerun- 
ner of  Galax  General  Hospital. 
From  1962-1966  he  represented 
Grayson  County  in  Virginia's 
House  of  Delegates. 

Dr.  Hugh  G.  Stokes,  Jr.,  Wil- 
liamsburg, has  been  elected  to  fel- 
lowship in  the  American  Psychiat- 
ric Association. 

The  Southern  Medical  Associa- 
tion’s Original  Research  Award  for 
1981  went  to  Dr.  John  B.  McCraw, 


Norfolk  plastic  surgeon.  Dr. 
McCraw  received  the  award  at  the 
Association’s  recent  meeting  in 
New  Orleans. 

Dr.  William  D.  Mayer,  Norfolk, 
has  been  elected  chairman  of  the 
board  of  regents  of  the  National 
Library  of  Medicine,  a division  of 
the  National  Institutes  of  Health 
and  the  major  repository  of  the 
world’s  medical  and  biomedical 
science  literature.  The  board  that 
Mayer  heads  is  the  Library’s  key 
advisory  body  and  includes  as 
members  the  surgeons  general  of 
the  Air  Force,  Army,  Navy  and 
Public  Health  Service;  the  chief 
medical  director  of  the  Veterans 
Administration;  and  ten  other  per- 
sons appointed  by  the  Secretary  of 
the  Department  of  Health  and  Hu- 
man Services.  Dr.  Mayer  was  ap- 
pointed a member  of  the  board  in 
1980. 

Dr.  Mayer’s  national  reputation 
in  medicine  began  in  1967,  when,  at 
the  age  of  38,  he  was  appointed 
dean  of  the  University  of  Missouri 
School  of  Medicine  and  thus  be- 
came the  youngest  medical  school 
dean  in  the  United  States.  In  1975 
he  was  named  a Distinguished  Ser- 
vice Member  of  the  Association  of 
American  Medical  Colleges  and 
last  year  he  was  elected  an  honor- 
ary member  for  life  of  the  National 
Board  of  Medical  Examiners,  hav- 
ing served  on  its  executive  commit- 
tee for  12  years.  Since  1979  he  has 
been  president  of  the  Eastern  Vir- 
ginia Medical  Authority.  His  spe- 
cialty is  pathology. 

Gov.  Charles  S.  Robb  has  ap- 
pointed Dr.  J.  Wayland  Dunn, 
Charlotte  County  general  practitio- 
ner, to  the  State  Mental  Health  and 
Mental  Retardation  Board. 

In  Falls  Church,  Dr.  Richard  L. 
Roth  was  elected  president  of  the 
medical  staff  of  Dominion  Psychi- 
atric Treatment  Center. 
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Dr.  Robert  M.  Epstein,  Char- 
lottesvile,  has  been  appointed  to  a 
four-year  term  on  the  National 
Board  of  Medical  Examiners,  there 
to  represent  the  American  Board  of 
Medical  Specialties.  Chairman  of 
the  Department  of  Anesthesiology 
at  the  University  of  Virginia  School 
of  Medicine,  Dr.  Epstein  is  a past 
president  of  the  American  Board  of 
Anesthesiology. 

For  outstanding  service  to  the 
community  performed  after  the  age 
of  60,  Dr.  Charles  M.  Caravati, 
Richmond,  was  inducted  recently 
into  Richmond’s  Senior  Citizens 
Hall  of  Fame.  The  award  cited  his 
donation  of  services  as  a physician 
to  residents  of  the  St.  Joseph's 
Home  for  the  Aged  in  Henrico 
County,  but  his  volunteer  work  ex- 
tends to  many  such  facilities. 

Now  82,  Dr.  Caravati  is  profes- 
sor emeritus  of  medicine  at  the 
Medical  College  of  Virginia  and 
served  for  ten  years  as  governor  of 
the  Virginia  Chapter,  American 
College  of  Physicians. 

To  Dr.  William  H.  Barney, 

Lynchburg,  went  a 1982  National 
Brotherhood  Citation  from  the 
Lynchburg  Chapter  of  the  National 
Conference  of  Christians  and  Jews. 
Dr.  Barney  was  one  of  three  civic 
leaders  selected  for  the  award.  An 
internist  in  Lynchburg  since  1951, 
Dr.  Barney  is  a past  president  of 
the  Lynchburg  Academy  of  Medi- 
cine and  is  currently  Vice  Speaker 
of  The  Medical  Society  of  Virginia. 

Dr.  John  M.  Pellock,  Richmond, 
is  a new  fellow  of  the  American 
Academy  of  Pediatrics.  His  induc- 
tion occurred  at  the  academy’s  re- 
cent meeting  in  Hawaii. 

Dr.  Austin  Harrelson,  Richmond, 
was  elected  president  of  the  South- 
ern Clinical  Neurological  Society 
at  its  recent  meeting  in  Dorado, 
Puerto  Rico. 


The  staff  at  Johnson  Memorial 
Hospital  in  Abingdon  has  elected 
Dr.  Martin  F.  Monahan  as  chief  of 
staff. 

Dr.  Georgeanna  Seegar  Jones, 
co-director  of  the  in  vitro  fertiliza- 
tion laboratory  at  Eastern  Virginia 
Medical  School  in  Norfolk,  was 
named  Woman  of  the  Year  for  1982 
by  a coalition  of  businesses  in  Vir- 
ginia’s Tidewater  area.  Dr.  Jones, 
who  was  graduated  from  the  Johns 
Hopkins  School  of  Medicine  in 
1935,  shares  the  directorship  of  the 
famous  laboratory  with  her  hus- 
band, Dr.  Howard  W.  Jones,  Jr., 
and  both  are  professors  of  obstet- 
rics and  gynecology  at  EVMS.  The 
award  carried  with  it  the  gift  of  a 


Bartok  to  Bach  by  Dr.  Popkin  (at  the  piano)  and  Conductor  Tobermann. 

Photograph  by  Debbie  McGee 


portrait  of  the  winner  to  be  painted 
by  a Tidewater  artist. 

Dr.  Frank  S.  Royal,  Richmond, 
has  been  elected  chairman  of  the 
board  of  trustees  of  Virginia  Union 
University.  Dr.  Royal,  a 1961  grad- 
uate of  VUU,  has  been  a member 
of  the  board  since  1971. 

Dr.  Thomas  H.  Bain,  Crozet,  has 
been  named  to  serve  on  the  board 
of  directors  of  the  newly  merged 
Blue  Cross  and  Blue  Shield  of  Vir- 
ginia. 

Dr.  Jonathan  G.  Solomon, 

Hampton  psychiatrist,  has  been 
named  a fellow  of  the  American 
College  of  Physicians. 
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VIRGINIA 
M EDICAL 
CLASSI  FI  ED 

Virginia  Medical  classified  ads  accepted  at  the  discre- 
tion of  the  Editor.  Rates  to  Medical  Society  of  Virginia 
members:  $15  per  insertion  up  to  50  words,  25<t  each 
additional  word.  To  non-members:  $30  per  insertion  up  to 
50  words,  25(5  each  additional  word.  Deadline:  5th  day  of 
month  prior  to  month  of  publication.  Send  to  the  Adver- 
tising Manager,  4205  Dover  Road,  Richmond  VA  23221 . 


WANTED — Internist  or  family  physician  to  join  family 
physician  in  Richmond.  Apply  with  curriculum  vitae.  K. 
Thek,  MD,  PC,  2306  Monument  Ave.,  Richmond  VA 
23220. 

GENERAL  PRACTITIONER,  Virginia  license— Two  den- 
tists owning  professional  offices  adjacent  to  property  look- 
ing for  physician  interested  in  owning  half  of  a new  building 
to  be  used  by  him  and  built  to  his  specifications.  No  money 
needed.  Portsmouth  VA.  (804)  488-1421. 

FOR  SALE  by  owner — Retirement  or  vacation  home  in  Sea 
Pines  Plantation,  on  golf  course.  3 BR,  2 baths,  fireplace; 
energy-efficient,  architect  designed.  Convenient  to  shop- 
ping, prime  location.  Would  rent  well.  Charming  garden 
easily  maintained.  Large  sundeck.  Call  (803)  671-3677  or 
write  Box  5684,  Hilton  Head  Island  SC  29938. 

WINTERGREEN — Reduced  rates  on  one-bedroom  condo- 
minium in  New  Mountain  Inn  Convention  Center.  Conve- 
nient to  everything.  Beautifully  furnished.  Direct  from 
Richmond  owner.  Call  (804)  741-1988  or  (804)  358-9828. 

WANTED — Board  certified  or  qualified  internist  needed 
by  Virginia-based  insurance  company  for  the  full-time 
position  of  Associate  Medical  Director.  Salary  negotiable 
with  excellent  fringe  benefits.  If  interested  in  this  position, 
send  resume  or  curriculum  vitae  to  Virginia  Medical  Box 
61,  4205  Dover  Road,  Richmond  VA  23221. 

PHYSICIAN  SEEKS  general  practice,  not  limited  to  office 
practice,  in  Richmond  area  north  of  the  James  River. 
Reply  to  Virginia  Medical  Box  62,  4205  Dover  Road, 
Richmond  VA  23221. 

SHOPPING  for  an  airplane?  Call  us  for  the  lowest  prices 
on  any  new  or  used  aircraft  in  the  U.S.  We  are  wholesalers 
and  promise  you  prompt  delivery  on  the  aircraft  of  your 
choice.  Compare  our  low  prices.  TOI  L-FREE  (800)  241  - 
6905.  Physicians  Service  Association,  Atlanta  GA. 


ASSOCIATE  wanted  for  family  practice  in  Roanoke,  Vir- 
ginia. Can  be  available  in  1982  to  1983,  but  plans  must  he 
definite.  Please  send  resumes  to  Virginia  Medical  Box  60, 
4205  Dover  Road,  Richmond  VA  23221. 

COLLECTIONS  PROBLEMS?  Richmond  area  attorneys, 
authors  of  “Collections,”  a volume  in  the  Virginia  Law 
Practice  Systems,  will  handle  your  matters  in  a professional 
manner.  Fee  charged  only  on  what  is  collected.  Inquiries 
invited.  Samuel  & Pustilnik,  Attorneys  and  Counselors  at 
Law,  4901  Cutshaw  Ave.,  PO  Box  6857,  Richmond  VA 
23230,  (804)  353-3831. 

FOR  RENT — Wintergreen  I'reeloft  home.  Spectacular 
views  in  Blue  Ridge  Mountain  year-round  resort.  3 bed- 
rooms, 2 baths,  sleeps  8.  Near  Mountain  Inn  with  tennis, 
dining,  shops  and  entertainment.  Beautiful  golf  course. 
Hiking.  Horseback  riding.  $475  per  week.  Call  (804)  293- 
9121. 

BILLING  SYSTEM  for  medical  specialty  and  general 
practice.  The  best  in  the  market,  fully  tested,  completely 
debugged.  Runs  with  CPM,  CBASIC2  on  64K  Ram. 
Choose  program  only  or  with  computer.  We  install  any- 
where in  USA.  Software  support  available.  Also  available: 
NEC  PC-8000,  TRS-80  Mod  II  (by  Tandy  Corp),  hard 
discs,  modems,  printers,  software  for  business  and  ac- 
counting. Wordprocessing  and  mail  list  goes  with  computer 
or  buy  separate.  Call  (804)  443-5880.  Rappahannock  Com- 
puters, PO  Box  788,  Tappahannock  VA  22560. 

PHYSICIANS  signature  loans  to  $50,000.  Take  up  to  seven 
years  to  repay  with  no  pre-payment  penalties.  Use  for 
taxes,  investment,  consolidation  or  any  other  purpose. 
Prompt,  courteous  service.  TOLL-FREE  (800)  241-6905. 
Physicians  Service  Association,  Atlanta  GA.  Serving  MDs 
for  over  ten  years. 

CLINICIAN  WANTED— Ob/Gyn  specialist,  Virginia  Li- 
censed and  Board  certified  (or  eligible)  to  provide  family 
planning  and  OP  prenatal  care  in  clinics  at  Hampton  City 
Health  Department.  WE  OFFER — 8:00-4:30  workdays 
(evenings  and  weekends  are  yours  to  enjoy);  ancillary 
services  available — lab,  radiology,  specialty,  home  care, 
social  service;  attractive  fringe  benefits  including  life, 
health,  and  malpractice  insurance,  retirement  plan,  and 
liberal  holiday,  vacation,  and  sick  leave  policies;  negotiable 
salary.  Mail  State  application  form  to  Virginia  State  Health 
Department,  Room  110,  James  Madison  Building,  109 
Governor  St.,  Richmond  VA  23219,  by  September  30, 
1982.  Specify  position  #3675  on  application.  For  further 
information,  call  Dr.  Carol  C.  Hogg,  (804)  722-7411. 

MOVING?  We  want  to  know!  Send  your  new  address,  to- 
gether with  a mailing  label  showing  old  address,  to  Vir- 
ginia Medical,  4205  Dover  Road,  Richmond  VA  23221. 

PATRONIZE  OUR  ADVERTISERS! 
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Bactrim 

(trimethoprim  and  sulfamethoxazole/Roche) 

succeeds 


Expanding 


therapy 


Bactrim  is  useful  for 

the  following  infec-  , , , 

to  susceptiWe®  fe  I IS( ‘I'll  I MOSS  ill 

catedSo°gandsms  antimicrobial 

(see  indications  section 
in  summary  of  product 
information): 


in  recurrent 
UTI. . . 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens.,  with 
b i d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume. . on  b i d 
dosage 


BACTRIM'"  (trimethoprim  and  sulfamethoxazole/Roche) 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to  suscep- 
tible strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Enterobacter, 
Proteus  mlrabllls,  Proteus  vulgaris,  Proteus  morganli.  It  is  recommended  that  Initial 
episodes  of  uncomplicated  urinary  tract  Infections  be  treated  with  a single  effec- 
tive antibacterial  agent  rather  than  the  combination.  Note  The  Increasing  frequency 
of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in  these  uri- 
nary tract  infections 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus  Influ- 
enzae or  Streptococcus  pneumoniae  when  in  physician's  judgment  It  offers  an 
advantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the  safety  of 
repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is  not  indi- 
cated for  prophylactic  or  prolonged  administration  in  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  inlluenzae  or  Streptococcus  pneumoniae  when  in  physician's  judg- 
ment it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  llexneri  and  Shigella  sonnel 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carlnil  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides,  patients  with  doc- 
umented megaloblastic  anemia  due  to  folate  deficiency,  pregnancy  at  term;  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus, 
infants  less  than  2 months  of  age. 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A 0-hemolytic  streptococ- 
cal tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with 
sulfonamides  Experience  with  trimethoprim  is  much  more  limited  but  occasional  inter- 
ference with  hematopoiesis  has  been  reported  as  well  as  an  increased  incidence  of 
thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics,  primarily  thiazides 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of  serious  blood  disor- 
ders Frequent  CBC’s  are  recommended,  therapy  should  be  discontinued  if  a signifi 
cantly  reduced  count  of  any  formed  blood  element  is  noted 

Precautions:  General  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur. 
During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with 

careful  microscopic  examination,  and  renal  function  tests, 
particularly  where  there  is  impaired  renal  function. 

Bactrim  may  prolong  prothrombin  time  in  those  receiving 
warfarin,  reassess  coagulation  time  when  administering 
Bactrim  to  these  patients 

Pregnancy  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism,  use  during  pregnancy  only  if 
potential  benefits  justify  the  potential  risk  to  the  fetus 
Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias:  Agranulocytosis,  aplastic  ane- 
mia, megaloblastic  anemia,  thrombopenia,  leukopenia, 
hemolytic  anemia,  purpura,  hypoprothrombinemia  and 
methemoglobinemia  Allergic  reactions  Erythema  multi- 
forme, Stevens-Johnson  syndrome,  generalized  skin 
eruptions,  epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  pseudo- 
membranous colitis  and  pancreatitis.  CNS  reactions 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness  Miscel- 
laneous reactions  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.E  phenomenon  Due  to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist  In  rats,  long-term  therapy  with  sulfon- 
amides has  produced  thyroid  malignancies 

Dosage:  Not  recommended  for  Infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 


in  shigellosis. 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


Adults  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp  (20  ml)  b i d for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis 
For  patients  with  renal  Impairment  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min  If  creatinine  clearance  is  between  15  and  30  ml/min,  use 
one-half  the  usual  regimen  Bactrim  is  not  recommended  if  creatinine  clearance  is  below 
15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS 

Usual  adult  dosage:  1 DS  tablet  (double  strength).  2 tablets  (single  strength)  or  4 teasp 

(20  ml)  b i d for  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONITIS 

Recommended  dosage  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information  for 
suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and 
800  mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfameth- 
oxazole— bottles  of  100  and  500.  Tel-E-Dose®  packages  of  100,  Prescription  Paks  of  40 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  cherry  flavored — bottles  of  100  ml  and  16  oz  (1  pint).  Suspension, 
containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml), 
fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  New  Jersey  07110 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae1 2 with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  303.426-432,  Aug  21,  1980.  2.  Data  on  file, 
Medical  Department,  Hoffmann-La  Roche  Inc. 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRENGTH  TABLETS 


maximizes  results  with  B.I.D.  convenience 


due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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THE  MEDICAL  SOCIETY 
OF  VIRGINIA 

and  its  COMPONENT  SOCIETIES 


SPONSORED 

ONE  MILLION  DOLLAR 
COMPREHENSIVE  MEDICAL 
INSURANCE  PLAN 


It 


After  a $100  Deductible  has  been  satisfied, 
COMPREHENSIVE  MEDICAL  pays  80%  (insured 
pays  remaining  20%)  of  first  $2,500  of  “Reasonable 
and  Customary”  Eligible  Expense 
. . .thereafter  100%  up  to  the  maximum  benefit 
provided  by  the  policy. 


• Low  Deductible  of  ONLY  $100 

• Affordable  MONTHLY  Premiums 

• $1,000,000  Lifetime  Benefit  for  each 
insured  individual 

Group  Insurance  rates  ...  in  10-year  brackets 

Each  applicant  individually  underwritten  . . . Each  insured  issued 
his  or  her  own  certificate 

Member  or  Member’s  Employee  may  insure  self  only.  . . or  self  plus 
Spouse  ...  or  self  and  spouse  plus  eligible  Children  to  age  23 

Deductibles  limited  to  3 per  family  per  calendar  year 

Expenses  for  Maternity  regarded  the  same  as  costs  for  any  other 
illness 

NO  MONEY  REQUIRED  WITH  APPLICATION  . . . AND  10-DAY 
LOOK-SEE  ASSURES  YOUR  COMPLETE  SATISFACTION 


FOR  MORE  INFORMATION,  CALL  OR  WRITE 

DAVID  A.  DYER  & ASSOCIATES 

a subsidiary  of  John  P.  Pearl  & Associates,  Ltd.,  Peoria,  Illinois 
SUITE  1350  • 1710  GOODRIDGE  DRIVE  • McLEAN,  VIRGINIA  22102 


ANYWHERE  IN  VIRGINIA 
CALL  TOLL-FREE 
1-800-572-2211 


IN  NORTHERN  VIRGINIA 
CALL 

703-556-0010 


David  A.  Dyer  & Associates  . . . 

Administrators  of  The  Medical  Society  of  Virginia's  sponsored  group  insurance  programs  since  1958. 
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(804)  353-2721.  POSTMASTER:  Send  address  changes  to  Virginia  Medical,  4205  Dover  Road,  Richmond  VA  23221. 
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Your  Peoples  Drug  Store  has  a 
special  unlisted  phone  number.  It’s 
given  only  to  you,  the  doctor,  and 
it’s  answered  only  by  our 
pharmacists.  When  you  call  this 
number,  your  questions  or  requests 
can  be  answered  right  away. 


Far the 

extra  convenience 

of  doctors 

in  Virginia.. 


If  you  don’t  have  this  number 
yet,  we’ll  be  glad  to  give  it  to  you. 
Just  call  your  nearby  Peoples  Drug 
Store  and  ask  for  it. 

Many  Peoples  Drug  Stores  are 
open  until  midnight,  even  on 
Sundays.  And  three  stores  in 
Virginia  are  open  24  hours  a day, 
seven  days  a week  — in  Norfolk  at 
Wards  Corner,  7628  Granby  St.;  in 
Richmond  at  Boulevard  and  Broad 
St.;  and  in  Falls  Church  at  Route  50 
and  Gallows  Road. 


hi — i 1 

PEOPLES  DRUG 


your  family  pharmacy 
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NOT  EXERCISING 
A RETIREMENT  PIRN 

CAN  BE  HAZARDOUS 

TO  YOUR  HEALTH. 

Deciding  on  the  right  retirement  plan  is  like  pulling 
teeth.  You  might  put  it  off  until  it's  too  late.  Atlantic 
Permanent,  the  largest  savings  and  loan  association 
in  Tidewater,  may  have  just  the  prescription.  A wide 
variety  of  no-nonsense  retirement  plans,  each  offered 
at  very  competitive  rates.  Write  or  call  our  mam  office 
and  we'll  send  you  details.  When  it  comes  to  retire- 
ment plans,  it's  wise  to  play  it  safe  today.  To  ensure 
you'll  rest  comfortably  for  the  rest  of  your  life. 

IRH  KEOCH  CORPORATE  PLANS 


OMantic  Permanent 

Federal  Savings  and  Loan  Association,  Member  FSLIC. 

Serving  Tidewater  since  1894,  with  branches  in  Norfolk,  Virginia  Beach, 
Chesapeake,  Portsmouth,  Suffolk,  Hampton,  Newport  News  and  Williamsburg. 

Accounts  Insured  to  $100,000  * 740  Boush  Street,  Norfolk,  Virginia  23510  804/623-2400 


250-mg  Pulvules® 


Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


125  mg/5  ml 
60,  100,  and 
200-ml  sizes 


Oral  Suspension 

250  mg/5  ml 
100  and  200-ml 


sizes 


Pediatric  Drops 


□ ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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MALPRACTICE  INSURANCE. 

CALL  TOLL-FREE  NOW 
TO  FIND  OUT  HOW  MUCH 
LOWER  YOUR  PREMIUMS 
COULD  DE  WITH  THE 
COVERAGE  EXCLUSIVELY 
FOR  VIRGINIA  PHYSICIANS. 


DIAL  1-800-552-3025  for  a premium  quotation. 
(In  Richmond,  dial  285-7354.) 

Call  us.  Or  have  your  bookkeeper,  accountant  or  office  manager 
do  it.  We’re  waiting  for  your  call  weekdays  from  8 a.m.  to  5 p.m. 
We’ll  give  you  an  estimated  premium  quotation.  And  tell  you  how 
much  more  you’ll  get  from  Virginia  Hospital  Insurance  Reciprocal. 
Including  a say  in  how  the  physician  program  operates.  And  a 
share  in  all  its  profits.  We’ll  send  full  facts  so  you  can  make  a 
careful  comparison.  But  you  won’t  know  just  how  much  you  could 
save  until  you  place  that  call.  Do  it  without  delay. 


VIRGIN]  OSPITAL 
INSURANCE  RECIPROCAL 


1904  Byrd  Avenue,  Suite  333,  Richmond,  VA  23230 


ONE  FOR  ALL- One  tablet  treats  pinworm 
in  any  patient,  regardless  of  age  or  body  weight 
Obviates  need  to  calculate  individual  dosages. 

A single  tablet  eradicates  pinworm  in  95%  of  patients. 

^Contraindicated  in  pregnant  women  and  in  persons  who  have  shown  hypersensitivity  to  the  drug. 


VERMOX 

mebendazole 


CHEWABLE  TABLETS 


JANSSEN 

PHARMACEUTICA 
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All  FOR  ONE 
ONE  FOR /ILL 


VUE  FRANCIS  COU 
LIBRARY  OF  MEDICI 


The#l  anthelmintic  for  pinworms  and  many  other  worm  infestations 

Please  see  complete  Prescribing  Information  on  adjacent  page. 


VERMOX 

mebendazole) 


j 


DESCRIPTION  VERMOX  (mebendazole)  is  methyl  5-benzoyIbenzimida- 
zole-2-carbamate. 

ACTIONS  VERMOX  exerts  its  anthelmintic  effect  by  blocking  glucose 
uptake  by  the  susceptible  helminths,  thereby  depleting  the  energy  level  until  it 
becomes  inadequate  for  survival.  In  man,  approximately  2%  of  administered 
mebendazole  is  excreted  in  urine  as  unchanged  drug  or  a primary  metabolite. 
Following  administration  of  100  mg  of  mebendazole  twice  daily  for  three 
consecutive  days,  plasma  levels  of  mebendazole  and  its  primary  metabolite, 
the  2-amine,  never  exceeded  0.03  ftg/ml  and  0.09  jiig/ml , respectively. 

INDICATIONS  VERMOX  is  indicated  for  the  treatment  of  Trichuris  tri- 
chiura  (whipworm),  Enlerobius  vermicularis  (pinworm),  Ascaris  lumbricoides 
(common  roundworm),  Ancylostoma  duodenale  (common  hookworm), 
Necalor  americanus  (American  hookworm)  in  single  or  mixed  infections. 
Efficacy  varies  as  a function  of  such  factors  as  pre-existing  diarrhea  and 
gastrointestinal  transit  time,  degree  of  infection  and  helminth  strains. 
Efficacy  rates  derived  from  various  studies  are  shown  in  the  table  below: 

Common 


Whipworm 

Roundworm 

Hookworm 

Pinworm 

cure  rates 

mean 

68% 

98% 

96% 

95% 

(range) 

(61-75%) 

(91-100%) 

- 

(90-100%) 

egg  reduction 

mean 

93% 

99.7% 

99.9% 

— 

(range) 

(70-99%) 

(99.5%-100%) 

- 

- 

CONTRAINDICATIONS  VERMOX  is  contraindicated  in  pregnant  women 
(see  Pregnancy  Precautions)  and  in  persons  who  have  shown  hypersensitivity 
to  the  drug. 

PRECAUTIONS  PREGNANCY  VERMOX  has  shown  embryotoxic  and 
teratogenic  activity  in  pregnant  rats  at  single  oral  doses  as  low  as  10  mg/kg. 
Since  VERMOX  may  have  a risk  of  producing  fetal  damage  if  administered 
during  pregnancy,  it  is  contraindicated  in  pregnant  women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively  studied  in  children 
under  two  years;  therefore,  in  the  treatment  of  children  under  two  years  the 
relative  benefit/risk  should  be  considered. 

ADVERSE  REACTIONS  Transient  symptoms  of  abdominal  pain  and 
diarrhea  have  occurred  in  cases  of  massive  infection  and  expulsion  of  worms. 

DOSAGE  AND  ADMINISTRATION  The  same  dosage  schedule  applies  to 
children  and  adults.  The  tablet  may  be  chewed,  swallowed  or  crushed  and 
mixed  with  food.  For  the  control  of  pinworm  (enterobiasis),  a single  tablet  is 
administered  orally,  one  time.  For  the  control  of  common  roundworm 
(ascariasis),  whipworm  (trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and  evening,  on  three  consecutive 
days.  If  the  patient  is  not  cured  three  weeks  after  treatment,  a second  course  of 
treatment  is  advised.  No  special  procedures,  such  as  fasting  or  purging,  are 
required. 

HOW  SUPPLIED  VERMOX  is  available  as  chewable  tablets,  each  contain- 
ing 100  mg  of  mebendazole,  and  is  supplied  in  boxes  of  twelve  tablets. 
VERMOX  (mebendazole)  is  an  original  product  of  Janssen  Pharmaceutica, 
Belgium 

US  Patent  3,657,267 
December  1979 

Committed  to  research... 
because  so  much  remains  to  be  done. 


Tableted  by  Janssen  Pharmaceutica,  Beerse,  Belgium  for 
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After  65-year  hiatus, 
Va  Med  resumes 
directory  tradition 

More  than  100  years  ago  the  first  membership 
directory  of  The  Medical  Society  of  Virginia 
appeared  in  the  published  Transactions  of  the 
Society's  first  annual  meeting.  The  date  was 
1870.  The  directory  was  169  members  long. 
The  members  were  listed  in  alphabetical  or- 
der, with  their  places  of  residence,  in  a “Reg- 
ister of  Fellows.'' 

A directory  in  this  format  continued  to 
appear  annually  in  the  Transactions  until  later 
in  the  century,  when  it  grew  into  a “Biograph- 
ical Register  of  Members."  This  listing  includ- 
ed such  pertinencies  as  the  member’s  birth- 
place, medical  school  and  titles  of  papers  the 
member  had  written. 

As  the  Society's  membership  grew,  all  that 
biographical  data  became  unwieldy,  and  when 
the  last  Transactions  was  published,  in  1916, 
the  roster  format  was  much  as  you  find  it  in 
this  directory — an  alphabetical  listing  and  a 
listing  by  county  medical  society  affiliation. 
Early  in  1918  the  Society  became  the  owner 
and  publisher  of  the  Virginia  Medical 
Monthly,  which  had  been  founded  by  Dr. 
Landon  B.  Edwards  in  1874,  and  thereafter 
the  reports  of  annual  meetings  were  published 
in  the  journal.  The  membership  directory, 
however,  was  discontinued. 

This,  then  is  the  first  roster  of  Medical 
Society  of  Virginia  members  to  be  published 
in  65  years.  It  is  also  the  first  time  such  a 
roster  has  been  published  by  the  Society’s 
journal. 

In  resuming  the  directory  tradition,  Virginia 
Medical  graphically  chronicles  the  growth  of 
the  Society  since  its  founding — from  169  mem- 
bers in  1870  to  the  6,247  physicians  whose 
names  appear  in  this  issue.  A.G. 


New  Brunswick.  New  Jersey  08903 
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Tuberculosis  travels  without  restrictions . . . 
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Lederle  Tuberculin, 

Old,  TINE  TEST® 

95.8%  Agreement  With  Mantoux* 

ACCURACY  DOCUMENTED  in  over  30,000  clinical  comparisons 
BENEFITS  CONFIRMED  in  over  150,000,000  office  uses 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Wayne,  New  Jersey  07470- 

•Data  on  fiie-Lederie  Laboratories,  Pearl  River,  N Y.  Please  see  following  column  for  brief  summary  of  prescribing  information. 

© 1982,  Lederle  Laboratories  023-2 


Proven  Clinical 
Accuracy 

THE  CRITICAL  FACTOR  IN  TB  SCREENING 


. . . and  no  easier  method 
to  confirm  the  results. 

Lederle  Tuberculin,  Old, 
TINE  TEST 


Indications:  For  screening  for  tuberculosis. 

Precautions:  Use  with  caution  in  persons  with  acute 
tuberculosis  (activation  of  quiescent  lesions  is  rare);  and  in 
patients  with  known  allergy  to  acacia.  Reactivity  to  the  test  may 
be  suppressed  in  those  receiving  corticosteroids  or 
immunosuppressive  agents,  or  those  who  have  recently  been 
vaccinated  with  live  virus  vaccine  such  as  measles,  mumps, 
rubella,  polio,  etc  With  a positive  reaction,  further  diagnostic 
procedures  must  be  considered,  i.e.,  chest  x-ray.  microbiologic 
examinations  of  sputum  and  other  specimens,  confirmation  of 
positive  tine  test  (except  vesiculation  reactions)  by  Mantoux 
method.  When  vesiculation  occurs,  the  reaction  is  to  be 
interpreted  as  strongly  positive  and  a repeat  test  by  the 
Mantoux  method  must  not  be  attempted  If  a patient  has  a 
history  of  occurrence  of  vesiculation  and  necrosis  with  a 
previous  tuberculin  test  by  any  method,  tuberculin  testing 
should  be  avoided.  Similar  or  more  severe  vesiculation  with  or 
without  necrosis  is  likely  to  occur. 

Pregnancy  Category  C,  Animal  reproduction  studies  have  not 
been  conducted;  whether  Tuberculin,  Old,  TINE  TEST®  can 
cause  fetal  harm  when  administered  to  a pregnant  woman  or 
can  affect  reproduction  capacity  is  unknown, Tuberculin,  Old, 
TINE  TEST  should  be  given  to  a pregnant  woman  only  if  clearly 
needed.  During  pregnancy,  known  positive  reactors  may 
demonstrate  a negative  response. 

Adverse  Reactions:  Vesiculation,  ulceration,  or  necrosis  may 
appear  at  test  site  in  highly  sensitive  persons.  Pain,  pruritus 
and  discomfort  at  test  site  may  be  relieved  by  cold  packs  or  by 
topical  glucocorticoid  ointment  or  cream  Any  transient 
bleeding  at  puncture  site  is  not  significant. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Wayne,  New  Jersey  07470 
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If  you’re  looking  for  investment  options 
with  top  returns  and  no  fees, 
Mutual  has  your  number. 

Now,  you  need  ours. 

I-800-552-RATE 


Tax-Sheltered  Accounts.  Customized  corpo- 
rate pension  and  profit  sharing  plans  make  it 
simple  for  any  size  corporation  to  set  up  an  IRS 
approved  TAXSH1ELD®  Plan. 

No  brokers’  fees  or  commissions.  All 
accounts  insured  to  $100,000  by  FSLIC. 

If  you’re  looking  for  a secure  investment 
with  a high  return,  call  Mutual  Federal. 


Investment  Services  from  the 
people  who  brought  you 


Call  Mutual’s  toll  free  24  hour  Investorline 
for  current  information  and  rates. 

Jumbo  Certificates.  For  large  investments  of 
$100,000  and  over.  Monthly  in- 
terest checks  on  request. 

Money  Market  Certificates. 

Terms  from  91  days  to  42  months. 

Minimum  deposit  of  $500. 


flAXSHIElDI 


Mutual  Federal  Savings  and  Loan 

One  of  Virginia ’s  oldest  and  largest 

225  West  Olney  Road  • Norfolk,  Virginia  23510 


Member  FSLIC 
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For  Some  Patients  . . . 

THERE’S  NO  PLACE 
LIKE  HOME 


HomeCall  can  help 
patients  stay  where 
they  will  feel  better, 
at  ease,  and  in  a familiar 
and  comforting 
environment — Home. 

HomeCall  provides 
professional  home  health 
care  and  home  support 
services  to  anyone 
requiring  help. 

Homebound  patients 
in  need  of  nursing  care, 
physical,  speech  or 
occupational  therapy, 
medical  social  work, 
personal  care  or  health 
aide  services  can  be  so 
served. 

HomeCall’s  staff  of 
professionals  can  provide 
home  health  care  seven 
days  a week,  24  hours  a 
day. 


Some  patients  need 
companionship,  help  in 
maintaining  their  homes 
or  yards,  transportation 
for  shopping  or  errands. 

Some  patients  may 
only  need  attendant 
services.  HomeCall  serves 


HomeCall  of 
Harrisonburg,  Inc. 

70  South  High  Street 
Harrisonburg,  VA  22801 
(703)  434-1345 

Waynesboro  Office 
504  Oak  Ave. 
Waynesboro,  VA  22980 
(703) 943-5457 


as  an  extension  of  the 
family  where  there  may  be 
no  family  help  available. 

Patients  should  know 
that  HomeCall  is  a 
certified  home  health 
agency  and  the  cost  of 
many  of  our  services  are 


HomeCall  of  Southwest 
Virginia 

319  First  St. 

Radford,  VA  24 14 1 
(703)  731-1929 

Winchester 

105  North  Loudoun  Street 
Winchester,  VA  22601 
(703) 667-8750 


covered  by  Medicare, 
Medicaid,  and  private 
health  insurances. 

MEDICARE  PAYS  100% 
FOR  QUALIFYING 
HOME  HEALTH  CARE 
VISITS. 

Need  some  help? 
HomeCall  may  be  the 
answer  you’ve  been 
looking  for. 

For  more  information 
feel  free  to  contact  the 
HomeCall  office  nearest 
you,  as  shown  below. 


Make 
HomeCall 
your  next 
prescription. 


Gaithersburg 
Professional  Center 
19271  Montgomery 
Village  Ave. 

Gaithersburg,  MD  20879 
(301)  926-1600 


© 1982,  HomeCall,  Inc 


Officers 
of  the 

Component  Medical  Societies 


ACCOMACK  COUNTY  MEDICAL  SOCIETY 

PRESIDENT — J.  Tom  Edmonds,  MD.  Accomac  VA  23301 
VICE  PRESIDENT— Walter  A.  Eskridge.  MD.  Box  257.  Parks- 
ley  VA  23421 

SECRETARY/TREASURER— Belle  D.  Fears.  MD.  Box  38,  Ac- 
comac VA  23301 

ALBEMARLE  COUNTY  MEDICAL  SOCIETY 

PRESIDENT — Robert  H.  Jennings,  MD,  1011  East  Jefferson 
Street,  Charlottesville  VA  22901 
PRESIDENT  ELECT— John  A.  Owen,  Jr.,  MD.  Box  242,  Uni- 
versity of  Virginia  Medical  Center,  Charlottesville  VA  22908 
SECRETARY/TREASURER— William  A.  Orr,  MD,  1011  East 
Jefferson  Street,  Charlottesville  VA  22901 
EXECUTIVE  SECRETARY— Mrs.  Betty  H.  Finn.  Box  157, 
University  of  Virginia  Medical  Center,  Charlottesville  VA 
22908 

ALEXANDRIA  MEDICAL  SOCIETY 

PRESIDENT— Donald  D.  Haut.  MD,  5601  Seminary  Road.  Suite 
7,  Baileys  Crossroads  VA  22041 
PRESIDENT  ELECT— John  P.  McDade,  MD,  4320  Seminary 
Road,  Alexandria  VA  22304 

VICE  PRESIDENT— Sanford  Warshauer,  MD.  1451  Belle  Haven 
Road,  Alexandria  VA  22307 

SECRETARY — J.  Pat  Tokarz,  MD,  8228  Mount  Vernon  High- 
way, Alexandria  VA  22309 

TREASURER — Antonio  M.  Longo,  MD.  4801  Kenmore  Ave- 
nue, Suite  102,  Alexandria  VA  22304 
EXECUTIVE  SECRETARY— Mrs.  Diane  Funkhouser,  101 
South  Whiting  Street.  Room  210,  Alexandria  VA  22304 

ALLEGHANY-BATH  COUNTY  MEDICAL  SOCIETY 

PRESIDENT — Parviz  M.  Sadjadi  111,  MD,  Emmett  Medical  and 
Surgical  Clinic,  Clifton  Forge  VA  24422 
PRESIDENT  ELECT — Raymond  L.  Claterbaugh,  MD,  Emmett 
Medical  and  Surgical  Clinic,  Clifton  Forge  VA  24422 
SECRETARY/TREASURER— George  N.  Chucker,  MD.  Allegh- 
any Regional  Hospital,  Clifton  Forge  VA  24422 

ARLINGTON  COUNTY  MEDICAL  SOCIETY 

PRESIDENT — George  Contis,  MD,  1716  Wilson  Boulevard, 
Arlington  VA  22209 

PRESIDENT  ELECT— Raymond  R.  Hoare,  MD,  3801  North 
Fairfax  Drive.  Arlington  VA  22203 
VICE  PRESIDENT— Robert  G.  Bullock,  MD.  61 1 South  Carlin 
Springs  Road,  Suite  306,  Arlington  VA  22204 
SECRETARY — Roger  D.  Cornell,  MD,  1515  Chain  Bridge  Road. 
Suite  G12,  McLean  VA  22101 


TREASURER— Frank  A.  Pettrone.  MD,  3801  North  Fairfax 
Drive,  Arlington  VA  22203 

EXECUTIVE  DIRECTOR— Patricia  A.  Murray,  4615  Lee  High- 
way, Arlington  VA  22207 

AUGUSTA  COUNTY  MEDICAL  SOCIETY 

PRESIDENT — John  R.  Talbert,  MD,  428  South  Magnolia  Ave- 
nue, Waynesboro  VA  22980 

VICE  PRESIDENTS — Donald  R.  Fowler,  MD,  Staunton  Medical 
Center.  Staunton  VA  24401;  John  P.  Heatwole.  MD,  Box  992, 
Waynesboro  VA  22980;  and  Robert  C.  Kluge,  MD.  Staunton 
Medical  Center,  Staunton  VA  24401 

SECRETARY — R.  Mardre  Bell.  MD.  Staunton  Medical  Center, 
Staunton  VA  24401 

TREASURER — John  W.  Forbes  III,  MD,  113  First  Street, 
Stuarts  Draft  VA  24477 

BEDFORD  COUNTY  MEDICAL  SOCIETY 

PRESIDENT — John  A.  Wente,  MD,  1621  Whitfield  Drive.  Bed- 
ford VA  24523 

SECRETARY/TREASURER— Eileen  T.  Jennings,  MD,  1700 
Whitfield  Drive.  Bedford  VA  24523 

BUCHANAN-DICKENSON  COUNTIES  MEDICAL  SOCIETY 

PRESIDENT — Rajm  R.  Patel.  MD.  Grundy  Hospital,  Grundy 
VA  24614 

VICE  PRESIDENT — Thomas  J.  Penn,  MD,  Grundy  Hospital, 
Grundy  VA  24614 

SECRETARY/TREASURER— Bradley  D.  Berry,  MD,  Grundy 
Hospital,  Grundy  VA  24614 

CHESAPEAKE  MEDICAL  SOCIETY 

PRESIDENT — W.  S.  Jennings,  MD,  1446  Chesapeake  Avenue. 
Chesapeake  VA  23324 

PRESIDENT  ELECT— Juan  M.  Montero,  MD.  2147  Old  Green- 
brier Road,  Chesapeake  VA  23320 

SECRETARY — Igor  Magier,  MD.  200  Medical  Parkway,  Chesa- 
peake VA  23320 

TREASURER— Beryl  K.  G.  Sun,  MD.  200  Medical  Parkway, 
Suite  207,  Chesapeake  VA  23320 

CULPEPER  COUNTY  MEDIC  AL  SOCIETY 

PRESIDENT— Morton  P.  Chiles  III,  MD,  800  Sunset  Lane, 
Culpeper  VA  22701 

VICE  PRESIDENT— Benjamin  F.  Allen,  Jr.,  MD,  1051  Oak 
Lawn  Drive,  Culpeper  VA  22701 

SECRETARY/TREASURER— C.  Gordon  Heckel.  MD.  Culpep- 
er Memorial  Hospital,  Culpeper  VA  22701 
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We’d  like  a 
raid  onmionon 


our  new  wuigohw* 

Office  Package 
for  doctors. 

The  St.  Paul  has  satisfied  insurance 
needs  of  doctors  for  50  years,  so 
we  should  know  a good  policy  when 
we  write  it.  And  we  want  to  see  ‘ 
you  agree  that  the  Professional  Office 

PaCkDesigned  Especially  lor  doctors’ 
unique  insurance  needs.  The  thing 
you  will  like  most  about  it  is  its 

comprehensiveness  and 

You  may  choose  to  protect  you 
office  property  your  office  property 
and  office  liability,  or  both  plus 
professional  liability. 

Plus  any  number  of  options 
such  as  ERISA  protection.  Most 
everything  in  one  package  at  one 
competitive  price.  So  you  only  have 
one  company,  one  set  of  paperwork, 

one  premium.  , . 

Well,  now  that  you  ve  heard 
about  our  Professional  Office  Package, 

theTolooUkPin°thyeOUYe.low  Pages  lor 

an  Independent  Agent  representing 

The  St.  Paul  in  your  area,  and  gi 
the  agent  your  opinion  on  our  new 
Professional  Office  Package. 

We  keep 

making  insurance 

better.  ISKbul 

Property  & Liability 
Insurance 

^ „ „„„  c,  Pa.,1  Mercury  Insurance  Company 

SI  Paul  Fue  and  M,,i“ °pall  Gua.d.an  Insurance  Company 


ft 


Si  Paul  Fire  and  Marine  insurance  ° Guardian  Insurance  Company  . Sa.nt  Paul  Minnesota  55102 

-i—-)  

ilmuiomeg  agent J The  Si  Paul  Insurance  Compa  y 


DANVILLE-PITTSYLVANIA  ACADEMY  OF  MEDICINE 

PRESIDENT — James  E.  Nevin  III,  MD,  990  Main  Street,  Dan- 
ville VA  24541 

PRESIDENT  ELECT— Alton  F.  Gross,  MD.  171  South  Main 
Street,  Danville  VA  24541 

VICE  PRESIDENT — Girard  V.  Thompson,  Jr.,  MD,  Box  570, 
Chatham  VA  24531 

SECRETARY — Cesar  S.  Guanzon,  MD,  130  Gray  Street,  Dan- 
ville VA  24541 

TREASURER — George  F.  Steinhardt,  MD.  1040  Main  Street, 
Danville  VA  24541 

FAIRFAX  COUNTY  MEDICAL  SOCIETY 

PRESIDENT— David  E.  Robinette,  MD,  10090  Main  Street, 
Fairfax  VA  22030 

PRESIDENT  ELECT— Paul  G.  Rochmis,  MD,  8301  Arlington 
Boulevard,  Fairfax  VA  22031 

VICE  PRESIDENT— William  L.  Rich,  MD,  6231  Leesburg  Pike, 
Falls  Church  VA  22044 

SECRETARY — Louis  Q.  Pugsley,  MD,  8316  Arlington  Boule- 
vard, Fairfax  VA  22031 

TREASURER — Richard  J.  Hart,  MD.  6400  Arlington  Boulevard, 
Falls  Church  VA  22042 

EXECUTIVE  DIRECTOR— John  W.  Fitzgerald,  200  Little  Falls 
Street,  Falls  Church  VA  22046 

FAUQUIER  COUNTY  MEDICAL  SOCIETY 

PRESIDENT — Lewis  J.  Turner,  MD.  Fauquier  Hospital,  War- 
renton  VA  22186 

VICE  PRESIDENT— Ralph  M.  Robinson,  MD,  103  West  Mar- 
shall Street,  Remington  VA  22734 

SECRETARY/TREASURER— Richard  D.  Travers,  MD,  210 
West  Shirley  Avenue,  Warrenton  VA  22186 

FLOYD  COUNTY  MEDICAL  SOCIETY 

PRESIDENT— L.  V.  Marshall,  MD,  PO  Box  195.  Floyd  VA 
24091 

SECRETARY/TREASURER— Garry  H.  Kuiken,  MD,  Route  4. 
Box  233  A,  Floyd  VA  24091 

FRANKLIN  COUNTY  MEDICAL  SOCIETY 

PRESIDENT— Heathcliff  M.  Quioco,  MD,  109  Claiborne  Ave- 
nue, Rocky  Mount  VA  24151 

VICE  PRESIDENT— Steven  T.  Lewis.  MD.  109  Claiborne  Ave- 
nue. Rocky  Mount  VA  24151 

SECRETARY/TREASURER— Christine  Barrett,  MD,  109  Clai- 
borne Avenue,  Rocky  Mount  VA  24151 

FREDERICKSBURG  AREA  MEDICAL  SOCIETY 

PRESIDENT — Raymond  S.  Jones,  MD,  Mary  Washington  Hos- 
pital, 2300  Fall  Hill  Avenue,  Fredericksburg  VA  22401 

PRESIDENT  ELECT— Frederic  A.  Phillips,  MD,  Mary  Wash- 
ington Hospital,  2300  Fall  Hill  Avenue,  Fredericksburg  VA 
22401 

SECRETARY/TREASURER— Ronald  L.  Kelsey,  MD,  Mary 
Washington  Hospital,  2300  Fall  Hill  Avenue,  Fredericksburg 
VA  22401 


HALIFAX  COUNTY  MEDICAL  SOCIETY 

PRESIDENT— C.  Johnson  Willis.  MD,  PO  Box  387.  Halifax  VA 
24558 

SECRETARY/TREASURER— William  M.  McConahey  111.  MD, 
2100  Halifax  Road,  South  Boston  VA  24592 

HAMPTON  MEDICAL  SOCIETY 

PRESIDENT — Earl  D.  White  II,  MD,  2101  Executive  Drive, 
Hampton  VA  23666 

VICE  PRESIDENT— Robert  E.  Howard,  Jr.,  MD,  3116  Victoria 
Boulevard,  Hampton  VA  23661 

SECRETARY/TREASURER— Joseph  L.  Ward,  MD,  2017  Cun- 
ningham Drive,  Hampton  VA  23666 

EXECUTIVE  SECRETARY— Mrs.  Sara  C.  Coughenour,  Hamp- 
ton General  Hospital,  Drawer  640,  Hampton  VA  23669 

HANOVER  COUNTY  MEDICAL  SOCIETY 

PRESIDENT— Donald  B.  Longest.  MD.  81 1 Cold  Harbor  Road, 
Mechanicsville  VA  23111 

SECRETARY/TREASURER— James  J.  Deligio,  Box  98,  Beaver- 
dam  VA  23015 

JAMES  RIVER  MEDICAL  SOCIETY 

PRESIDENT— Eugene  C.  Corbett,  Jr.,  MD.  Route  1.  Box  187, 
Palmyra  VA  22963 

SECRETARY/TREASURER— Russell  N.  Snead.  MD,  Point  of 
Fork,  Columbia  VA  23038 

LEE  COUNTY  MEDICAL  SOCIETY 

PRESIDENT — Nat  C.  Ewing,  MD,  Box  345,  Jonesville  VA 
24263 

SECRETARY/TREASURER— Henry  A.  Kinser,  MD,  Hospital 
Drive,  Pennington  Gap  VA  24277 

LOUDOUN  COUNTY  MEDICAL  SOCIETY 

PRESIDENT — Robert  W.  Kimball,  MD,  38  West  Market  Street, 
Leesburg  VA  22075 

PRESIDENT  ELECT— Walter  R.  Zolkiwsky,  MD,  207  East 
Holly  Avenue,  Suite  214,  Sterling  VA  22170 

SECRETARY/TREASURER— Douglas  S.  Richardson,  MD,  310 
East  Market  Street,  Leesburg  VA  22075 

LYNCHBURG  ACADEMY  OF  MEDICINE 

PRESIDENT — David  B.  Hill,  MD.  1801  Thomson  Drive,  Lynch- 
burg VA  24501 

PRESIDENT  ELECT— William  Phillip  Gibbs.  MD,  2323  Ather- 
holt  Road,  Lynchburg  VA  24501 

VICE  PRESIDENT — James  A.  Piggott,  MD,  Virginia  Baptist 
Hospital,  Lynchburg  VA  24503 

SECRETARY/TREASURER— Jeffrey  W.  Wilson,  MD,  2025 
Tate  Springs  Road,  Lynchburg  VA  24501 

EXECUTIVE  SECRETARY— Mrs.  Betty  P.  Pearson,  2025  Tate 
Springs  Road,  Lynchburg  VA  24501 

MID-TIDEWATER  MEDICAL  SOCIETY 

PRESIDENT — Richard  B.  Bowles.  MD.  Mathews  VA  23109 

VICE  PRESIDENTS— Paul  C.  Pearson,  MD,  Warsaw  VA  22572; 
A.  L.  VanName,  MD,  Box  340,  Urbanna  VA  23175;  Boyd  M. 
Clements,  MD,  Box  430.  Gloucester  VA  23061;  A.  W.  Lewis, 
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t TOPICS  lh  P€DIOTRIC  ^ 
IMfCCTIOUS  DKGPs^e^: 

Ni  UPDkTG 

NOUeMBGR  12,  1982 

Medical  School  Teaching  Facility  ! 

University  of  Maryland  - School  of  Medicine 

Baltimore,  Maryland  - 


Sponsored  by  the 


Department  of  Pediatrics 
University  of  Maryland 
School  of  Medicine 


New  and  exciting  discoveries  and  products  are  changing  the 
prevention,  diagnosis,  and  treatment  of  childhood  infectious 
diseases.  If  you  are  a practicing  pediatrician  or  family  physici- 
an, you  will  find  this  one  day  program  very  valuable  in  your 
daily  practice  as  you  update  your  knowledge  of  the  key  pedia- 


tric infectious  diseases. 

This  symposium  will  stress: 

• New  concepts  and  information 

• Practical  approach  to  diagnosis 

• Current  therapeutic  trends 

For  further  information  contact: 


Program  of  Continuing  Education 
Univarsity  of  Maryland 
School  of  Medicine 
10  South  Pine  Street 
Baltimore,  Maryland  21201 
(301)  528  3956 


— 

w. 

GILL  MEMORIAL  HOSPITAL  FOUNDATION 
announces  the  annual 

SYMPOSIUM  FOR  FAMILY  PRACTITIONERS 
at  the 

Patrick  Henry  Hotel 
Roanoke,  Virginia 
OCTOBER  15,  1982 
Noon  to  5:45  p.m. 

Advance  registration  requested 
A.A.F.P.  approved 

Contact  David  N.  Keys,  M.D. 

P.O.  Box  1789 
Roanoke,  Va.  24008 
(703)  344-2071 


fiUDHOUSTV 

Rl  In  The  Family 

Friday,  September  24, 1982 

A 


Saint  Albans 
fcuchiatric  Hospital 

Radford, Virginia  1 


A conference  exploring  recent  trends  and  developments 
in  the  study  of  interactions  between  alcoholics  and  their 
families.  Featuring  a special  presentation  on  the  unique  nature 
of  alcoholics,  their  families,  and  treatment  in  Appalachia. 

For  More  Information  or  To  Register  Contact: 

Robert  W.  Mullaly,  Ph.D. 

Director,  Alcohol  and  Substance  Abuse  Program 
Saint  Albans  Psychiatric  Hospital 
P.O.  Box  3608 
Radford,  Virginia  24143 

Participants  Fee:  $20 


MD,  Box  124,  Aylett  VA  23009;  M.  H.  Harris,  Box  250,  West 
Point  VA  23181;  S.  N.  Ransone,  MD,  Mathews  VA  23109;  and 
Sam  R.  Stanford,  Jr..  MD,  Box  430,  Gloucester  VA  23061 
SECRETARY — Arthur  J.  Martin.  MD,  Box  485.  Bowling  Green 
VA  22427 

TREASURER— W.  H.  Hosfield,  MD,  Box  232,  West  Point  VA 
23181 

NEWPORT  NEWS  MEDICAL  SOCIETY 

PRESIDENT — W.  H.  Graham,  MD.  11030  Warwick  Boulevard, 
Newport  News  VA  23601 

VICE  PRESIDENT— Hawes  Campbell  III,  MD.  PO  Box  408, 
Yorktown  VA  23690 

SECRETARY/TREASURER— Bobby  T.  Wood,  MD,  12511  War- 
wick Boulevard,  Newport  News  VA  23606 
EXECUTIVE  SECRETARY— Mrs.  Sandra  J.  Hill,  PO  Box  1834, 
Yorktown  VA  23692 

NOREOLK  ACADEMY  OF  MEDICINE 

PRESIDENT — Jack  B.  Taylor,  MD,  DePaul  Hospital,  Norfolk 
VA  23505 

PRESIDENT  ELECT — Lawrence  A.  Bernert.  MD.  844  Kemps- 
ville  Road,  Suite  212,  Norfolk  VA  23502 
VICE  PRESIDENT— Frank  W.  Gwathmey,  MD,  307  Medical 
Tower,  Norfolk  VA  23507 

SECRETARY — Richard  L.  Cullen,  MD,  401  Medical  Tower, 
Norfolk  VA  23507 

TREASURER — Stuart  B.  Baker,  MD,  844  Kempsville  Road, 
Suite  100,  Norfolk  VA  23502 

SPEAKER — Albert  L.  Roper  II,  MD,  901  Hampton  Boulevard, 
Norfolk  VA  23507 

EXECUTIVE  DIRECTOR— Mrs.  Ruth  H Dize,  227  West  Free- 
mason Street,  Norfolk  VA  23510 

NORTHAMPTON  COUNTY  MEDICAL  SOCIETY 

PRESIDENT— Ernest  C.  Gibb,  Jr.,  MD,  Franktown  VA  23354 
VICE  PRESIDENT — William  M.  Patterson,  MD,  Northampton- 
Accomack  Memorial  Hospital,  Nassawadox  VA  23413 
SECRETARY/TREASURER— Robert  L.  Erdman,  MD,  Box  296, 
Nassawadox  VA  23413 

NORTHERN  NECK  MEDICAL  ASSOCIATION 

PRESIDENT — David  L.  Harris,  MD,  Rappahannock  General 
Hospital,  Kilmarnock  VA  22482 
PRESIDENT  ELECT— John  W.  Johnson,  MD,  PO  Box  606, 
Kilmarnock  VA  22482 

VICE  PRESIDENT— Carl  A.  Broaddus,  MD,  PO  Box  676, 
Kilmarnock  VA  22482 

SECRETARY/TREASURER— Norman  R.  Tingle.  MD.  PO  Box 
8.  Lively  VA  22507 

SECRETARY-ELECT— Eugene  J.  Wolski,  PO  Box  B,  Callao 
VA  22435 

MEDICAL  SOCIETY  OF  NORTHERN  VIRGINIA 

PRESIDENT — Jeffrey  P.  Harris,  MD,  801  South  Loudoun 
Street,  Winchester  VA  22601 

PRESIDENT  ELECT— Thomas  E.  Patteson  III.  MD,  315  West 
Tenth  Street,  Front  Royal  VA  22630 
SECRETARY/TREASURER— Terry  L.  Sinclair,  MD.  PO  Box 
554,  Winchester  VA  22601 


ORANGE  COUNTY  MEDICAL  SOCIETY 

PRESIDENT — Patricia  E.  Crowder,  MD,  Route  I,  Box  225, 
Rapidan  VA  22722 

SECRETARY/TREASURER— Jeffrey  A.  Lovold,  MD.  PO  Box 
1256,  Orange  VA  22960 

PATRICK  HENRY  MEDICAL  SOCIETY 

PRESIDENT— Clyde  A.  Swift,  MD,  1008  Jeb  Stuart  Road, 
Martinsville  VA  241 12 

SECRETARY/TREASURER— James  E.  Layton,  MD,  1500 
White  Oak  Court,  Martinsville  VA  24112 

PORTSMOUTH  ACADEMY  OF  MEDICINE 

PRESIDENT — H.  Dale  Sponaugle,  MD,  3603  County  Street, 
Portsmouth  VA  23707 

PRESIDENT  ELECT — Behrooz  Dayanim,  MD,  620  London 
Boulevard,  Portsmouth  VA  23704 

SECRETARY — J.  C.  Porter  Collier,  MD,  3300  High  Street, 
Portsmouth  VA  23707 

TREASURER — James  V.  Scutero,  MD,  4037  Taylor  Road, 
Chesapeake  VA  23321 

EXECUTIVE  SECRETARY— Mrs.  Elsie  D.  Deaver,  850  Craw- 
ford Parkway.  Portsmouth  VA  23704 

PRINCE  WILLIAM  COUNTY  MEDICAL  SOCIETY 

PRESIDENT— John  K.  Wadley,  MD,  9625  Surveyor  Court, 
Manassas  VA  221 10 

PRESIDENT  ELECT — Francisco  Barrera,  MD,  14416  Jefferson 
Davis  Highway.  Woodbridge  VA  22191 

VICE  PRESIDENT— Kathleen  Zaremba,  MD,  9611  Champion 
Court,  Manassas  VA  22110 

SECRETARY — Ek  Seng  Lou,  MD,  14904  Jefferson  Davis  High- 
way, Woodbridge  VA  22191 

TREASURER— Ratnakar  LaWande,  MD,  8707  Digges  Road, 
Manassas  VA  22110 

EXECUTIVE  SECRETARY— Mrs.  Gail  King,  PO  Box  1447, 

Manassas  VA  221 10 

RICHMOND  ACADEMY  OF  MEDICINE 

PRESIDENT— Duncan  S.  Owen,  Jr.,  MD,  Box  647,  MCV  Sta- 
tion, Richmond  VA  23298 

PRESIDENT  ELECT— Ronald  K.  Davis,  MD,  417  Libbie  Ave- 
nue, Richmond  VA  23226 

VICE  PRESIDENTS— C.  M.  Kinloch  Nelson,  MD,  2002  Bremo 
Road,  Richmond  VA  23226,  and  Edward  A.  Zakaib,  MD,  71 17 
Jahnke  Road,  Richmond  VA  23225 

RECORDING  SECRETARY— Lindley  T.  Smith.  MD.  112  East 
Clay  Street,  Richmond  VA  23219 

TREASURER— J.  Latane  Ware,  MD,  5855  Bremo  Road,  Rich- 
mond VA  23226 

EXECUTIVE  DIRECTOR— Mrs.  M.  Sheffield  Smith,  1200  East 
Clay  Street,  Richmond  VA  23219 

ROANOKE  ACADEMY  OF  MEDICINE 

PRESIDENT — Michael  J.  Moore,  MD.  5005  Hunting  Hills  Drive. 
SW,  Roanoke  VA  24016 

PRESIDENT  ELECT— Richard  M.  Newton,  MD,  2129  Rosalind 
Avenue,  SW,  Roanoke  VA  24014 

VICE  PRESIDENT— Lawrence  K.  Monahan.  MD,  1111  South 
Jefferson  Street.  Roanoke  VA  24016 
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PfL -Practice 
^^IMxluctiVitylqc. 

We  are  proud  to  be  recognized  as  the  number 
one  practice  management  consulting  and  con- 
tinuing educational  firm  in  the  (Jnited  States.  To 
the  doctors  of  the  Virginia  Medical  Society  we 
pledge  our  continued  support  with  assisting 
you  in  providing  the  best  quality  patient  care  in 
the  country  today. 

We  will  continue  to  offer  the  best  educational 
and  motivational  workshops  in  sound  business 
concepts  to  physicians,  residents,  office  man- 
agers and  medical  assistants;  provide  in-depth 
consulting  to  the  physician  in  private  practice, 
and  assist  physicians  and  office  managers  with 
recruitment/placement  and  practice  establish- 
ment. 

As  you  are  aware,  we  advocate  the  total  practice 
concept  and  do  not  limit  our  analysis  to  your 
bookkeeping  and  accounting  problems.  Prac- 
tice Productivity  is  vitally  interested  in  your  pro- 
fessional problems  as  they  affect  your  life,  your 
community,  and  your  patients.  We  are  interest- 
ed in  assuring  that  your  personnel  and  the  sup- 
porting system  in  the  practice  allows  you  to 
practice  medicine  as  you  had  originally  in- 
tended . . . happily. 

Our  new  consulting  and  educational  materials 
covers  all  medical  specialties.  References  in 
your  specialty  available  upon  request. 

Additional  Services  Include: 

Publications  on: 

Personnel  Policies  and  Procedures 
Appointment  Scheduling  That  Works! 

Video  Tape: 

“How  to  Establish  a Successful  Practice" 

Cassette  Tapes: 

Preventing  Collection  Problems  and  Handling  Problem 
Collections 

Monthly  Newsletter: 

Covers  Practice  Management  Techniques 

For  Additional  Information  Contact: 

Duane  M.  Johnson,  Ph  D. 

Executive  Vice  President 
2000  Clearview  Avenue 
Suite  100 

Atlanta,  Georgia  30340 

1-800-241-6228 


Potomac  Hospital 

2300  Opitz  Blvd. 
Woodbridge,  Virginia  22191 
670-1313 


POTOMAC  HOSPITAL  is  a full-service  acute 
care  community  hospital  serving  eastern 
Prince  William,  northern  Stafford,  and 
southern  Fairfax  counties. 

— 24  hour  Emergency  Room 
— Critical  Care 
— Maternal  and  Child  Care 
— Pediatrics 
— Psychiatric  Unit 
— Complete  Medical/Surgical  Units 

Accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals 


1983  CM  E Cruise/Conferences 
on  Legal -Medical 
Issues 


APPROVED  FOR 
1 8- 24  CME  CREDITS 
CATEGORY  1 

By  the  Suffolk  Acedemy 
of  Medicine 


The  programs  listed  below  were  scheduled  prior  to 
12/31/80  and  conform  to  IRS  tax  deductibility  re- 
quirements under  Sec.  602  of  the  Tax  Reform  Act  - 
Public  Law  94-445  effective  1/1/77. 


January  8-15  (from 
F t . Lauderdale,  F L) 
7 Day  Caribbean  - 


April  2-9  (from  Los 
Angeles,  CA) 

7 Day  Mexican  Riviera 

July  2-16  (from  San 
Francisco,  CAI 
14  day  Alaska/Canada 


July  27-Aug  6 (from 
Ft  Lauderdale,  FL) 
10  day  Caribbean 

Aug  20  - Sept  3 
(from  Venice,  Italy) 
14  day  Mediterranean 


*FL Y ROUNDTRIP  FREE 

EXCELLENT  GROUP  FARES  - FINEST  SHIPS 

The  number  of  participants  in  each  conference  is  limited. 
Early  registration  is  advised. 


For  color  brochure 
and  additional 
information  contact 


International  Conferences 
189  Lodge  Ave. 

Huntington  Station,  N.Y.  1 1746 
Phone  (516)  549-0869 


SECRETARY/TREASURER— Philip  N.  Peter,  MI),  2601  Frank- 
lin Road.  SW.  Roanoke  VA  24014 
EXECUTIVE  SECRETARY— Mrs.  Rita  S.  Roberts.  PO  Box 
8398,  Roanoke  VA  24014 

ROCKBRIDGE  COUNTY  MEDICAL  SOCIETY 

PRESIDENT — Robert  P.  Irons.  Jr..  MD.  Rockbridge  Profession- 
al Building,  Lexington  VA  24450 
VICE  PRESIDENT— William  E.  Weddle,  MD,  2252  Magnolia 
Avenue,  Buena  Vista  VA  24416 
SECRETARY/TREASURER— James  R.  Busch,  MD.  I East 
Preston  Street,  Lexington  VA  24450 

ROCKINGHAM  COUNTY  MEDICAL  SOCIETY 

PRESIDENT— Charles  H.  Henderson,  MD,  Suite  10.  1031  South 
Main  Street.  Harrisonburg  VA  22801 
SECRETARY/TREASURER— Richard  M.  Senfield,  MD.  1840 
East  Market  Street.  Harrisonburg  VA  22801 
EXECUTIVE  SECRETARY — Mrs.  Juanita  Taylor.  Rockingham 
Memorial  Hospital,  235  Cantrell  Avenue.  Harrisonburg  VA 
22801 

SCOTT  COUNTY  MEDICAL  SOCIETY 

PRESIDENT— James  W.  Wolfe,  MD.  PO  Box  175.  Gate  City  VA 
24251 

SECRETARY/TREASURER— Kenneth  J.  Robertson.  MD.  PO 
Box  175.  Gate  City  VA  24251 

SOUTHSIDE  VIRGINIA  MEDICAL  SOCIETY 

PRESIDENT — H.  Alan  Bigley,  Jr.,  MD.  700  South  Sycamore 
Street,  Petersburg  VA  23803 

VICE  PRESIDENT— William  A.  Shelton,  MD.  PO  Box  237, 
Boydton  VA  23917 

SECRETARY/TREASURER— Harold  W.  Nase,  MD,  PO  Box 
504,  Farmville  VA  23901 

SOUTHWESTERN  VIRGINIA  MEDICAL  SOCIETY 

PRESIDENT — S.  D.  Barranco,  MD.  3708  South  Main  Street, 
Suite  A,  Blacksburg  VA  24060 

VICE  PRESIDENT — John  Boniface.  Jr.,  MD,  199  Hospital 
Drive,  Galax  VA  24333 

SECRETARY/TREASURER— Donald  B.  Nolan.  MD,  2601 
Franklin  Road,  SW,  Roanoke  VA  24016 
EXECUTIVE  SECRETARY— Gregory  R.  Steele.  PO  Box  27, 
Galax  VA  24333 

STUART  MEDICAL  SOCIETY 

PRESIDENT — Barry  E.  Kahan,  MD,  R.J.  Reynolds  Memorial 
Hospital,  Stuart  VA  24171 

VICE  PRESIDENT — Robert  R.  Bowman,  Jr.,  MD,  Stuart  Clinic, 
Box  409,  Stuart  VA  24171 

SECRETARY/TREASURER— Gregory  H.  Tuttle.  MD,  R.  J. 
Reynolds  Memorial  Hospital,  Stuart  VA  24171 

TAZEWELL  COUNTY  MEDICAL  SOCIETY 

PRESIDENT — Emile  Khuri,  MD.  Mattie  Williams  Hospital,  200 
Washington  Square.  Richlands  VA  24641 
VICE  PRESIDENT — James  R.  Thompson.  MD.  123  Ben  Bolt 
Avenue,  Tazewell  VA  24651 

SECRETARY/TREASURER— Randy  Forehand.  MD,  PO  Box 
CVPI,  Richlands  VA  24641 


TRI-COUNTY  MEDICAL  SOCIETY 

PRESIDENT — Joseph  Lorenzo  Verdirame,  MD.  707  Gittings 
Street,  Suffolk  VA  23434 

PRESIDENT  ELECT — J.  Mills  Britt.  Jr.,  MD,  Southampton 
Medical  Building,  Franklin  VA  23851 

SECRETARY/TREASURER— J.  Floyd  Clingenpeel.  MD.  PO 
Box  655,  Franklin  VA  23851 

VIRGINIA  BEACH  MEDICAL  SOCIETY 

PRESIDENT— Colin  W.  Hamilton,  MD,  1 100  First  Colonial 
Road.  Virginia  Beach  VA  23454 

PRESIDENT  ELECT — Bertram  L.  Warren  Jr.,  MD,  1100  First 
Colonial  Road.  Virginia  Beach  VA  23454 

SECRETARY — Richard  A.  Mladick.  1037  First  Colonial  Road, 
Virginia  Beach  VA  23454 

TREASURER— Thomas  M.  Krop,  MD.  1012  First  Colonial 
Road,  Virginia  Beach  VA  23454 

EXECUTIVE  SECRETARY— Mrs.  Joan  B.  Ward,  General  Hos- 
pital of  Virginia  Beach.  1060  First  Colonial  Road,  Virginia 
Beach  VA  23454 

WILLI  AMSBURG-JAMES  CITY  COUNTY  MEDICAL 
SOCIETY 

PRESIDENT— Anthony  J.  Taylor.  MD,  PO  Box  254,  Williams- 
burg VA  23185 

VICE  PRESIDENT — Jose  A.  Erfe,  MD.  Colonial  Community 
Mental  Health  Center,  Williamsburg  VA  23185 

SECRETARY— David  L.  Hurt.  MD.  PO  Box  325,  Williamsburg 
VA  23185 

TREASURER — Camilla  B.  Spirn.  MD.  1304  Jamestown  Road, 
Williamsburg  VA  23185 

WISE  COUNTY  MEDICAL  SOCIETY 

PRESIDENT — Nalin  G.  Shah,  MD.  Norton  Community  Hospi- 
tal. Norton  VA  24273 

PRESIDENT  ELECT— Robert  S.  Bausch,  MD,  Hicks  Orchard 
Estates,  Wise  VA  24293 

VICE  PRESIDENT— Ernagene  F.  Ingram,  MD,  1023  Spruce 
Street,  Norton  VA  24273 

SECRETARY— Leonell  C.  Strong,  Jr..  MD,  235  Highland 
Street,  Norton  VA  24273 

TREASURER— William  A.  Kessler.  MD.  Ridgefield  Acres,  Wise 
VA  24293 

MEDICAL  COLLEGE  OF  VIRGINIA 
STUDENT  MEDICAL  SOCIETY 

PRESIDENT — Joe  Sherman,  Box  449,  MCV  Station,  Richmond 
VA  23298 

VICE  PRESIDENT— Steve  Hudgins,  Box  449,  MCV  Station. 
Richmond  VA  23298 

SECRETARY/TREASURER— Janice  McCall,  Box  449.  MCV 
Station.  Richmond  VA  23298 

UNIVERSITY  OF  VIRGINIA 
STUDENT  MEDICAL  SOCIETY 

PRESIDENT — Cee  Ann  Davis,  Box  233,  McKim  Hall,  Universi- 
ty of  Virginia  Medical  Center.  Charlottesville  VA  22908 

SECRETARY/TREASURER— Jorge  A.  Cortina,  Box  233,  Mc- 
Kim Hall,  University  of  Virginia  Medical  Center.  Charlottes- 
ville VA  22908 
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County  map  showing  geographical  boundaries  of 
Virginia’s  component  medical  societies 


1. 

Accomack  County  Medical  Society 

25. 

Loudoun  County  Medical  Society 

2. 

Albemarle  County  Medical  Society 

26. 

*Louisa  County  Medical  Society 

3. 

Alexandria  Medical  Society 

27. 

Lynchburg  Academy  of  Medicine 

4. 

Alleghany-Bath  Counties  Medical  Society 

28. 

Mid-Tidewater  Medical  Society 

5. 

*Amherst-Nelson  Counties  Medical  Society 

29. 

Newport  News  Medical  Society 

6. 

Arlington  County  Medical  Society 

50. 

Norfolk  Academy  of  Medicine 

7. 

Augusta  County  Medical  Society 

31. 

Northampton  County  Medical  Society 

8. 

Bedford  County  Medical  Society 

32. 

Northern  Neck  Medical  Society 

9. 

*Botetourt  County  Medical  Society 

33. 

Northern  Virginia  Medical  Society 

10. 

Buchanan-Dickenson  Counties  Medical  Society 

34. 

Orange  County  Medical  Society 

11. 

*Charlotte  County  Medical  Society 

35. 

Portsmouth  Academy  of  Medicine 

30. 

Chesapeake  Medical  Society 

36. 

Prince  William  County  Medical  Society 

12. 

Culpeper  County  Medical  Society 

37. 

Richmond  Academy  of  Medicine 

13. 

Danville-Pittsylvania  Academy  of  Medicine 

38. 

Roanoke  Academy  of  Medicine 

14. 

Fairfax  County  Medical  Society 

39. 

Rockbridge  County  Medical  Society 

15. 

Fauquier  County  Medical  Society 

40. 

Rockingham  County  Medical  Society 

16. 

Floyd  County  Medical  Society 

41. 

Scott  County  Medical  Society 

49. 

Franklin  County  Medical  Society 

17. 

Southside  Virginia  Medical  Society 

18. 

Fredericksburg  Medical  Society 

42. 

Southwestern  Virginia  Medical  Society 

19. 

Halifax  County  Medical  Society 

43. 

Stuart  Medical  Society 

20. 

Hampton  Medical  Society 

44. 

Tazewell  County  Medical  Society 

21. 

Hanover  County  Medical  Society 

45. 

Tri-County  Medical  Society 

22. 

Patrick  Henry  Medical  Society 

46. 

Virginia  Beach  Medical  Society 

23. 

James  River  Medical  Society 

47. 

Williamsburg-James  City  County  Medical  Society 

24. 

Lee  County  Medical  Society 

48. 

Wise  County  Medical  Society 

* = 

inactive 
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BENEFIT  CONCEPTS 


GROUP,  INC. 


(formerly  Surer  Associates  Retirement  Planning  Company) 


MS  V-SPONSORGD  ft€TIRGM€  NT  PLANS 
Designed  wirh  rhe  Physician  in  Mind 

> low  cosr 

> no  insurance 

> maximum  investment  flexibility 
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4620  Lee  Highway,  Suite  210,  Arlington,  Virginia  22207 

Telephone  (703)  041-1100 


Motrin 

ibupiofen,  Upjohn 

600 mg  Tablets 


/ 

More 


Upjohn 


© 1981  The  Upichn  Company 


The  Upjohn  Company  • Kalamazoo.  Michigan  49001  USA 


J-9043-4  July  1981 


Dalmane  [fiurazepam  Hci/ Roche]  Stands  Apart 


References:  1.  Wil 

liams  RL,  Karacan  1 
Introduction,  chap  1, 
in  S/eep  Disorders 
Diagnosis  and  Treat- 
ment, edited  by  Wil 
liams  RL,  Karacan  I 
Frazier  SH  New  York. 
John  Wiley  & Sons. 

1978,  p.  2 2.  Data  on 
file,  Hoffmann  La 
Roche  Inc.,  Nutley,  NJ. 

3.  Kales  A et  at:  JAMA 
24/1692-1695,  Apr  20, 

1979.  4.  Kales  A et  at: 

J Clin  Pharmacol  17: 207- 
213.  Apr  1977  and  data 
on  file,  Hoffmann-La 
Roche  Inc.,  Nutley,  NJ. 

5.  Kales  A:  Data  on  file, 
Hoffmann-La  Roche 
Inc.,  Nutley,  NJ. 

6.  Kales  A et  at: Clin  Phar- 
macol Ther  19: 576-583, 
Mav  1976.  7.  Kales  A. 
Scharf  MB,  Kales  JD: 
Science  201. 1039-1041, 

Sep  15,  1978  8.  Frost 

JD  Jr,  DeLucchi  MR: 

J Am  Genatr  Soc  27:541 
546,  Dec  1979 

9.  Dement  WC  et  al: 
Behav  Med  5(10)  :25  31, 

Oct  1978. 

10.  Vogel  GW:  Data  on 
file,  Hoffmann-La 
Roche  Inc.,  Nutley,  NJ. 

11.  Karacan  I.  Williams 
RL,  Smith  JR:  The  sleep 
laboratory  in  the  inves- 
tigation of  sleep  and 
sleep  disturbances.  Sci- 
entific exhibit  at  the 
124th  annual  meeting 
of  the  American  Psychi- 
atric Association, 
Washington,  DC.  May  3- 

7.  1971  12.  Poliak  CP, 
McGregor  PA.  Weitz- 
man  ED  The  effects  of 
fiurazepam  on  daytime 
sleep  after  acute  sleep- 
wake  cycle  reversal. 
Presented  at  the  15th 
annual  meeting  of  the 
Association  for  Psycho- 
physiological  Study  of 
Sleep,  Edinburgh,  Scot- 
land, June  30-July  4. 

1975.  13.  Zimmerman 
AM:  Curr  Ther  Res 
13:18-22.  Jan  1971 

14.  Kales  A.  Kales  JD 
Pharmacol  Physicians 
4( 9)1-6,  Sep  1970.  15. 
Data  on  file,  Hoffmann- 
La  Roche  Inc.,  Nutlev, 

NJ. 


The  Physician’s  Sleep  Glossary 

Some  common  sleep  laboratory  terms 

poly»som«no«graph.  An  instrument  which 
simultaneously  records  by  electrodes  physiologi- 
cal variables  during  sleep — for  example,  brain 
activity  (EEG),  eye  movements  (EOG),  muscle 
tonus  (EMG)  and  other  electrophysiological  varia- 
bles. These  readings  indicate  precisely  when 
patients  fall  asleep,  how  many  wake  periods  they 
experience,  the  quality  of  sleep  and  the  duration 
of  sleep. 

sleep  la»ten»cy.  The  period  of  time  measured 
from  “lights  out,”  or  bedtime,  to  the  commence- 
ment or  onset  of  sleep. 

wake  time  af«ter  sleep  on«set.  Intervals  of 
time  spent  awake  between  onset  of  sleep  and  the 
end  of  the  sleep  period.  The  polysomnograph  reg- 
isters the  length  and  frequency  of  the  intervals. 

to«tal  sleep  time.  The  amount  of  time  actually 
spent  in  sleeping.  This  is  estimated  by  subtract- 
ing wake  times  from  the  period  encompassed  by 
the  onset  and  the  termination  of  sleep. 1 

REM/NREM.  1 REM,  or  rapid  eye  movement, 
sleep  is  “active” — characterized  by  increased 
metabolic  rates,  elevated  temperature  and 
arousal-type  EEG  patterns.  2.  NREM,  or  non- 
rapid eye  movement,  sleep  represents  “quiet” 
sleep  stages.  There  are  four  distinct  stages  of 
NREM  sleep.2 

re«bound  in»som»nia.  A statistically  significant 
worsening  of  sleep  compared  to  baseline  on  the 
nights  immediately  following  discontinuation  of 
sleep  medication.2 


ROCHE 

PRODUCTS  INC. 
Manati.  Puerto  Rico 
00701 


Dalmane® 

fiurazepam  HCi/Roche 

15-mg/30-mg  capsules 


Efficacy  objectively  dem- 
onstrated in  the  sleep  lab- 
oratory— the  most  valid 
environment  for  measur- 
ing hypnotic  efficacy. 

In  numerous  sleep  laboratory 
investigations  patients  fell  asleep 
sooner,  slept  longer  and  woke  up 
less  during  the  night312  with 

Dalmane® 

fiurazepam  HCI/Roche 

Compared  with  temazepam  and 
other  hypnotics,  onset  of  sleep  is 
more  rapid3  with 

Dalmane® 

Fewer  middle-of-the-night  awak- 
enings4 with 

Dalmane® 

More  total  sleep  time  on  nights 
12  to  14  of  therapy4  and  contin- 
ued efficacy  for  up  to  28  nights5 
with 

Dalmane® 

Rebound  insomnia  is  avoided 
upon  discontinuation  34  7 of 

Dalmane® 

Low  incidence  of  morning  “hang- 
over”14 with 

Dalmane® 

The  efficacy  of  Dalmane  has 
been  studied  in  over  200  clinical 
trials  with  more  than  10,000 
patients.3 15 During  long-term 
therapy,  which  is  rarely  required, 
periodic  blood,  kidney  and  liver 
function  tests  should  be  per- 
formed. Contraindicated  in 
patients  who  are  pregnant  or 
hypersensitive  to  fiurazepam. 

Please  see  summary  of  product  informa- 
tion on  following  page. 


Dalmane*  ® 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak- 
ening; in  patients  with  recurring  insomnia  or  poor 
sleeping  habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective  sleep  labora- 
tory data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom 
nia  is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom- 
mended Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam HCI;  pregnancy  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi- 
azepine use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant.  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  for  nighttime  seda- 
tion. This  potential  may  exist  for  several  days  fol- 
lowing discontinuation  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness 
(e  g , operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion  Not  recom- 
mended for  use  in  persons  under  15  years  of  age 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu 
sion  and/or  ataxia.  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported: 
headache,  heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation,  GI  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn- 
ing eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu- 
cinations, and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf 
fice  in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  recommended  initially  until 
response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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Past  Presidents 
of 

The  Medical  Society  of  Virginia 


1821 

. . James  McClung,  MD 

Richmond 

1907 

. . . Paul  B.  Barringer,  MD 

....  Charlottesville 

1822-23  . . 

. . . William  Foushee,  MD 

Richmond 

1908 

. . . William  F.  Drewry,  MD 

Petersburg 

1824 

James  Henderson,  MD 

Richmond 

1909 

. . . Stuart  McGuire,  MD 

Richmond 

1825-40. . 

. . . Meetings  discontinued 

1910 

. . . E.  T.  Brady,  MD 

Abingdon 

1841-42  . . 

. . . Robert  William  Haxall,  MD. . . 

Richmond 

1911 

. . .O.  C.  Wright,  MD 

Jarratt 

1843 

. . . Frederick  Marx,  MD 

Richmond 

1912 

. . . Hugh  M.  Taylor,  MD 

Richmond 

1844 

. . . Thomas  Nelson,  MD 

Richmond 

1913 

. . . Southgate  Leigh,  MD 

Norfolk 

1845-46.  . 

. . . William  A.  Patteson,  MD 

Richmond 

1914 

. . . Stephen  Hamsberger,  MD . . . . 

Catlett 

1847 

. . . John  A.  Cunningham.  MD . . . . 

Richmond 

1915 

. . . Samuel  Lile,  MD 

Lynchburg 

1848 

. . . William  A.  Patteson,  MD 

Richmond 

1916 

. . . Joseph  A.  White,  MD 

Richmond 

1849 

. . . Unknown 

1917 

. . . George  A.  Stover,  MD 

....  South  Boston 

1850 

. . . Robert  William  Haxall,  MD.  . . 

Richmond 

1918-19. . 

. . . Ennion  G.  Williams,  MD 

Richmond 

1851 

. . . Beverley  R.  Wellford,  MD.  . . . 

. . . Fredericksburg 

1920 

. . . Paulus  A.  Irving,  MD 

Farmville 

1852 

. . . James  Beale,  MD 

Richmond 

1921 

. . . Alfred  L.  Gray,  MD 

Richmond 

1853 

. . . Thomas  P.  Atkinson,  MD  .... 

Danville 

1922 

. ..E.  C.  S.  Taliaferro,  MD 

Norfolk 

1854 

. . . Carter  P.  Johnson,  MD 

Richmond 

1923 

. . . John  Staige  Davis,  MD 

....  Charlottesville 

1855-56. . 

. . .11.  C.  Worsham,  MD 

Dinwiddie 

1924 

. . . W.  W.  Chaffin,  MD 

Pulaski 

1857 

. . . James  Bolton.  MD 

Richmond 

1925 

. . . Hunter  H.  McGuire,  MD 

Winchester 

1858 

. . . Levin  S.  Joynes,  MD 

Richmond 

1926 

. . . W.  L.  Harris,  MD 

Norfolk 

1859-69.  . 

. . . Meetings  discontinued 

1927 

. . . J.  Shelton  Horsley,  MD 

Richmond 

1870-71  . . 

. R S.  Payne,  MD 

Lynchburg 

1928 

. . . J.  W.  Preston,  MD 

Roanoke 

1872 

. . . A.  M.  Fauntleroy,  MD 

Staunton 

1929 

. . . J.  Bolling  Jones,  MD 

Petersburg 

1873 

. . . Harvey  Black,  MD 

Blacksburg 

1930 

. . . Charles  R.  Grandy,  MD 

Norfolk 

1874 

. . . A.  G.  Tebault,  MD 

. . . London  Bridge 

1931 

. . J . Allison  Hodges,  MD 

Richmond 

1875 

. . . S.  C.  Gleaves,  MD 

Wytheville 

1932 

. . . I.  C.  Harrison,  MD 

Danville 

1876 

. . . F.  D.  Cunningham,  MD 

Richmond 

1933 

. . . J.  C.  Flippin,  MD 

....  Charlottesville 

1877 

. J.  L.  Cabell,  MD 

. . . . Charlottesville 

1934 

. R I)  Bates,  MD 

Newtown 

1878 

. . . J.  H.  Claiborne,  MD 

Petersburg 

1935 

. ..F.  H.  Smith,  MD 

Abingdon 

1879 

. . . L.  S.  Joynes,  MD 

Richmond 

1936 

. . . P.  St.  L.  Moncure.  MD 

Norfolk 

1880 

. . . Henry  Latham,  MD 

Lynchburg 

1937 

. . . J.  M.  Hutcheson,  MD 

Richmond 

1881 

. . . Hunter  McGuire,  MD 

Richmond 

1938 

. . . G.  F.  Simpson.  MD 

Purcellville 

1882 

. . . G.  W.  Semple,  MD 

Hampton 

1939 

. . . A.  F.  Robertson,  Jr.,  MD  . . . . 

Staunton 

1883 

. . . W.  D.  Cooper,  MD 

Morrisville 

1940 

. . . H.  H.  Trout,  MD 

Roanoke 

1884 

. . . J.  E.  Chancellor,  MD 

. . . . Charlottesville 

1941 

. . . W.  B.  Martin,  MD 

Norfolk 

1885 

. . . S.  K.  Jackson.  MD 

Norfolk 

1942 

. . . Roshier  W.  Miller,  MD 

Richmond 

1886 

. . . Rawley  W.  Martin.  MD 

Chatham 

1943 

. . . J.  M.  Emmett.  MD 

Clifton  Forge 

1887 

. . . Bedford  Brown,  MD 

Alexandria 

1944 

. . . C.  B.  Bowyer,  MD 

Stonega 

1888 

. . . Benjamin  Blackford,  MD 

Lynchburg 

1945 

. . . H.  B.  Mulholland.  MD 

....  Charlottesville 

1889 

. . . E.  W.  Row,  MD 

Orange 

1946 

. . .Julian  L.  Rawls,  MD 

Norfolk 

1890 

. . . Oscar  Wiley,  MD 

Salem 

1947 

. . . W.  L.  Powell.  MD 

Roanoke 

1891 

. . . W.  W.  Parker,  MD 

Richmond 

1948 

. . . Guy  R.  Fisher,  MD 

Staunton 

1892 

. . . H.  Grey  Latham,  MD 

Lynchburg 

1949 

. . . M.  Pierce  Rucker,  MD 

Richmond 

1893 

. . . Herbert  M.  Nash,  MD 

Norfolk 

1950 

. . . W.  C.  Caudill,  MD 

Pearisburg 

1894 

. . . William  P.  McGuire,  MD 

Winchester 

1951 

. . .C.  Lydon  Harrell.  MD 

Norfolk 

1895 

. . . Robert  J.  Preston,  MD 

Abingdon 

1952 

. . . John  T.  T.  Hundley,  MD 

Lynchburg 

1896 

. . . William  L.  Robinson,  MD  .... 

Danville 

1953 

. . . James  L.  Hamner,  MD 

Mannboro 

1897 

. . . George  Ben  Johnston,  MD  . . . 

Richmond 

1954 

. ..V.  W.  Archer,  MD 

....  Charlottesville 

1898 

. . . Lewis  E.  Harvie,  MD 

Danville 

1955 

. . .Carrington  Williams,  MD 

Richmond 

1899 

. . . Jacob  Michaux,  MD 

Richmond 

1956 

. . .James  P.  King,  MD 

Radford 

1900 

. . . Hugh  T.  Nelson,  MD 

. . . . Charlottesville 

1957 

. . .James  D.  Hagood,  MD 

Clover 

1901 

. . J.  R.  Gildersleeve,  MD 

Tazewell 

1958 

. . . H.  C.  Bates,  MD 

Arlington 

1902 

. . R.  S.  Martin,  MD 

Stuart 

1959 

. . . W.  P.  Adams,  MD 

Norfolk 

1903 

. . . J.  N.  Upshur,  MD 

Richmond 

1960 

. . . Allen  Barker,  MD 

Roanoke 

1904 

. . . Joseph  A.  Gale,  MD 

Roanoke 

1961 

. . . Guy  W.  Horsley,  MD 

Richmond 

1905 

. . . William  S.  Christian,  MD 

Urbanna 

1962 

. . . Russell  Buxton,  MD 

. . . Newport  News 

1906 

. . . Lomax  Gwathmey,  MD 

Norfolk 

1963 

. . . Fletcher  J.  Wright,  MD 

Petersburg 
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l%4.  . . . 

. . . . Richard  E.  Palmer,  MD 

Alexandria 

1965. . . . 

. . . . McLemore  Birdsong,  MD 

. . . Charlottesville 

1966.  . . . 

. . . . Alexander  McCausland.  MD . . . 

Roanoke 

1967. . . . 

. . . . K.  K.  Wallace,  MD 

Norfolk 

1968.  . . . 

. . . . T W.  Murrell,  Jr.,  MD 

Richmond 

1969. . . . 

. . . . F.  Ashton  Carmines,  MD 

. . Newport  News 

1970.  . . . 

. . . . William  Grossmann,  MD 

Franklin 

1971.  . . . 

. . . . James  M.  Moss,  MD 

Alexandria 

1972.  . . . 

. . . . William  S.  Hotchkiss,  MD 

Norfolk 

1973.  . . . 

. . . . Carl  E.  Stark.  MD 

Wytheville 

1974.  . . . 

. . . . John  A.  Martin,  MD 

Roanoke 

1975. . . . 

. . . . William  R.  Hill.  MD 

Richmond 

1976.  . . . 

. . . . Raymond  S.  Brown,  MD 

Gloucester 

1977.  . . . 

. . . . W.  Leonard  Weyl.  MD 

Arlington 

1978.  . . . 

. . . . William  J.  Hagood.  Jr..  MD  . . . 

Clover 

1979. . . . 

. . . . Charles  E.  Davis,  Jr..  MD 

Norfolk 

1980. . . . 

. . . . George  M.  Nipe,  MD 

....  Harrisonburg 

1981.  . . . 

. . . . Percy  Wootton,  MD 

Richmond 

NMIONKL  HOSPITAL 

for  Orthopaedics 
and  Rehabilitation 


2455  Army  Navy  Drive 
Arlington,  VA  22206 
(703)  920-6700 

• Full-service  24-hour  Emergency  Department 

• ICU/CCU 

• The  Center  for  Sports  Medicine 

• Runners'  Clinic 

• Cardiac  Rehabilitation  Outpatient  Program 

• Pulmonary  Exercise  Program 

• Chronic  Pain  Services 

• Outpatient  Surgery 

• Orthopaedic  Evaluation  Clinic 

• Amputee  Clinic 

• Scoliosis  Clinic 

• Team  approach  to  Rehabilitation 

• Physical  Therapy,  Hydrotherapy 

• Orthotics  Department 

• The  Arthritis  Institute 

• Sponsor  of  the  Capital  Wheelchair 
Invitational  Games 

• Complete  ancillary  services 


RAPPAHANNOCK  COMPUTERS 

P.O.  Box  788,  200  Prince  Street 
k Tappahannock,  Va.  22560 

Phono  804-443-5880 


COMPUTERS  * PRINTERS  * SOFTWARE 
* HARD  DISK  * SUPPLIES 


□ NEC  PC-8000  64K  RAM,  dual  disk  drive*, 

monitor,  workttation  de»k,  latter 
quality  printer,  and  built-in 
graphic*  character*.  Mgy  add 
hard  di»k  for  mor*  itoraga. 


□ APC  128K  RAM,  axpandabla  to  256K 

RAM,  dual  dltkatte  drlvas,  doubla 
•idad,  doubla  dan*lty  up  to  2 
magabytat  ttoraga  capacity.  May 
add  hard  di*k  for  mora  itoraga 
ipaca.  AI»o  color  and  built-in 
araphic*  character*. 


□ Medical  Billing 

System  Run*  undar  CPM/CPM86,  CBo*ic 

2/CBo»ic  86.  Support*  up  to  9 
doctor*.  Print*  private  pay,  Blua 
Cro»»/Blua  Shlald,  Madicora, 
Madicold,  commarcial  Inturanca 
and  ha*  varlaty  of  raport*  on  CRT 
or  printer. 


□ Business 
Accounting 

Software  Ganarol  ladgar,  account* 

racaivabla,  payroll,  flxad  a»*at«, 
Invantory,  tanant  procaiting, 
tlma  billing,  ate.  Alto  availabla 
ara  toftwara  for  communication, 
butina**  foracattlng  and 
planning,  mailing  litt,  inturanca, 
accounting,  word  procaiting  and 
many  othar*. 


Check  any  or  all 


□ Please  send  me  full  Information. 

□ Please  have  someone  contact  me. 

□ I'd  like  to  see  a demonstration 

Name Title 

Company Address  

City state Alp 

Telephone 
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SOUTHERN  MEDICAL 
ASSOCIATION... 


««« 

mmm 
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DIAL 

access 


DIAL 

access 


DIAL 

access 


ilDIAL 

W access 


Dial  Access  is  Southern  Medical’s 
answer  to  problem-solving  CME. 


Dial  Access  is  a toll-free  continuing  medical  education  service  to 
physicians,  consisting  of  8-1 0 minute  recorded  messages 
explaining  the  most  recent  therapeutic  and  diagnostic  findings  on 
specialized  medical  problems.  Dial  Access  is  available  to  SMA 
members  for  only  $5.00  per  year  (non-members,  $25.00  per 
year).  Included  in  the  subscription  cost  are:  Ready  Reference 
Catalog  with  continual  updates  of  the  1 ,000  audio  tapes,  a 
quarterly  newsletter,  and  a 24-hour  a day,  7-day  a week  toll-free 
number  providing  you  with  complete  information  in  eight 

disciplines: 


• Arthritis  & Rheumatism 

• Infectious  Diseases 

• Obstetrics  & Gynecology 

• Cancer 


• Gastroenterology 

• Diabetes  & Endocrinology 

• Psychotherapeutics 

• Cardiovascular  Disease 


Subscribe  NOW  and  receive  your  Ready  Reference  Catalog  and 

your  I.D.  number. 


IlfPIAL 

■ access 


Write  or  call:  Barbara  Bedford,  SMA,  PO  Box  2446, 
Birmingham,  Alabama  35201,  (205)  323-4400. 


BASMED  Takes  Care 
of  Your  Business  So 
You  Can  Take  Care 
of  Your  Patients. 


BASMED  is  good  business  medicine  for  your  medical 
practice.  By  freeing  your  office  from  time-wasting  drudgework 
like  insurance  processing  and  paper  shuffling,  BASMED  lets  you 
tend  to  your  patients,  instead  of  your  office  problems. 

BASMED  applies  advanced  computer  technology  directly  to 
all  the  biggest  medical  office  problems.  For  example,  with 
Automatic  Claims  Processing,  BASMED  talks  directly  to  the 
computer  at  Blue  Cross/Blue  Shield,  and  gets  back  claim  checks 
in  days  instead  of  weeks  BASMED  simplifies  and  speeds  every 
office  routine:  appointment  scheduling,  record  keeping,  billing, 
and  much  more  BASMED  also  generates  a variety  of  helpful 
reports  on  demand,  including  an  aging  of  outstanding 
insurance  claims. 

BASMED  makes  medical  office  work  so  simple,  easy  and  error 
free,  it's  no  surprise  that  people  call  it  living  software. T- 

Call  or  write  today  to  see  how  BASMED  can  take  care  of 
business  at  your  practice. 


AUTHORrZ€D 

DEALER 

Texas  Instruments 

COmPUTCR  SVSTOT1S 


business  application  systems,  inc. 
7334  chapel  hill  road 
raleigh,  n.c.  27607 
1-800-334-7010 
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Announcing  a New,  Interactive  CME 
Program  for  Today’s  #1  Health  Problem 
Cardiovascular  Disease: 
Risk-Reduction  Strategies 


■ - 


■ ■ 
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mem 


pgi  pspi  a EgsPr'-m 

Total  Program  with  Materials- 
Free  of  Charge 

The  program  includes:  two  film  segments  on 
16mm  or  %"  videocassette  (on  loan),  step-by-step 
Moderator’s  Guide,  Participant  Workbooks, 

Self-study  Program  and  publicity  kit-everything 
needed  to  present  a one-  or  two-hour  seminar  with 
minimal  preparation, 


sJUfifi 


Multimedia  Seminar: 

Up  to  2 Credit  Hours,  Category  1 PRA/AMA 

A distinguished  panel  of  authorities  confronts  the 
major  clinical  risk  factors  in  cardiovascular  disease 
management.  Filmed  case  studies  help  the  primary 
care  physician  identify  and  evaluate  the  patient's 
“risk  profile”  and  assess  cardiovascular  treatment. 


Self-study  Program: 

4 Credit  Hours,  Category  1 PRA/AMA 

Follow-up  clinical  monograph 
discusses  in  depth  1)  clinical 
issues  and  2)  practical  strat- 
egies. Completion  of  the 
monograph  and  accompany- 
ing quiz  reinforces  the  seminar 
material. 


For  further  information 

Mail  the  coupon  or  call  toll-free 
800-526-4299. 

In  New  Jersey,  call 
(201)  636-6600. 


Star 


Cardiovascular  Disease 

Risk-Reduction 

Strategies 


M.E.D.  Communications 
655  Florida  Grove  Road,  Hopelawn,  NJ  08861 
Please  send  me  full  details  on  faculty,  agenda 
accreditation  and  booking  for  the  CME  seminar, 
Cardiovascular  Disease  Risk-Reduction  Strategies 


Name 

Title 

Institution 
Street 


(PLEASE  PRINT) 


Cardiovascular  Disease.  Risk-Reduction  Strategies 
was  produced  in  collaboration  with  New  York  Medical  College  by 
M E D Communications  under  a grant  from  Bristol  Laboratories, 
Division  of  Bristol-Myers  Company  ME0703  8/82 


City 


State Zip 


Telephone 

(AREA  CODE) 


AMA 


Take 

J250,000. 

And  call  us 
anytime. 


At  Finance  One,  we  understand  the  special  needs  ot  the 
physician.  We  know  that  it  takes  solid  financial  resources  to 
build  and  maintain  a successful  practice. 

You  constantly  need  capital  to  keep  up  with  changing 
equipment  you  need  funds  to  furnish  your  offices  or  maybe  even 
to  invest  in  an  existing  practice. 

Whatever  your  financial  needs,  we  can  help.  We're  part  of 
Manufacturers  Hanover,  one  of  the  nation's  largest  financial 
institutions,-  and  we  have  the  resources 


Finance  One  Mortgage  of  Virginia,  Inc.,  4490  Holland  Office  Park,  Suite  109, 

Virginia  Beach  VA  23452,  (804)  490-0455 

Finance  One  Mortgage  of  Virginia,  Inc.,  6715  Backlick  Road, 

Springfield  VA  22150,  (703)  569-6565 


to  loan  you  up  to  $250,000 
or  more.  Just  call  us  anytime. 


SM 


TOLL  FREE:  1-800-572-2484 


Financial  Services  from 
Manufacturers  Hanover 


t=t 


Equal  Housing  Lender 


DOCTORS  OFFICE  COMPUTER  SYSTEMS 


DOCS  WORKS  FOR 
YOU,  YOUR  STAFF, 
YOUR  PATIENTS. 

DOCS  is  a computer  system  that  has  been 
designed  to  meet  the  needs  of  Medical  and  Dental 
professionals.  Installing  a computer  programmed 
with  DOCS  means  that  your  practice  runs  more 
economically.  Fewer  mistakes  are  made.  You  and 
your  staff  waste  less  time  on  tedious  paper  work. 
The  result?  Increased  return  on  receivables, 
improved  practice  information,  fewer  delinquent 
accounts.  And  that’s  just  the  beginning. 

Because  the  computer  takes  care  of  menial 
paper  work,  your  staff  has  time  for  more  impor- 
tant duties,  and  you  have  more  time  for  your 
patients.  DOCS  is  simple  for  your  staff  to  use.  The 
computer  asks  a question;  your  office  person 
enters  the  answer.  DOCS  will  question  invalid 
numbers,  process  insurance  forms,  and  prepare 
billing,  just  to  mention  a few  functions.  Your 
patients  benefit,  too.  Patients  are  registered 
more  quickly,  their  records  are  immediately  avail- 
able without  searching  for  files,  and  accounts  are 
kept  up-to-date.  DOCS  does  all  this  and  much 
more. 


THE  DOCS  SYSTEM  PROVIDES: 

□ Patient  Inquiry 

□ Charge  and  Payment  Entries 

□ Patient  Super  Bills 

□ Universal  Claim  Forms 

Blue-Shield  — Champus.  Medicare  - Medicaid 

□ Detailed  Aging  Reports 

□ Selective  Aging  Reports 

□ Labels 

□ Collection  Letters 

□ Alphabetical  Computer  Look-Up 

□ Practice  Analysis 

□ Cycle  Billing 

□ Audit  Trails 

□ General  Ledger 

□ Word  Processing 

□ Tax  Benefits; 

Investment  Tax  Credit 
Depreciation 


(703) 366-5200 

□ Please  send  me  more  information  on  the  DOCS  System. 

□ Please  phone  me  to  schedule  a system  demonstration. 


Name 

Address 

City 

State 

Zip 

Phone 

THE  PATIENT  THINKS 
HE  HAS  HEART  TROUBLE... 


**■*»  ...  >■ 


ml 


U KNOW  IT’S  REALLY 
X1ETY  SYMPTOMS 

iis  presenting  symptoms:  palpitations,  chest  pain, 
ihronic  exhaustion  and  occasional  difficulties  in  breathing. 
3ood  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
evels  of  anxiety  and  apprehension. 

For  rapid  relief  you  prescribe 
Valium  (diazepam/Roche) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

Valium 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


BOCHE^ 

Please  see  summary  of  product  information  on  the  following  page 


VALIUM  (diazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Managemen!  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety  Anxiety  or  tension 
associated  with  the  stress  ot  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use.  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adiunctively  In  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  disconjinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines,  nar- 
cotics, barbilurates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz 
epmes  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  |aundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia.  |aundlce,  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d to  q i d , alcoholism,  10  mg  t i d.  or  q.i  d.  in 
first  24  hours,  then  5 mg  t i d or  q.i.d  as  needed, 
adiunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q i d ; adiunctively  in  convulsive  disorders,  2 to  10  mg 
b i d to  q i d Geriatric  or  debilitated  patients  2 to  2’/2 
mg.  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions.)  Children  1 to  2'/2  mg  t i d. 
or  q i d initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration.  Valium  scored 
tablets — 2 mg.  white,  5 mg,  yellow;  10  mg,  blue — 
bottles  of  100*  and  500,*  Prescription  Paks  of  50. 
available  in  trays  of  10.*  Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  10  v 

♦Supplied  by  Roche  Products  Inc  , Manati,  Puerto 
Rico  00701 

tSupplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc,,  Nutley.  New  Jersey  07110 


ROCHE  PRODUCTS  INC. 
Manati,  Puerto  Rico  00701 


Donftplan  a Williamsburg 
meeting  without  this: 


Start  with  a central  location,  minutes  from  Colonial 
Williamsburg  and  The  Old  Country/Busch  Gardens. 

Next,  demand  the  thorough  professionalism  of  an 
experienced  staff.  And  insist  on  space  and  facilities 
with  the  flexibility  for  executive  seminars,  company 
banquets,  or  full-scale  exhibitions. 

It’s  all  part  of  the  service  at  Fort 
Magruder.  Where  you  can  plan  on 
a perfect  Williamsburg  meeting 
right  from  the  start,  with  our 
Conference  Planning 
Booklet.  For  your  copy, 
write  Director  of  Sales, 

Box  KE,  Williamsburg, 

Va.  23187  Or  call  toll- 
free:  800-446-4082.  (In 
Virginia:  800-582-1010.) 

Fort 

Magruder 
Inn  & 

Conference 
Center  ■& 


BE  THE  DOCTOR 
YOU  WANT  10  BE. 
IN  THE  NAVY. 

Navy  medicine  combines  an 
ideal  professional  practice 
with  a desirable  personal 
lifestyle. 

•Excellent  medical  facilities 
♦Professional  staff  support 
♦Unique  specialities 
♦Salary  and  benefits  competi- 
tive with  civilian  practice 
♦Navy  officer  fringe  benefits 
For  more  information,  send 
your  resume  to,  or  call: 

Medical  Programs 
Navy  Recruiting  District 
8545  Mayland  Drive 
Richmond,  VA  23229 
(804)  270-3101  (collect) 


A 

PERFECT 

BALANCE 


YOUR  MEDICAL  PRACTICE 
AND  YOUR  FAMILY  LIFE 

s it  possible  to  spend  more  time  with  your 
family  and  still  get  the  professional 
satisfaction  from  your  medical  practice?  It 
is  if  you  are  a member  of  the  Air  Force 
^ health  care  team.  Being  an  Air  Force 
physician  lets  you  strike  a balance 
between  your  professional  life  and  your 
family  life.  Our  group  practice  concept 
makes  it  all  possible. 
See  how  you  can  put  balance 
into  your  life.  Contact  your  nearest 
Air  Force  recruiter  today. 


A great  way  of  Me 


Capt.  Don  Wood 

121  Wyck  Street,  Suite  307-C 

Richmond,  Virginia  23225 

Call  collect:  (804)  771-2127/2129 


The  ultimate  answer  to  pollen,  dust  and  smoke. 


Today’s  air  is  full  of  irritants  that  can  cause  watering  eyes,  runny  nose,  coughing  and  general  discomfort  Allergy 
sufferers  are  even  more  severely  affected  But  now  there  is  an  air  cleaner  that  is  almost  too  good  to  be  true 


NEWTRON®  Electrostatic  Air  Cleaner 

THE  MOST  EFFECTIVE 

Disposable  air  conditioning  filters  remove  only  20%  of  air-borne  pollutants.  Expen- 
sive powered  electronic  air  cleaners  have  an  effectiveness  that  ranges  from  50- 
85%  But  the  NEWTRON  * Electrostatic  Air  Cleaner  is  the  most  effective  of  all  The 
NEWTRON " removes  over  90%  of  the  pollen,  dust,  and  cigarette  smoke  from  your 
home  or  business 

Per  Cent  (%)  Efficiency  0 10  20  30  40  50  60  70  80  90  100 

Throw  Away  Fiber  Glass  Filter 
Powered  Air  Cleaners 
Newtron  Electrostatic  Air  Cleaner 

(A  copy  of  the  independent  test  lab  results  that  prove  this  claim  is  available  upon  request.) 

SIMPLE  PERMANENT  NO  REPAIRS 

The  NEWTRON"  develops  its  internal  static  charge  simply  by  air  flowing  through 
grids  made  of  several  types  of  static-prone  plastic.  It  is  this  static  charge  that 
attracts  and  traps  the  irritating  air  pollutants. 

EASY  TO  CLEAN  NO  INSTALLATION 


The  air  cleaning  results 
shown  here  are  proven 
by  laboratory  tests 


The  ultimate  air  cleaner 


— Clip  out  this  coupon.  — . 

Mail  to:  Newtron  of  Virginia,  P O Box  4158, 

Lynchburg,  Virginia  24502  - (804)  237-2050 


□ Please  send  additional  information 


Dr.  

Address 


City State Zip 

Specialty 


573 


When  your  overweight  patients  seek  your 
help  with  a weight  reduction  plan  ♦ . . 


The  benefits  will 
outweigh  the  risks 
when  you  prescribe 


MELFIAT105 


Because  MELFIAT 105 
effectively  controls  appetite. 
MELFIAT  105  (phendimetrazine 
tartrate),  an  effective  anorexiant, 
provides  the  appetite  control  over- 
weight patients  often  need  to  begin  a 
successful  program  of  weight  reduc- 
tion. And  the  positive  results  of 
initial  short-term  therapy  with 
MELFIAT  105  can  help  motivate 
them  to  a lifelong  commitment  of 
weight  control. 

Because  MELFIAT  105  has  a 
3.7  hour  half-life  and  low  abuse 
potential. 

Therapeutic  efficacy  combined  with 
a short  half-life  and  minimal  abuse 
potential  make  MELFIAT  105  the 
drug  of  choice  in  the  treatment 
of  exogenous  obesity.  Because 
MELFIAT  105  has  a short  half-life, 
it  minimizes  drug  accumulation  and 
helps  to  eliminate  such  effects  as  dis- 
turbed sleep  patterns.  And,  because 
MELFIAT  105  has  significantly 
lower  abuse  potential  than  the 
amphetamines;  there’s  less  risk  to 
your  patients.  According  to  a NIDA 
(National  Institute  on  Drug  Abuse) 
report,  phendimetrazine  appears  to 
be  the  least  abused  anorexiant  when 
compared  to  phentermine  and 
diethylpropion! 


Half-life  comparison  of  MELFIAT  105  and  other  anorexiants2 

,7.  MELFIAT  105 

(phendimetrazine  tartrate) 

diethylpropion  8 hrs 

phentermine  20  hrs 

0 10  20 
HALF  LIFE  (HOURS) 


Because  MELFIAT  105  is  in  a 
sustained-release  capsule. 

MELFIAT  105  provides  your 
patients  with  continuous  drug  deliv- 
ery for  appetite  control  that  lasts 
throughout  the  day  and  helps  to 
eliminate  compulsive  snacking  and 
overeating  at  meals.  In  addition,  the 
sustained -release  capsule  form 
maintains  more  constant  blood 
levels  of  MELFIAT  105 . . . without 
peaks  and  valleys. 

Because  MELFIAT  105  offers 
convenient,  once-a-day  dosage. 
MELFIAT  105  is  available  in  a con- 
venient capsule  containing  105  mg. 
The  simple  morning  dosage  regimen 
is  designed  to  encourage  compliance, 
minimizing  the  chance  of  missed 
doses  and  assuring  optimum  thera- 
peutic results. 

Because  MELFIAT  105  is  from 
Reid -Provident  Laboratories,  Inc. 

Reid- Provident  has  the  highest  stan- 
dards of  quality  to  assure  that  only 
the  finest  products  reach  you.  An 
advisory  board  of  research  scientists, 
physicians,  pharmacists,  and  other 
technical  staff  continually  review 
existing  products  and  new  product 
proposals  to  make  sure  that  the  lat- 
est pharmaceutical  technology  is 
used  in  their  design  and  manufacture. 
That’s  because  Reid- Provident  is 
committed  to  you  and  your  patients. 

For  more  information  please  write  to 
Reid- Provident  Laboratories,  Inc. 

640  Tfenth  Street,  N.W. 

Atlanta,  Georgia  30318 

References:  1.  Sheu  YS,  Ferguson  JA,  Cooper 
JR:  Evaluation  of  the  A buse  Liability  of  Diethyl- 
propion,  Phendimetrazine,  and  Phentermine, 
unclassified  document  ADAMHA,  HHS.  Office 
of  Medical  and  Professional  Affairs,  NIDA,  1980. 

2.  Douglas  JG,  Munro  JF:  The  role  of  drugs  in  the 
treatment  of  obesity,  Drugs  21:362-373, 1981. 


MELFIAT105 

UNICELLESE 

(phendimetrazine  tartrate) 
Sustained-Release  Capsules  105  mg 


MELFIAT"  105  UNICELLES"  © 

(phendimetrazine  tartrate)  105  mg  Sustained  Release  Capsules 
INDICATIONS  AND  USAGE:  Melfiat"  105  (phendimetrazine 
tartrate)  is  indicated  in  the  management  of  exogenous  obe 
sity  as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of 
weight  reduction  based  on  caloric  restriction.  The  limited 
usefulness  of  agents  of  this  class  (See  CLINICAL  PHARMA 
C0L0GY)  should  be  measured  against  possible  risk  factors 
inherent  in  their  use  such  as  those  described  below. 
CONTRAINDICATIONS:  Advanced  arteriosclerosis,  sympto- 
matic cardiovascular  disease,  moderate  to  severe  hyperten- 
sion, hyperthyroidism,  known  hypersensitivity,  or  idiosyncrasy 
to  the  sympathomimetic  amines,  glaucoma.  Agitated  states. 
Patients  with  a history  of  drug  abuse.  During  or  within 
14  days  following  the  administration  of  monoamine  oxidase 
inhibitors  (hypertensive  crises  may  result). 

WARNINGS:  Tolerance  to  the  anorectic  effect  usually  devel- 
ops within  a few  weeks.  When  this  occurs,  the  recommended 
dose  should  be  discontinued.  Phendimetrazine  tartrate  may 
impair  the  ability  of  the  patient  to  engage  in  potentially  haz- 
ardous activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned 
accordingly. 

Drug  Dependence:  Phendimetrazine  tartrate  is  related  chem- 
ically and  pharmacologically  to  the  amphetamines.  Amphet- 
amines and  related  stimulant  drugs  have  been  extensively 
abused,  and  the  possibility  of  abuse  of  phendimetrazine  tar 
trate  should  be  kept  in  mind  when  evaluating  the  desirability 
of  including  a drug  as  part  of  a weight-reduction  program. 
Abuse  of  amphetamines  and  related  drugs  may  be  associated 
with  intense  psychological  dependence  and  severe  social  dys- 
function, There  are  reports  of  patients  who  have  increased 
the  dosage  to  many  times  that  recommended.  Abrupt  cessa- 
tion following  prolonged  high-dosage  administration  results  in 
extreme  fatigue  and  mental  depression;  changes  are  also 
noted  on  the  sleep  EEG,  manifestations  of  chronic  mtoxica 
tion  with  anorectic  drugs  include  severe  dermatoses,  marked 
insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxication  is  psy- 
chosis, often  clinically  indistinguishable  from  schizophrenia. 
USAGE  IN  PREGNANCY:  The  safety  of  phendimetrazine  tar 
trate  in  pregnancy  and  lactation  has  not  been  established. 
Therefore,  phendimetrazine  tartrate  should  not  be  taken  by 
women  who  are  or  may  become  pregnant. 

USAGE  IN  CHILDREN:  Phendimetrazine  tartrate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

PRECAUTION:  Caution  is  to  be  exercised  in  prescribing  phen- 
dimetrazine tartrate  for  patients  with  even  mild  hyperten- 
sion. Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  phendimetrazine  tar- 
trate and  the  concomitant  dietary  regimen.  Phendimetrazine 
tartrate  may  decrease  the  hypotensive  effect  of  guanethi- 
dine.  The  least  amount  feasible  should  be  prescribed  or  dis- 
pensed at  one  time  in  order  to  minimize  the  possibility  of 
overdosage. 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycar- 
dia, elevation  of  blood  pressure. 

Central  Nervous  System:  Overstimulation,  restlessness,  dizzi- 
ness, insomnia,  euphoria,  dysphoria,  tremor,  headache;  rarely 
psychotic  episodes  at  recommended  doses. 

Gastrointestinal:  Dryness  of  the  mouth,  unpleasant  taste, 
diarrhea,  constipation,  other  gastrointestinal  disturbances. 
Allergic:  Urticaria 

Endocrine:  Impotence,  changes  in  libido. 

0VERD0SAGE:  Manifestations  of  acute  overdosage  with 
phendimetrazine  tartrate  include  restlessness,  tremor, 
hyperreflexia,  rapid  respiration,  confusion,  assaultiveness, 
hallucinations,  panic  states. 

Fatigue  and  depression  usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hypertension  or 
hypotension  and  circulatory  collapse.  Gastrointestinal  symp- 
toms include  nausea,  vomiting,  diarrhea,  and  abdominal 
cramps.  Fatal  poisoning  usually  terminates  in  convulsions 
and  coma  Management  of  acute  phendimetrazine  tartrate 
intoxication  is  largely  symptomatic  and  includes  lavage  and 
sedation  with  a barbiturate.  Experience  with  hemodialysis  or 
peritoneal  dialysis  is  inadequate  to  permit  recommendation 
in  this  regard.  Acidification  of  the  urine  increases  phendi- 
metrazine tartrate  excretion.  Intravenous  phentolamine 
(Regitine)  has  been  suggested  for  possible  acute,  severe 
hypertension,  if  this  complicates  phendimetrazine  tartrate 
overdosage. 

DOSAGE  AND  ADMINISTRATION:  Since  Melfiat®  105  (phendi 
metrazine  tartrate)  105  mg  is  a sustained-release  dosage 
form,  limit  to  one  sustained-release  capsule  in  the  morning. 
Melfiat®  105  (phendimetrazine  tartrate)  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED:  Each  orange  and  clear  sustained-release 
capsule  contains  105  mg  phendimetrazine  tartrate  in  bottles 
of  100. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 


Copyright  © 1982  Reid-Provident  Laboratories,  Inc.  All  rights  reserved.  April,  1982 


Reid  Provident  Laboratories,  Inc. 
Atlanta,  Georgia  30318 


LINK 

HARBOUR 


condominium 


The  Link  Harbour  Condominium  is  a luxury  residential  resort  just  five 
blocks  from  Virginia  Beach’s  cool  oceanfront,  yet  it  is  neatly  secluded  in  a 
waterfront  setting. 

Enjoy  a carefree  lifestyle  with  all  the  amenities  of  a custom-built  home. 
Solariums,  fireplaces  and  optional  boat  slips  enhance  a contemporary  style. 

An  award  winning  solar  design  and  exceptional  quality  construction  by 
Salasky  and  Sedel  make  Link  Harbour  an  excellent  value.  Prices  and  terms  start 
from  $89,500  with  10^%  30  year  ARM  financing. 


LINK 

HARBOUR 


condominium 


MODELS  LOCATED  AT: 


100  Pinewood  Road 
Ju§l  off  Laskin  Road 


For  a FREE  colorful  brochure  and 
more  information  write  or 

Call  COLLECT: 

(804)  422-8839 
OPEN  9-5  DAILY 


10-YEAR  HOME  BUYER 

►OrtOWh fRSWARRANTv  PROTECTION  PLAN 


Exclusive  Sales  by: 

SEDEL  AND  ASSOC  REALTY 
414  25th  Street 
Virginia  Beach.  Va.  23451 


WE  KNOW  THAT  DOCTORS 
HAVE  SPECIAL  NEEDS 

Whether  it's  a home  or  at  the  office  any  time  of  day  or  night  the 
threat  is  always  there.  Burgularies,  intrusions,  and  narcotic 
consumption  is  on  the  rise  and  so  is  arson  and  crime. 
ACPcan  install  an  electronic  surveillance  system  which  sends 
warning  signals  to  our  central  monitoring  station  staffed  by  a 
security  specialist.  Upon  verification  help  is  on  the  way  in 
seconds.  For  a guaranteed  security  and  fire  alarm  system  take 
one  aspirin  and  call  us  in  the  morning.  (804)  643-3581. 

AMERICAN  CRIME 
PREVENTION  643-3581 

10  North  4th  Street  Richmond,  VA  23219 


PROTECTION  FROM  CRIME 
AND  PEACE  OF  MIND  START 

WHEN  YOU  FILL  OUT  THIS  COUPON 

FREE  SECURITY  ANALYSIS 

Name 

Address - 

Cily Zip 

Telephone 

OR  CALL  (804)  643-3581  NOW! 


VIRGINIA 
MEDICAL’S 
DIRECTORY 
TO  THE 
MEMBERSHIP 
OF  THE 


MEDICAL  SOCIETY 


V ' ' ■ 

V . 


OF  VIRGINIA 


ROSTER  OF  MEDICAL  SOCIETY  OF  VIRGINIA  MEMBERS 
BY  COMPONENT  SOCIETY  AFFILIATION 


ACCOMACK-ALBEMARLE  1 


ACCOMACK 

AMRIEN,  MD.  Donald  Jos 
204  Willow  Street 
Chmcoteague  VA  23336 
BOSWORTH  II  . MD  Elam  W 
13  Market  St 
Onancock  VA  23417 
DOOLEY,  MD,  Parker  Clark 
Route  1,  Box  432 
Mella,  VA  23410 
EDMONDS.  MD,  John  Thos 
Accomac  VA  23301 
ESKRIDGE,  MD,  Walter  A 
Box  257 

ParksleyVA  23421 
FEARS,  MD.  Belle  De  Cormis 
Box  38 

Accomac  VA  23301 
FLETCHER  JR  , MD,  Donald  F 
Atlantic  VA  23303 
FRANCIS,  MD,  John  A 
Women's  Clinic  Of 
Eastern  Shore,  Box  474 
Nassawadox,  VA  23413 
PATTERSON.  MD,  William  M 
Davis  Wharf  VA  23345 
VALENTINE,  MD,  Lawrence  E 
Box  305 

Accomac  VA  23301 
WHITE.  MD,  Edward  S 
Box  85 

Bloxom,  VA  23308 
WINGFIELD,  MD,  Richard  W 
Keller  VA  23401 

ALBEMARLE 

AJGAONKAR,  MD,  Ashok  Dmkar 
610  West  Rio  Rd 
Charlottesville  VA  22901 
ALBERT,  MD,  Martin  Philip 
21 1 East  High  Street 
Charlotttesville,  VA  22901 
ALFORD,  MD,  Bennett  A 
U V a Med  Ctr  Dept  Rad 
Charlottesville  VA  22908 
ALLAN,  MD.  J Hamilton 
P 0 Box  5183 
Charlottesville  VA  22905 
ALLER,  MD,  James  David 
Route  1,  Box  195 
Scottsville,  VA  24590 
ALRICH.  MD.  Elton  Meredith 
U Va  Hosp 

Charlottesville  VA  22908 
ANDREWS,  MD.  James  C 
801  E High  St 
Charlottesville  VA  22901 
ANDREWS,  MD,  K Patricia  M 
R D 6 Box  303 
Charlottesville  VA  22901 
ARCHER,  MD,  Harry  Lee 
400  Locust  Ave 
Charlottesville  VA  22901 
ARMSTRONG  JR  , MD,  Peter 
U Va  Hosp  Dept  Radiology 
Charlottesville  VA  22908 
ARNOLD  III.  MD,  William  P 
U Va  Hosp  Box  238 
Charlottesville  VA  22908 
ASHLEY,  MD,  John  T 
U Va  Hosp 

Charlottesville,  VA  22908 
ATUK,  MD,  Nuzhet  Osman 
7 Deerpath  Road 
Charlottesville,  VA  22901 
AUFFANT,  MD.  Roberlo  A 
U Va  Med  Ctr  Box  238 
Charlottesville.  VA  22908 
AUSTIN,  MD,  Harry  Paul 
Ivy  Farms 
305  Barracks  Hill 
Charlottesville  VA  22901 
BAIN,  MD,  Thos  Herbert 
Box  457 

Crozet  VA  22932 
BARNETT  JR  , MD,  B Lewis 
U Va  Hosp  Box  4 14 
Charlottesville  VA  22908 
BARTON  JR  , MD,  Chas  Robt 
Route  #3.  Box  381 
Palmyra,  VA  22963 
BECKWITH,  MD.  Julian  Ruffin 
U Va  Hosp 

Charlottesville  VA  22908 
BEDFORD,  MD  Robert  Forrest 
U Va  Med  Ctr  Box  238 
Charlottesville  VA  22908 
BELLER,  MD.  George  Allen 
U Va  Med  Ctr  Box  1 58 
Charlottesville,  VA  22908 
BENDER,  MD,  Arthur  Stillman 
101 1 East  Jefferson  St 
Charlottesville  VA  22901 
BENJAMIN,  MD,  John  Tabb 
24  West  Leigh  Drive 
Charlottesville  VA  22901 
BERK,  MD,  Barbara  Zevmer 
438  Wellington  Drive 
Charlottesville  VA  22901 
BERRY,  MD,  Frederic  A 
U Va  Hosp 

Charlottesville  VA  22928 
BLACKMAN,  MD,  Raymond  S 
1948  Michael  Place 
Charlottesville  VA  22901 
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BLANKENBAKER,  MD  Walter  L 
12  Suffolk  Rd 
West  Leigh 

Charlottesville  VA  22901 
BLASCO.  MD,  Peter  A 
Children’s  Rehab  Center 
Route  250  West 
Charlottesville,  VA  22901 
BLIZZARD,  MD,  Robt  M 
U Va  Hosp  Dept  Pediatrics 
Charlottesville  VA  22908 
BOLTON,  MD,  Warren  Kline 
U Va  Hosp  Dept  Medicine 
Charlottesville,  VA  22908 
BOOKER,  MD,  Armistead  Page 
U Va  Med  School  Box  386 
Charlottesville  VA  22908 
BOURGBOIS,  MD,  F John 
U Va  Hosp  Dept  Ob/Gyn 
Charlottesville.  VA  22908 
BOYS,  MD,  Floyd  Eugene 
1600  Grady  Ave  Apt  106 
Charlottesville  VA  22903 
BRAY,  MD,  Stuart  Thomas 
U Va  Med  Ctr  Box  486 
Charlottesville  VA  22908 
BRENBRIDGE.  MD  A Norman  A G 
U Va  Hosp  Box  170 
Charlottesville,  VA  22908 
BREWER,  MD,  Richard  James 
400  Tenth  St  N E 
Charlottesville  VA  22901 
BROWN.  MD,  Robert  Stanley 
2015  Ivy  Square 
Suite  104 

Charlottesville  VA  22903 
BURGE,  MD,  Joseph  John 
U Va  Med  Ctr  Box  412 
Charlottesville,  VA  22908 
BURWELL,  MD,  Lawrence  R 
U Va  Hosp  Box  158 
Charlottesville  VA  22908 
BUSCHI,  MD,  Anthony  J 
U Va  Hosp  Box  170 
Charlottesville,  VA  22908 
BUTLER,  MD,  Albert  Boardman 
U Va  Hosp  Box  212 
Charlottesville  VA  22908 
BUXTON,  MD,  Wm  Dimmock 
U Va  Hosp 

Charlottesville  VA  22908 
CAMP  III.  MD.  James  L 
Box  3816  Umv  Sta 
Charlottesville  VA  22902 
CAMPA,  MD,  Justimano  F 
820  E High  St 
Charlottesville,  VA  22901 
CANFIELD,  MD,  James  A 
416  Key  West  Drive 
Charlottesville,  VA  22901 
CANTERBURY  II,  MD,  Randolph  J 
123  Scarborough  Place 
Charlottesville,  VA  22901 
CANTRELL,  MD.  Robert  Wendell 
U Va  Med  School  Box  430 
Charlottesville,  VA  22908 
CAREY,  MD,  Robt  Munson 
U Va  Hosp  Dept  Int  Med 
Charlottesville  VA  22908 
CARPENTER  JR  , MD.  Johnson  T 
U Va  Hosp 

Charlottesville  VA  22908 
CARPENTER.  MD,  Martha  Alma 
U Va  Hosp  Box  438 
Charlottesville  VA  22908 
CARRON  JR  , MD,  Harold 
U Va  Med  Ctr  Dept  Anes 
Charlottesville  VA  22908 
CARTER.  MD,  Bruce  Thomas 
Vinegar  Hill  Office  Bldg 
400  Preston  Ave 
Charlottesville  VA  22901 
CATES,  MD,  Michael  A 
400  10th  Street,  Ne 
Charlottesville,  VA  22901 
CAUGHRON,  MD,  Samuel  Dan 
21 1 East  High  Street 
Charlottesville,  VA  22901 
CAWLEY,  MD.  Edward  Philip 
Rugby  Circle 

Charlottesville  VA  22903 
CHANDLER,  MD,  James  Gilbert 
U Va  Hosp  Dept  Surgury 
Charlottesville  VA  22908 
CHAPMAN,  MD,  Wm  Hardee 
1011  St  Charles  Ave 
Charlottesville  VA  22901 
CHESLER,  MD.  David  L 
2621  Commonwealth  Dr 
Charlottesville.  VA  22901 
CHEVALIER.  MD.  Robert  L 
U Va  Med  Ctr  Dept  Ped 
Charlottesville  VA  22908 
CLARK,  MD.  Mary  Williams 
Children's  Rehab  Ctr 
Rt  250  West 

Charlottesville,  VA  22901 
CLARKE,  MD,  William  Linus 
U Va  Med  Ctr  Box  386 
Charlottesville  VA  22908 
COATES.  MD,  Michael  Lee 
U Va  Med  Ctr  Box  414 
Charlottesville,  VA  22908 
COLLINS  JR  . MD,  Phil 
510  Locust  Avenue 
Charlottesville  VA  22901 
COLLINS,  MD.  Michael  S 
1111  Forest  Hills  Ave 
Charlottesville,  VA  22903 
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COMBS  JR,  MD,  Luke 
101 1 East  Jefferson  St 
Charlottesville  VA  22901 
CONGDON,  MD,  Mark  Henderson 
1003  East  High  St 
Charlottesville  VA  22901 
CONSTABLE,  MD.  Wm  Chas 
U Va  Hosp  Box  383 
Charlottesville  VA  22908 
CONWAY,  MD,  Brian  Peter 
U Va  Med  School  Box  475 
Charlottesville,  VA  22908 
COOPER  JR  , MD,  Geo 
1800  Dairy  Road 
Charlottesville  VA  22903 
COOPER,  MD,  Alan  Michael 
137  Quince  Lane 
Charlottesville,  VA  22901 
CORBETT  JR,  MD,  Eugene  C 
P 0 Box  267 
Fork  Union,  VA  23055 
CRADDOCK  JR  , MD,  George  B 
U Va  Hosp  Box  158 
Charlottesville  VA  22908 
CRADDOCK,  MD,  Wm  E 
Rt  1 Box  190B 
Free  Union  VA  22940 
CRAIG,  MD,  James  Wm 
U Va  Med  School  Box  458 
Charlottesville  VA  22908 
CRAMPTON,  MD,  Richard  S 
U Va  Med  Ctr  Box  158 
Charlottesville  VA  22908 
CRIGLER,  MD,  F Jason 
Glenorchy  Route  7 
Charlottesville  VA  22901 
CROSBY,  MD,  Ivan  Keith 
U Va  Hosp  Dept  Surgury 
Charlottesville  VA  22908 
CULLANDER,  MD,  Cecil  C.H 
1224  West  Mam  Street 
Charlottesville.  VA  22903 
CUMBIA,  MD,  Jesse  W 
916  E High  St 
Charlottesville  VA  22901 
D'ALESSANDRO,  MD,  Frank  Thomas 
2735  Meriwether  Drive 
Charlottesville  VA  22901 
DAMMANN,  MD,  John  F 
U Va  Med  Ctr,  Box  218 
Charlottesville,  VA  22908 
DANDRIDGE  JR  , MD  Wm  Robt 
1 149-B  Rose  Hill  Dr 
Charlottesville  VA  22901 
DANDRIDGE,  MD,  Wm  Robt 
P 0 Box  7163 
Charlottesville  VA  22906 
DARNALL  JR,  MD,  Robert  A 
U Va  Med  Ctr.  Box  386 
Charlottesville.  VA  22908 
DAVIS  IV  , MD,  John  Staige 
U Va  Hosp 

Charlottesville  VA  22908 
DAVIS  JR  , MD,  Ernest  D 
Crozet  VA  22932 
DAVIS,  MD.  Chas  Monroe 
Stanford  Hall 
Rt  1 Box  1 74A 
Keswick  VA  22947 
DEE,  MD,  Paul  Michael 
U Va  Hosp.  Box  170 
Charlottesville  VA  22908 
DELAWTER,  MD,  Hilbert  H 
100  Court  Square  Annex 
Suite  1 

Charlottesville  VA  22901 
DERDEYN,  MD,  Andre  Philip 
U Va  Med  Ctr,  Box  202 
Charlottesville  VA  22908 
Dl  FAZIO,  MD,  Cosmo  Americo 
U Va  Hospital 
Charlottesville  VA  22908 
DICKENS,  MD,  Michael  Douglas 
103  Kerry  Lane 
Charlottesville  VA  22901 
DONOWITZ,  MD,  Leigh  G 
U Va  Hosp,  Box  386 
Charlottesville,  VA  22908 
DREIFUSS,  MD,  Fritz  Emanuel 
U Va  Hospital 
Charlottesville  VA  22908 
DURBIN  JR,  MD.  Charles  G 
U Va  Med  Ctr 
Dept  Anesthesiology 
Charlottesville  VA  22908 
DYER,  MD,  Raymond  B 
U Va  Hosp,  Box  170 
Charlottesville,  VA  22908 
EASTHAM  III.  MD,  R Jack 
1000  East  High  St 
Charlottesville  VA  22901 
EDGERTON  JR  , MD,  Milton  T 
U Va  Hospital 
Dept  Plastic  Surgery 
Charlottesville  VA  22908 
EPSTEIN,  MD,  Robt  M 
U Va  Hospital 
Dept  Anesthesiology 
Charlottesville  VA  22908 
EWELL,  MD,  Murlin  Knox 
1320  Ohio  Street 
Waynesboro.  VA  22980 
FECHNER,  MD,  Robert  Eugene 
U Va  Med  Ctr,  Box  214 
Charlottesville  VA  22908 
FITZ-HUGH,  MD,  Glassell  S 
1415  Blue  Ridge  Road 
Charlottesville  VA  22903 
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FOGLE,  MD,  Jerry  A 
U Va  Med  Ctr 
Dept  Ophthalmology 
Charlottesville,  VA  22908 
FORD,  MD,  Raymond  Foust 
101 1 East  Jefferson  St 
Charlottesville  VA  22901 
FOSTER,  MD,  Malcolm  D 
1629  Yorktown  Dr 
Charlottesville  VA  22901 
FOWLER  JR.  MD,  Jackson  E 
1495  Pmedale  Road 
Charlottesville,  VA  22901 
FOX,  MD,  Clifford  H 
Box  1467 

Charlottesville  VA  22902 
FRANKEL,  MD.  Charles  J 
U Va  Hospital 
Charlottesville  VA  22908 
FRIEDMAN,  MD,  Carl  Jeffrey 
U Va  Med  Ctr,  Box  145 
Charlottesville  VA  22908 
GAETHE,  MD,  Gordon  Marc 
102  Bennington  Court 
Charlottesville,  VA  22901 
GAIL,  MD,  Wayne  Stephen 
1711  King  Mountain  Road 
Charlottesville,  VA  22901 
GAL,  MD,  Thos  Jos 
1480  West  Pine  Dr 
Charlottesville  VA  22901 
GANN,  MD,  Rachel  Weems 
Castlewood  Farm 
Greenwood  VA  22943 
GARNETT  JR  , MD,  Richard  W 
2101  Arlington  Blvd 
Charlottesville  VA  22903 
GILLENWATER,  MD,  Jay  Young 
U Va  Med  Sch,  Box  422 
Charlottesville  VA  22908 
GLASS,  MD,  Ted  Alan 
1 13  David  Terrace 
Charlottesville,  VA  22903 
GLEASON,  MD,  Chas  Henry 
101 1 East  Jefferson  St 
Charlottesville  VA  22901 
GOLDSTEIN  JR  , MD.  Gerald 
U Va  Med  Sch 
Charlottesville  VA  22908 
GOODCHILD,  MD.  Nigel  T 
2728  Gatewood  Circle 
Charlottesville,  VA  22901 
GOODENOW,  MD,  Willis  G 
2101  Arlington  Blvd 
Charlottesville,  VA  22903 
GOSS.  MD,  Larry  Zane 
101 1 East  Jefferson  St 
Charlottesville  VA  22901 
GREER,  MD,  Kenneth  Edward 
1 1 1 Bollmgbrook  Dr 
Charlottesville  VA  22901 
GUERRANT,  MD.  John  L 
U Va  Hosp 

Charlottesville  VA  22908 
GWALTNEY,  MD.  Jack  Merrit 
U Va  Hospital 
Charlottesville  VA  22908 
HALAPIN,  MD,  Philip  Thomas 
1395  Hydraulic  Road 
Charlottesville,  VA  22901 
HALSEY,  MD,  J Kaye 
81  Woodlake  Drive 
Charlottesville,  VA  22901 
HAMMOND,  MD,  William  R 
P 0 Box  3631 
Charlottesville,  VA  22903 
HANNA,  MD,  Geo  Russell 
1502  Bunker  Hill  Dr 
Charlottesville  VA  22901 
HARBERT  JR  , MD,  Guy  Morley 
U Va  Hospital 
Charlottesville  VA  22908 
HARR,  MD,  George  C 
1 76- A Georgetown  Road 
Charlottesville,  VA  22901 
HASSLER,  MD,  Carol  R 
Route  1,  Box  100 
Afton,  VA  22920 
HAYDEN,  MD,  Gregory,  F 
1827  Wayside  Place 
Charlottesville,  VA  22903 
HAYS,  MD,  Richard  Beckman 
U Va  Med  Ctr,  Box  414 
Charlottesville  VA  22908 
HEGARTY  JR  , MD,  Thos  Jos 
922  9 1/2  Street,  Ne 
Charlottesville  VA  22901 
HELLER,  MD,  J Ronald 
922  9 1/2  Street,  N E 
Charlottesville,  VA  22901 
HENDLEY,  MD,  Jos  Owen 
U Va  Med  Sch 
Dept  Pediatrics 
Charlottesville  VA  22908 
HESS,  MD.  Chas  Edwin 
2409  Hillwood  PI 
Charlottesville  VA  22908 
HEYMANN,  MD,  Peter  Walter 
U Va  Med  Ctr,  Box  386 
Charlottesville  VA  22908 
HILLARD,  MD,  James  R 
U Va  Med  Ctr,  Box  378 
Charlottesville,  VA  22908 
HIRSCH,  MD,  Jack  Sami 
400  10th  St  Ne 
Charlottesville  VA  22901 
HODGE  JR  , MD,  Robert  H 
U Va  Med  Ctr.  Box  231 
Charlottesville  VA  22908 
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HOOK  JR  , MD,  Edward  W 
U Va  Med  Ctr,  Box  466 
Charlottesville  VA  22908 
HORTENSTINE.  MD,  John  C 
780  Bromley  Road 
Charlottesville.  VA  22901 
HOSTLER,  MD.  Sharon  Lee 
Umv  Of  Virginia  Hosp 
Charlottesville  VA  22901 
HOYT,  MD,  John  William 
Box  238 

Charlottesville  VA  22908 
HUBER,  MD,  Albert  Leopold 
910  East  High  Street 
Charlottesville  VA  22901 
HUMPHRIES  JR  , MD,  Marion  K 
Box  3696 

Charlottesville  VA  22903 
HUNT,  MD.  Chas  F 
1 101  E High  St 
Charlottesville  VA  22901 
HUNTER,  MD,  Richard  Grant 
400  Locust  Ave 
Charlottesville  VA  22901 
HUNTER,  MD,  Thos  Harrison 
Box  212 

Keswick,  VA  22947 
JAHRSDOERFER,  MD.  Robt  Albert 
U Va  Med  Ctr.  Box  430 
Charlottesville  VA  22908 
JANE,  MD,  John  Anthony 
U Va  Med  Ctr 
Charlottesville  VA  22908 
JENNINGS,  MD,  Robt  Hulchmgs 
101 1 E Jefferson  St 
Charlottesville  VA  22901 
JOHANSON,  MD,  Ann  Jeannette 
U Va  Hosp,  Box  201 
Charlottesville  VA  22908 
JOHNS,  MD,  Michael  Edward 
U Va  Med  Ctr,  Box  430 
Charlottesville  VA  22908 
JOHNS,  MD,  Thos  R 
Umv  Of  Virginia  Hosp 
Charlottesville  VA  22901 
JONES  JR  , MD,  Herbert  C 
1933  Arlington  Blvd 
Charlottesville  VA  22903 
JONES,  MD  Rayford  Scott 
U Va  Med  Ctr,  Box  181 
Charlottesville,  VA  22908 
JORDAN,  MD,  Edwin  Pratt 
Route  10,  Box  35 
Charlottesville  VA  22901 
JOSEPHTHAL.  MD,  Danl  Herbert 
Quail  Ridge  Farm  Rt  2 
Charlottesville  VA  22901 
KATTWINKEL,  MD,  John 
U Va  Hospital 
Dept  Pediatrics 
Charlottesville  VA  22908 
KAVANAUGH,  MD,  James  Gibboney 
U Va  Hosp,  Box  202 
Charlottesville  VA  22908 
KEATS,  MD,  Theodore  Eliot 
U Va  Med  Ctr 
Dept  Radiology 
Charlottesville  VA  22908 
KEELING,  MD,  Richard  Powell 
Route  2.  Box  1 1 1 
Charlottesville,  VA  22901 
KELLY,  MD.  Thaddeus  Elliott 
108  Whetstone  Place 
Charlottesville  VA  22901 
KESLER,  MD.  Richard  Wm 
U Va  Hospital 
Dept  Pediatrics 
Charlottesville  VA  22908 
KIM,  MD.  Jung-Ah  Christina 
U Va  Hosp,  Box  383 
Charlottesville,  VA  22908 
KIRKLAND  JR  , MD,  Nathaniel  C 
Doctors  Office  Building 
Woodstock  VA  22664 
KISTNER,  MD.  James  Robert 
U Va  Hosp,  Box  238 
Charlottesville  VA  22908 
KITCHIN  III,  MD,  James  David 
U Va  Hospital 
Charlottesville  VA  22908 
KNIGHT,  MD,  James  Gregory 
400  Locust  Avenue 
Charlottesville  VA  22901 
KNORR,  MD.  Norman  J 
U Va  Med  Sch,  Box  395 
Charlottesville  VA  22908 
KOVAC  JR  , MD.  Michael  John 
1 101  E High  St 
Charlottesville  VA  22901 
KUEHL,  MD,  Karen  S 
U Va  Med  School 
Charlottesville  VA  22908 
KULUND,  MD.  Daniel  Nicholas 
U Va  Med  Ctr,  Box  1 59 
Charlottesville  VA  22908 
LAKE,  MD,  Carol  Lee 
U Va  Med  Ctr 
Dept  Anesthesiology 
Charlottesville  VA  22908 
LAMBERT  III,  MD,  Matthew  J 
U Va  Med  Ctr 
Dept  Surgery 
Charlottesville  VA  22908 
LANHAM,  MD,  John  L 
Route  6,  Box  10 
Charlottesville.  VA  22901 
LAWSON,  MD,  Edgar  Clifford 
101 1 E Jefferson  St 
Charlottesville  VA  22901 
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LEE,  MD,  Soo  Ik 
U Va  Hosp,  Box  394 
Charlottesville  VA  22908 
LEVIEN,  MD,  Michael  G 
U Va  Hosp 
Dept  Pediatrics 
Charlottesville  VA  22908 
LEVITT,  MD,  Lynn  Carol 
2645-D  Barracks  Road 
Charlottesville,  VA  22901 
LEWIS,  MD,  Richard  Alan 
4 Prescelly  Place 
Charlottesville,  VA  22901 
LINDSAY,  MD,  Richard  Walter 
U Va  Med  Ctr,  Box  157 
Charlottesville  VA  22908 
LINK,  MD,  Kathleen  Mary 
1203  Belleview  Ave 
Charlottesville,  VA  22901 
LOHR,  MD,  Jacob  Andrew 
U Va  Hosp 
Dept  Pediatrics 
Charlottesville  VA  22908 
LONGNECKER,  MD,  David  Eugene 
U Va  Med  Ctr 
Dept  Anesthesiology 
Charlottesville  VA  22908 
LOONEY,  MD,  Wm  Boyd 
U Va  Hosp,  Box  392 
Charlottesville  VA  22908 
MAC  ILWAINE,  MD,  Wm  Andrew 
820  East  High  Street 
Charlottesville,  VA  22901 
MAGRUDER,  MD.  Roger  G 
3 Sunset  Circle 
Farmington 

Charlottesville  VA  22901 
MARSHALL  JR.  MD,  Hubert  A 
408  East  Market  St 
Suite  104 

Charlottesville  VA  22901 
MARTIN,  MD,  Randolph  P 
U Va  Hosp,  Box  468 
Charlottesville,  VA  22908 
MASLOFF,  MD,  James  Irvin 
101 1 E Jefferson  St 
Charlottesville  VA  22901 
MASSARO,  MD,  Thomas  A 
U Va  Hosp 
Dept  Pediatrics 
Charlottesville,  VA  22908 
MC  CUE  III,  MD,  Frank  C 
U Va  Hosp 

Charlottesville  VA  22908 
MC  GUIRE,  MD,  Lockhart  Bemiss 
U Va  Hosp 

Charlottesville  VA  22908 
MC  LAUGHLIN,  MD.  Robert  E 
U Va  Hosp 

Charlottesville  VA  22908 
MC  LEAN,  MD.  Walter  C 
1920  Blue  Ridge  Rd 
Charlottesville  VA  22903 
MCCORMACK,  MD,  Regina  Claire 
400  Locust  Avenue 
Charlottesville,  VA  22901 
MCLINTOCK,  MD.  M Gillian 
1 1 Tennis  Drive 
Charlottesville,  VA  22901 
MILLER  JR  , MD,  Edward  Doring 
U Va  Hosp 
Dept  Anesthesiolog 
Charlottesville  VA  22908 
MILLER,  MD,  Charles  W 
912  E High  Street 
Charlottesville  V A 22901 
MILLER,  MD,  James  Qumter 
U Va  Hosp,  Box  394 
Charlottesville  VA  22908 
MILLER,  MD,  Sami  E 
U Va  Med  Sch,  Box  414 
Charlottesville  VA  22908 
MINOR,  MD,  Geo  Ridgway 
U Va  Hosp,  Box  181 
Charlottesville  VA  22908 
MOGA.  MD.  David  B 
820  East  High  Street 
Charlottesville  VA  22901 
MOHLER  JR  , MD,  Danl  N 
U Va  Hosp 

Charlottesville  VA  22908 
MONTGOMERY,  MD,  Howard  Arthur 
1 101  East  High  Street 
Charlottesville  VA  22901 
MOODY,  MD,  Wm  Edward 
Box  217 

Scottsville  VA  24590 
MOON  JR  , MD.  Cary  Nelson 
1000  E High  St 
Charlottesville  VA  22901 
MOONEY,  MD,  Joseph 
Suite  501,  Towers  Off  Bldg 
1224  West  Mam  Street 
Charlottesville,  VA  22903 
MORRIS  III,  MD,  John  R 
400  Locust  Ave 
Charlottesville,  VA  22901 
MORRIS  JR  , MD,  John  Richard 
400  Locust  Ave 
Charlottesville  VA  22901 
MORRIS,  MD,  David  L 
400  Locust  Ave 
Charlottesville  VA  22901 
MORRIS,  MD,  J Leon 
U Va  Med  Ctr 
Dept  Radiology 
Charlottesville  VA  22908 


ORS 


MORTON  II  , MD,  C Bruce 
5860  Midnight  Pass  Road 
Apt  28,  Gulf  Haven 
Sarasota,  FL  33581 
MOSCA,  MD.  Alton  Bernard 
322  Westimister  Road 
Charlottesville  VA  22901 
MULLER  JR  , MD,  Wm  H 
U Va  Med  Ctr 
Dept  Surgery 
Charlottesville  VA  22908 
NISKANEN.  MD,  Eero  Olavi 
U Va  Med  Sch,  Box  502 
Charlottesville,  VA  22908 
NOLAN,  MD,  Stanton  Peelle 
U Va  Hosp 
Dept  Surgery 
Charlottesville  VA  22908 
NUNLEY  JR,  MD,  Wallace  C 
1613  King  Mountain  Rd 
Charlottesville,  VA  22901 
OOGHE,  MD,  Robt  Barksdale 
2125  Ivy  Square 
Suite  #6 

Charlottesville  VA  22903 
OWEN  JR  , MD,  John  Atkinson 
U Va  Med  Sch 
Charlottesville  VA  22908 
PAINE,  MD,  Wilmer  H 
Rt  5 Wingate  Farm 
Charlottesville  VA  22901 
PEARL,  MD,  Elliott  R 
U Va  Med  Ctr,  Box  386 
Dept  Pediatrics 
Charlottesville,  VA  22908 
PELTON  II,  MD,  Ernest  Wms 
820  East  High  Street 
Charlottesville,  VA  22901 
PERRIELLO  JR  , MD,  Vito  A 
101 1 East  Jefferson  St 
Charlottesville  VA  22901 
PHILLIPS,  MD,  Frank  Harrison 
932  E Jefferson  Streel 
Charlottesville.  VA  22901 
PHILLIPS,  MD,  John  Vincent 
U Va  Hosp 
Dept  Radiology 
Charlottesville,  VA  22908 
PIETSCH,  MD,  Richard  Lake 
Mint  Spring  Valley 
Crozet  VA  22932 
POLLARD,  MD.  Wm  Bryan 
1 149  Rose  Hill  Dr 
Charlottesville  VA  22901 
POPKIN,  MD,  Arnold  B 
722  Rio  Road  West 
Charlottesville  VA  22901 
POSADA,  MD,  Alejandro  Emilio 
2101  Arlington  Blvd 
Charlottesville  VA  22901 
PRINDLE,  MD,  Richard  A 
P O Box  420 
Madison  VA  22727 
RABINOWITZ,  MD,  Seymour 
307-C  2nd  St,  Nw 
Charlottesville  VA  22901 
RF.O,  MD,  Robt  Allen 
U Va  Hosp  Dept  Int  Med 
Charlottesville  VA  22908 
KtSPESS,  MD,  James  C 
U Va  Hosp 

Charlottesville  VA  22908 
RIDDERVOLD,  MD,  Hans  Olav 
U Va  Med  School  Box  170 
Charlottesville  VA  22908 
RIPBERGER,  MD,  Frank  Marcellus 
U Va  Med  Ctr  Box  378 
Charlottesville,  VA  22908 
RITCHIE  JR  , MD,  Wallace  P 
U Va  Hosp  Dept  Surgury 
Charlottesville  VA  22908 
ROCHESTER,  MD,  Dudley  F 
U Va  Med  School  Box  225 
Charlottesville  VA  22908 
RODGERS,  MD,  Bradley  M 
U Va  Med  School  Box  181 
Charlottesville,  VA  22908 
ROGOL,  MD,  Alan  David 
U Va  Med  School  Dept  Ped 
Charlottesville  VA  22908 
ROSAN,  DO.  Stuart  Wm 
848  St  Charles  Ave 
Charlottesville,  VA  22901 
ROSS  JR  , MD.  Wm  Tyler 
U Va  Hosp  Box  238 
Charlottesville  VA  22908 
ROWLINGSON,  MD,  John  Clyde 
U Va  Med  Ctr  Box  238 
Charlottesville  VA  22908 
RUDOLF,  MD,  Leslie  Eugene 
U Va  Hosp 

Charlottesville  VA  22908 
RUSHIA,  MD,  Edwin  L 
932  E Jefferson 
Charlottesville  VA  22901 
SABIO  JR  , MD  Hernan 
U Va  Med  Ctr  Dept  Ped 
Charlottesville  VA  22908 
SANDUSKY,  MD,  Wm  Roberts 
5 Canterbury  Rd 
Charlottesville  VA  22902 
SANSONE,  MD,  Philip  Andrew 
2101  Arlington  Blvd 
Charlottesville  VA  22901 
SAULSBURY,  MD,  Frank  T 
2585  Kimbrough  Circle 
Charlottesville,  VA  22901 
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SCHILDWACHTER,  MD,  Thomas  L ORS 
912  EasI  High  Streel 
Charlottesville,  VA  22901 
SEALE,  MD,  Danl  Logan  DR 

Rt  7 Box  169 
Charlottesville  VA  22901 
SELDEN,  MD,  Robt  Francis  PD 

122  Overlook  Dr 
Charlottesville  VA  22901 
SHAFFER  JR  , MD.  Hubert  Adams  DR 
U Va  Hosp 

Charlottesville  VA  22908 
SHEMO,  MD,  Mary  C P 

1440  Pmedale  Rd 
Charlottesville,  VA  22901 
SHEPPE  JR  , MD,  Wm  Marco  P 

2101  Arlington  Blvd 
Charlottesville  VA  22901 
SHRUM,  MD,  Richard  Coffman 
400  Locust  Ave 
Charlottesville  VA  22901 
SLOOP  JR,  MD,  Frank  B 
430  Wellington  Drive 
Charlottesville,  VA  22901 
SMALLWOOD,  MD,  Harvey  D 
101 1 E Jefferson  St 
Charlottesville  VA  22901 
SMITH  JR  . MD,  Arthur  Morton 
817  Fendall  Terrace 
Charlottesville  VA  22903 
SPAAR  JR  , MD,  Albert  P 
2262  Ivy  Drive 
Charlottesville  VA  22903 
SPENCE,  MD,  Geo  David 
1005  E High  St 
Charlottesville  VA  22901 
SPRADLIN,  MD,  Wilford  W 
U Va  Med  Ctr  Box  203 
Charlottesville,  VA  22908 
STAMP,  MD,  Warren  G 
U Va  Hosp 

Charlottesville  VA  22908 
STEVENSON,  MD,  Ian  Pretyman 
U Va  Hosp  Dept  Psych 
Charlottesville  VA  22908 
STONE,  MD,  James  W 
U Va  Med  Ctr  Box  378 
Charlottesville  VA  22908 
STRIDER,  MD,  David  V 
404  8th  St  N E 
Charlottesville  VA  22901 
STUDDARD  JR,  MD,  W E 
16  Southampton  Dr 
Charlottesville,  VA  22901 
STURGILL,  MD,  Benjamin 
U Va  Med  Ctr  Dept  Path 
Charlottesville,  VA  22908 
SULLIVAN,  MD,  Dennis  H 
144  Quince  Lane 
Charlottesville,  VA  22901 
SUSSMAN.  MD.  Michael  David 
Childrens  Rehabilitation  Ctr 
Route  250  West 
Charlottesville  VA  22901 
SUTPHEN,  MD,  James  L 
U Va  Hosp  Dept  Ped 
Charlottesville,  VA  22908 
SYDNOR  JR  , MD,  Thos  Austin 
1000  E High  St 
Charlottesville  VA  22901 
TATAR,  MD,  Steven  Andrew 
101 1 E Jefferson  St 
Charlottesville  VA  22901 
TAYLOR,  MD,  Frank  E 
400  Locust  Ave 
Charlottesville  VA  22901 
TEATES,  MD.  Chas  David 
U Va  Hosp 

Charlottesville  VA  22908 
TEGTMEYER,  MD,  Chas  John 
U Va  Hosp 
Dept  Radiology 
Charlottesville  VA  22908 
TEJA,  MD,  Jagdish  Singh 
Ste  7 10  Towers  Ofc  Bldg 
1224  W Main  St 
Charlottesville  VA  22903 
THIAGARAJAH,  MD,  Siva 
U Va  Hosp,  Box  387 
Charlottesville,  VA  22908 
THIELE,  MD,  Arthur  L 
Martha  Jefferson  Hosp 
Charlottesville  VA  22901 
THOMSON  JR  , MD,  James  Anderson 
1224  West  Mam  Street 
Suite  722 

Charlottesville  VA  22903 

THORNTON  JR  , MD,  Wm  N 

U Va  Hosp 

Charlottesville  VA  22908 
THORUP  JR  , MD,  Oscar  A 
U Va  Med  Sch,  Box  368 
Charlottesville  VA  22908 
TOMPKINS,  MD.  Dorothy  Ellen  G 
U Va  Med  Ctr.  Box  201 
Charlottesville  VA  22908 
TOMPKINS.  MD,  William  F 
1 100  East  Jefferson 
Charlottesville,  VA  22901 
TURNER  III,  MD,  U G 
U Va  Med  Ctr,  Box  378 
Charlottesville  VA  22908 
TWYMAN,  MD,  James  Baker 
# 3 Ednam  Village 
Charlottesville  VA  22901 
UNDERWOOD  JR,  MD,  Paul  B 
U Va  Med  Ctr,  Box  387 
Charlottesville,  VA  22908 
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VAN  DER  SOMMEN  MD,  Lynda  D 
Post  Office  Box  860 
Louisa,  VA  23093 
VOGEL,  MD,  Scott  Durand 
920  East  High  Street 
Charlottesville.  VA  22901 
VOLKAN,  MD,  Vamik  Djemal 
U Va  Med  Ctr 
Charlottesville  VA  22908 
WALLENBORN,  MD.  White  M 
1000  E High  St 
Charlottesville  VA  22901 
WANEBO,  MD.  Harold  J 
U Va  Med  Ctr.  Box  181 
Charlottesville  VA  22908 
WANG.  MD,  Gwo  Jaw 
U Va  Hosp 

Charlottesville  VA  22908 
WEARY,  MD,  Peyton  Edwin 
U Va  Hosp.  Box  134 
Charlottesville  VA  22908 
WEEKS,  MD  Ruth  Bley 
1932  Blue  Ridge  Rd 
Charlottesville,  VA  22903 
WELLONS  JR  , MD,  Harry  Albert 
U Va  Med  Ctr 
Charlottesville  VA  22908 
WENZEL,  MD.  Richard  Putnam 
U Va  Med  Sch 
Charlottesville  VA  22908 
WESTERVELT  JR,  MD,  F B 
U Va  Med  Sch 
Charlottesville,  VA  22908 
WHEBY,  MD,  Munsey  Stephen 
U Va  Med  Sch 
Charlottesville  VA  22908 
WHITE,  MD,  Kerr  Lachlan 
Route  # 1,  Box  97A 
Stanardsville,  VA  22973 
WHITEHILL,  MD.  Richard 
U Va  Hosp 
Dept  Orthopedics 
Charlottesville,  VA  22908 
WHITWORTH,  MD,  Claiborne  G 
1005  E High  St 
Charlottesville  VA  22901 
WILHELM,  MD,  Morton  C 
U Va  Med  Ctr 
Dept  Surgery 
Charlottesville  VA  22908 
WILKINS.  MD  Paul  Cole 
1395  Hydraulic  Road 
Charlottesville,  VA  22901 
WILLIAMS,  MD.  Bernard  Moore 
P O Box  15 

Fishersville,  VA  22939 
WILLIAMS,  MD.  Gaylord  Stone 
U Va  Hosp 
Dept  Plastic  Surgery 
Charlottesville  VA  22908 
WILLIAMSON,  MD,  Brian  Richard 
U Va  Hosp 
Dept  Radiology 
Charlottesville  VA  22908 
WILSON  JR  , MD,  Lester  A 
U Va  Hosp 

Charlottesville  VA  22908 
WILSON,  MD,  Edward  Croft 
U Va  Hosp 

Charlottesville  VA  22908 
WILSON,  MD,  William  G 
Dept  Of  Pediatrics 
Uva  Medical  Center 
Charlottesville,  VA  22908 
WINN,  MD,  H Richard 
U Va  Med  Ctr.  Box  212 
Charlottesville  VA  22908 
WOOD,  MD,  James  Burnley 
1646  Keith  Valley  Rd 
Charlottesville  VA  22901 
WORD,  MD,  8enj  Harrison 
1 101  East  High  Street 
Charlottesville  VA  22901 
WYKER  JR  , MD,  Arthur  W 
U Va  Med  Sch.  Box  422 
Charlottesville  VA  22908 
YOUEL  JR  . MD,  John  Kenneth 
101 1 E Jefferson  St 
Charlottesville  VA  22901 
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ABRAMSON,  MD,  Edward  Gerald 
1707  Osage  St 
Alexandria  VA  22302 
ACEVEDO,  MD,  Miguel  A 
1707  Osage  St 
Alexandria  VA  22302 
ADESON,  MD,  Robt  Lawrence 
5001  Seminary  Rd 
Alexandria  VA  22311 
AHDOOT,  MD,  Habibollah 
4701  Kenmore  Ave 
Suite  119 

Alexandria,  VA  22304 
ALEXANDER  JR  , MD,  Edward  G 
5208  Dawes  Ave 
Alexandria  VA  22311 
ALMASSIAN,  MD,  Hoosang 
5258  Dawes  Ave 
Alexandria  Va  22204 
ALPERSTEIN,  MD,  Joel  Barry 
5021  Seminary  Road  Ste  230 
Alexandria  VA  22311 
AMOLE,  MD,  Chas  Varner 
Woodmere  Drive,  Apt  18E 
Petersburg  VA  23805 
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ANDERSON,  MD,  Robt  Harper 
312  S Washington  St 
Alexandria  VA  22314 
ANDERSON.  MO  Walter  E 
1904  Windmill  Lane 
Alexandria  VA  22307 
ANIXTER.  MD.  William  L 
1444  Duke  Street 
Alexandria,  VA  22314 
APPLIN,  MD,  Thomas  Leo 
5201  Carlton  Street 
Bethesda  MD  20816 
AXELROD,  MD,  David  Zuckerman 
1451  Belle  Haven  Road 
Alexandria  VA  22307 
BACAJ.  MD.  Taullah 
810  Rapidan  Court 
Alexandria  VA  22304 
BAKER,  MD.  Wallace  Edgar 
6434  Brandon  Ave  Ste  1 
Springfield  Va  22150 
BARNES,  MD.  Everett  D 
1707  Osage  Street 
Suite  302 

Alexandria,  VA  22302 
BAROT  MD  Lydia  M 
2616  Sherwood  Hall  Ln  404 
Alexandria  VA  22306 
BAZO.  MD.  Albert  James 
1707  Osage 
Alexandria  VA  22302 
BEDNAR.  MD.  Stephen  Jos 
10654  Gunston  Rd 
Lorton  VA  22079 
BERGMAN.  MD  Gary  J 
3802  Latrobe  Court 
Fairfax,  VA  22031 
BERMAN,  MD,  Harold  John 
4921  Seminary  Rd  Ste  118-120 
Alexandria  VA  22311 
BERNAD,  MD,  Peter  G 
2616  Sherwood  Hall  Lane 
Suite  406 

Alexandria,  VA  22306 
BERNANKE,  MD.  Abraham  David 
4660  Kenmore  Ave  #210 
Alexandria  VA  22304 
BHATIA,  MD,  Maya  C 
7111  Sussex  Place 
Alexandria.  VA  22307 
BIGELOW,  MD,  Llewellyn  Barry 
423  South  Lee  Street 
Alexandria  VA  22314 
BIGLEY  JR  , MD,  Elmer  C 
2500  N Van  Dorn  St 
Alexandria  VA  22302 
BLAKE,  MD,  Jeffrey  D 
5001  Seminary  Rd 
Suite  117 

Alexandria,  VA  22311 
BLAKEY,  MD,  Hubert  H 
1203  N Quaker  Lane 
Alexandria,  VA  22032 
BOGDAN,  MD,  Donald  Fred 
5224  Dover  Place 
Alexandria  VA  22311 
BONDAREFF,  MD,  Erwin  Allen 
4201  Ormond  Ave 
Alexandria  VA  22304 
BRAYSHAW,  MD,  James  Rodney 
4660  Kenmore  Ave  #210 
Alexandria  VA  22304 
BREGMAN.  MD.  Robt  L 
P 0 Box  9620 
Alexandria  VA  22304 
BRIGUGLIO,  MD,  Philip 
5791  Winston  Court 
Apt  160 

Alexandria  VA  22311 
BROWN,  MD,  James  Geo 
1707  Osage  St 
Alexandria  VA  22302 
BRUNO  JR  , MD.  John  A 
1300  Lafayette  Dr 
Alexandria  VA  22308 
BUENAVENTURA,  MD.  Francisco  A 
9211  Volunteer  Dr 
Alexandria  VA  22309 
BUHAIN,  MD,  Wilfrido  J 
101  S Whiting  St 
Alexandria,  VA  22304 
BUTLER  JR  , MD,  Bruce 
5021  Seminary  Rd 
Alexandria  VA  22311 
BUTLER,  MD,  Lilia  G 
3823  Duke  St 
Alexandria  VA  22304 
CALDWELL,  MD,  John  Leo 
2030  16th  Street 
Washington  DC  20009 
CARDONA,  MD.  Angel  A 
517  N St  Asaph  St 
Alexandria  VA  22314 
CARROLL  JR  . MD,  Frank  A 
1707  Osage  St 
Alexandria  VA  22302 
CATALDO,  MD,  Jos  Richard 
2616  Sherwood  Hall  Lane 
Suite  207 

Alexandria  VA  22306 
CAVENDER,  MD,  Wm  Francis 
103  S West  Street 
Alexandria  VA  22314 
CHAO  III,  MD,  Yu-Hua 
2005  Mason  Hill  Drive 
Alexandria  VA  22307 
CHAPMAN,  MD,  A Bradley 
2059  Huntington  Ave 
Alexandria  VA  22303 
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CHARNEY,  MD,  David  L 
4 14  N Union  St 
Alexandria  VA  22314 

P 

CHEN  III,  MD,  Cheng-Nan 
4005  Moss  Place 
Alexandria  VA  22304 

US 

CHOI,  MD,  Walter  Sik 
7215  Burtonwood  Dr 
Alexandria  VA  22307 

R 

CIGTAY,  MD,  Attila  Sakir 
312  S Washington  St 
Alexandria  VA  22314 

DR 

CLARK,  MD,  Laurence  J 
1451  Belle  Haven  Road 
Alexandria,  VA  22307 

IM 

COCHRAN,  MD.  John  Wesley 
5249  Duke  Street 
Suite  306 

Alexandria,  VA  22304 

IM 

COLEMAN,  MD.  Wm  Peach 
5274  Dawes  Avenue 
Alexandria  VA  22311 

GS 

COLLIS,  MD,  Peter  B 
4506  49th  Street  Nw 
Washington  DC  20016 

EM 

CONLEY,  MD,  Eugene  Jos 
700  Duke  St 
Alexandria  VA  22314 

P 

CONWAY,  MD,  Steven  Joseph 
2465  Army  Navy  Drive 
Arlington,  VA  22206 

IM 

DANFORTH,  DO  Michael  Allen 
2505  Lisbon  Lane 
Alexandria,  VA  22306 

OST 

DATOC,  MD,  Roberto  L 
4701  Kenmore  Ave 
Suite  119 

Alexandria  VA  22304 

US 

DAVALOS,  MD,  Hugo  A 
2616  Sherwood  Hall  Lane 
Alexandria  VA  22306 

US 

DAVID-NELSON,  MD,  Margit  A 
8102  Ashtonbirch  Dr 
Springfield  VA  22152 

PTH 

DAVIES.  MD,  John  Beni 
5212  Dawes  Avenue 
Alexandria  VA  22311 

P 

DAVIS,  MD.  Donald  Irvin 
7805  Elba  Rd 
Alexandria  VA  22306 

P 

DE  VOCHT,  MD,  Ludovic  Jules 
4421  Seminary  Rd 
Alexandria  VA  22304 

OBG 

DELANEY  JR  , MD,  Martin  D 
329  N Washington  St 
Alexandria  VA  22314 

US 

DELANEY,  MD,  Wm  Morgan 
329  N Washington  St 
Alexandria  VA  22314 

GS 

DELORME.  MD,  Donald  P 
2616  Sherwood  Hall  La  402 
Alexandria  VA  22314 

GYN 

DESOUZA,  MD.  Romaldo  F X 
4801  Kenmore  Ave 
Suite  102 

Alexandria  VA  22314 

IM 

DEUTSCH,  MD,  Alan  Seth 
5001  Seminary  Rd 
Alexandria  VA  22311 

GS 

DLUHY,  MD,  John  Michael 
3709  Ingomar  Street,  Nw 
Washington,  D C 20015 

P 

DOBRZYNSKI,  MD.  Robt  F 
5226  Dawes  Ave  Bldg  D 
Alexandria  VA  22311 

HEM 

ELSBERG  III,  MD  Paul 
914  Timberbranch  Pkwy 
Alexandria  VA  22302 

AN 

ENGH,  MD.  Charles  A 
2465  Army-Navy  Dr 
Arlington  VA  22206 

ORS 

ERAGAN,  MD.  Mehmet  Arif 
5001  Seminary  Road 
Alexandria  VA  22311 

A 

ERICKSEN,  MD.  Thomas  W 
4660  Kenmore 
Alexandria.  VA  22304 

IM 

ERIM,  MD.  Zeki 
2616  Sherwood  Hall  Lane 
Alexandria  VA  22306 

R 

ESKEW,  MD.  James  Ronald 
12  South  Van  Dorn  St 
Apt  V-203 

Alexandria.  VA  22304 

IM 

FERRELL  JR  , MD,  Haskins 
312  S Washington  St 
Alexandria  VA  22314 

OBG 

FIFER,  MD.  Carson  Lee 
1 100  St  Stephens  Rd 
Alexandria  VA  22304 

GYN 

FLIS  JR  . MD,  Jos  F 
8806  Sandy  Ridge  Ct 
Fairfax  VA  22031 

GE 

FRANCIS  JR,  MD,  Cleveland 
8101  Hinson  Farm  Road 
Alexandria.  VA  22306 

CD 

FRIEDMAN,  MD,  Michael  Herbert 
1707  Osage  Street 
Alexandria  VA  22302 

DR 

FU  III,  MD.  Whei  Rung 
1024  Delf  Drive 
Me  Lean  VA  22101 

US 

GAHRES,  MD,  Edward  E 
502 1 Seminary  Rd 
Alexandria  VA  22311 

OBG 

GALUNI,  MD,  Marc  Robert 
8228  Mount  Vernon  Highway 
Alexandria  VA  22309 

FP 

GAUGHAN,  MD.  Robert  T ORS 

300  N Washington  St 
Alexandria  VA  22314 

GIAMMITTORIO,  MD.  David  C OBG 

5249  Duke  Street 
Suite  308 

Alexandria,  VA  22304 
GIANNUZZI,  MD.  Vito  A PD 

1451  Belle  Haven  Road 
Alexandria,  VA  22307 
GIBSON,  MD,  John  Eugene  D 

5249  Duke  St  Ste  5 
Alexandria  VA  22304 

GIBSON,  MD,  Robert  John  FP 

8101  Hinson  Farm  Road 
Suite  1 18 

Alexandria,  VA  22306 
GILLIGAN  JR  . MD,  John  Henry  OPH 

1707  Osage  St 
Alexandria  VA  22302 

GILIINSON,  MD,  Roy  Stuart  AN 

4901  Seminary  Road 
Suite  104 

Alexandria  VA  22311 

GILMORE,  MD,  Bruce  Leslie  IM 

5021  Seminary  Rd 
Alexandria  VA  22311 

GOLDBERGER,  MD,  Stephen  G NEP 

7801  Old  Branch  Avenue 
Clinton,  MD  20735 

GOLDBLATT,  MD.  Seymour  Zonald  PD 
5001  Seminary  Rd 
Alexandria  VA  22311 

GOLDHAMMER,  MD,  Leo  N 

611  South  Carlin  Springs  Rd 
Suite  303 

Arlington,  VA  22204 

GONDOR,  MD.  Leslie  Paul  US 

3541  W Braddock  Rd 
Alexandria  VA  22302 

GONZALEZ,  MD,  Miguel  Hernando  CD 

5242  Dawes  Ave  Ste  3-H 
Alexandria  VA  22311 

GOODENBERGER,  MD,  DM  EM 

37 18  Woodley  Drive 
Alexandria,  VA  22309 
GOSSELS,  MD,  Conrad  L IM 

2801  New  Mexico  Ave 
Washington,  DC  20007 
GRAND,  MD,  Bernard  PUD 

5216  Dawes  Ave 
Alexandria  VA  22311 

GRECO,  MD,  Philip  Scot  P 

5249  Duke  Street,  #307 
Alexandria.  VA  22304 
GREEN,  MD,  Ira  Joel  DR 

1707  Osage  Street 
Alexandria  VA  22302 

GREENSPAN,  MD,  Robert  Edward  NEP 

5249  Duke  St 
Suite  409 

Alexandria  VA  22304 

GRETHER,  MD,  Eugene  Rudolf  GP 

P 0 Box  10071 
Alexandria  VA  22310 

GUTHRIE,  MD.  Norman  David  P 

101  S Whiting  St  #212 
Alexandria  VA  22304 

HAGER,  MD.  Ewald  Joseph  OTO 

8101  Hinson  Farm  Road 
Suite  1 16 

Alexandria.  VA  22306 
HAKIM,  MD,  Arcadius  Hanna  OTO 

3541  W Braddock  Road 
Alexandria  VA  22302 

HALTER,  MD.  Paul  Edmund  OBG 

5807  Ashfield  Road 
Alexandria  VA  22310 

HAMMACK,  MD,  Phillip  Larry  GS 

1707  Osage  Street 
Alexandria  VA  22302 

HAUT,  MD,  Donald  David  IM 

5601  Seminary  Rd 
Baileys  Crossroads  VA  22041 
HECKER,  MD.  Carlos  Metsch  P 

4600  King  Street  6-N 
Alexandria,  VA  22302 
HEFFERN,  MD,  James  E FP 

7117  Fort  Hunt  Rd 
Alexandria  VA  22307 

HERNANDEZ,  MD,  Antonio  OBG 

5249  Duke  Street 
Alexandria,  Va_  22304 
HERR  JR  , MD,  Austin  Alexis  OTO 

4660  Kenmore  Ave 
Alexandria  VA  22304 

HERSH,  MD,  Stephen  Robt  DR 

2500  North  Van  Dorn  St 
Alexandria  VA  22302 

HERTZBERG,  MD,  Michael  P 

303  Cameron  Street 
2nd  Floor 

Alexandria  VA  22314 

HINDLE  JR  , MD,  Wm  Vincent  DR 

Dept  Of  Radiology 
Alexandria  Hospital 
Alexandria  VA  22314 

HODGES  JR  , MD,  Emory  Falcon  P 

312  South  Washington  Street 
Alexandria  VA  22314 

HOWE,  MD,  James  Robt  NS 

5249  Duke  Street 
Suite  306 

Alexandria  VA  22304 

HOYLE,  MD,  John  D GS 

312  S Washington  St 
Alexandria  VA  22314 


HUBERMAN,  MD.  Richard  OPH 

4660  Kenmore  Ave 
Alexandria  VA  22304 

HUDSON,  MD,  Chas  A CD 

501  Crown  View  Dr 
Alexandria  VA  22314 

HUFF  JR  , MD,  Wm  Thos  AN 

810  Green  Street 
Alexandria,  VA  22314 
HURTADO,  MD,  Rodrigo  Claudio  Al 

5597  Seminary  Rd  Ste  1 
Baileys  Crossroads  VA  22041 
IRANYI,  MD.  Magdolna  A PD 

3541  W Braddock  Rd 
Alexandria  VA  22302 

JACOBS,  MD,  Eugene  Robt  R 

2500  N Van  Dorn  Street 
Alexandria  VA  22302 

JAMMES,  MD,  Juan  Luis  N 

6421  Waterway  Drive 
Falls  Church  VA  22044 
JARANDEH,  MD,  Grisha  PD 

6608  Baymeadow  Court 
Mclean,  VA  22101 

JENKINS,  MD,  Chas  E GP 

607  Ramsey  St 
Alexandria  VA  22301 

JOHNSON.  MD,  Kenneth  Roger  OBG 

1700  N Van  Dorn  St 
Alexandria  VA  22304 

JONES  JR  , MD,  Benj  C CD 

312  S Washington  St 
Alexandria  VA  22314 

JOSE,  MD,  Nora  D PD 

2616  Sherwood  Hall  Ste  404 
Alexandria  VA  22306 

JOSE,  MD,  Pedro  A OS 

2616  Sherwood  Hall  Lane 
Suite  404 

Alexandria  VA  22306 

KAMEL,  MD,  Medhat  Mohamed  GS 

4810  Beauregard  Street 
Suite  304 

Alexandria  VA  22312 

KAO,  MD,  Tzu-Mm  PM 

2500  Appian  Ct 
Alexandria  VA  22306 

KAPLIN,  MD,  Arnold  Jay  P 

5021  Seminary  Rd 
Alexandria  VA  22311 

KARPICK,  MD.  Ronald  John  PUD 

3413  Rusticway  Lane 
Falls  Church  VA  22044 
KATZEN,  MD,  Barry  T DR 

1707  Osage  Street 
Alexandria,  VA  22302 
KENDRICK,  MD,  Marvin  H GP 

720  W Braddock  Road 
Alexandria,  VA  22302 
KHACHIKIAN,  MD,  Gngor  OBG 

5249  Duke  Street 
Alexandria.  VA  22304 
KHOMAMI-RAMSEY,  MD,  All  OBG 

8996  Fern  Park  Drive 
Burke  Medical  Center 
Burke,  VA  22015 

KILDAY  JR  , MD,  John  GP 

6 West  Oak  St 
Alexandria  VA  22301 

KLOUSIA,  MD.  John  Walter  U 

5021  Seminary  Road 
Suite  230 

Alexandria  VA  22311 

KOLANSKY,  MD,  Saul  Kalman  CHP 

1 100  Collingwood  Rd 
Alexandria  VA  22308 

KOSLOW,  MD,  Joel  Lester  IM 

4921  Seminary  Rd  Apt  115 
Alexandria  VA  22311 

KOZIOL,  MD,  Dennis  Frank  PD 

9408  Ferry  Landing  St 
Alexandria  VA  22309 

KUYKENDALL,  MD,  Harry  Canter  FP 

4921  Seminary  Rd 
Alexandria  VA  22311 

LARSEN  JR  , MD,  Kenneth  T EM 

Box  7 Route  One 
Marshall  VA  22115 

LEABHART  JR  , MD,  John  W ORS 

2500  N Van  Dorn  St 
Alexandria  VA  22302 

LEBOWITZ,  MD,  J Martin  U 

6845  Elm  Street 
Suite  615 

Me  Lean,  VA  22101 

LEE,  MD,  Chong  Wook  TS 

4901  Seminary  Rd  #108 
Alexandria  VA  22311 

LEE,  MD,  Margaret  C AN 

622  W Braddock  Rd 
Alexandria  VA  22302 

LEMESHEWSKY,  MD,  Geo  P GP 

312  S Washington  St  6A 
Alexandria  VA  22314 

LEVIN,  MD,  Stephen  M ORS 

5021  Seminary  Rd 
Alexandria  VA  22311 

LIEBERMAN,  MD.  Michael  David  FP 

1302  Lafayette  Drive 
Alexandria  VA  22308 

LIPSCOMB,  MD,  Harold  R PUD 

2408  Cameron  Mills  Rd 
Alexandria  VA  22302 

LONG.  MD,  Albert  Emanuel  OPH 

P 0 Box  171 
Heathsville,  VA  22473 
LONGNECKER,  DO,  Joseph  M OST 

525  Tobacco  Quay 
Alexandria  VA  22314 


LONGO,  MD,  Antonio  Miguel  PUD 

4801  Kenmore  Ave 
Alexandria  VA  22304 

LOPEZ-TOCA,  MD,  Ruben  IM 

6301  Stevenson  Ave  Apt  417 
Alexandria  VA  22304 

LOUGHRIDGE,  MD,  Chalmers  A EM 

3901  Rive  Dr 
Alexandria  VA  22309 

LOWEN,  MD.  Beal  Aptheker  IM 

8101  Hinson  Farm  Road 
Alexandria  VA  22306 

LUCCIOLI  JR  , MD,  Lucio  OTO 

4600  King  Street.  Suite  5E 
Jefferson  Mem  Med  Bldg 
Alexandria,  VA  22302 

LUKOWSKY,  MD,  Gerhard  Hans  IM 

312  S Washington  St 
Alexandria  VA  22314 

MAHINPOUR,  MD.  Siavash  ORS 

6439  Lakeview  Drive 
Falls  Church  . VA  22041 

MANGUS,  MD,  Lewis  E AN 

P 0 Box  5032 
Alexandria  VA  22305 

MANN,  MD,  James  Packard  PUD 

3709  South  George  Mason  Dr 
Apt  1505 

Falls  Church,  VA  22041 

MARAK  JR  , MD,  Geo  Edward  OPH 

2616  Sherwood  Hall  Lane 
Suite  #408 
Alexandria  VA  22306 

MAY,  MD,  Dean  Francis  PD 

2004  White  Oak  Dr 
Alexandria  VA  22306 

MC  CANTS.  MD,  Odell  OBG 

1615  Crystal  Square  Arcade 
Arlington  VA  22202 

MC  DADE,  MD,  John  Patrick  EM 

4320  Seminary  Rd 
Alexandria  VA  22314 

MC  GOUGH,  MD,  Thos  F FP 

3112  Holly  St 
Alexandria  VA  22305 

MC  KNELLY,  MD,  Larry  Oren  PS 

1707  Osage  St  Suite  400 
Alexandria  VA  22302 

MELONI,  MD,  Chas  Robt  DIA 

1707  Osage  St 
Alexandria  VA  22302 

MICHENER,  MD,  Frank  Ervine  CHP 

9400  Ferry  Landing  Ct 
Alexandria  VA  22309 

MILLER,  MD,  Geo  Francis  OTO 

1707  Osage  St 
Alexandria  VA  22302 

MILLER,  MD,  Irvin  S GS 

Box  4112 

Alexandria.  VA  22303 

MILLS  JR  , MD,  James  D EM 

1304  Warrington  Place 
Alexandria  VA  22307 

MIRMIRANI  III,  MD,  Nooreddm  P 

417  North  Washington  St 
Alexandria  VA  22314 

MOLCHON,  MD,  Andrew  B P 

5001  Seminary  Road 
Suite  106 

Alexandria.  VA  22311 

MOON,  MD,  Young  Ho  CD 


1451  Belle  Haven  Rd 
Alexandria  VA  22307 
MOON,  MD,  Young  Sun 
2616  Sherwood  Hall  Lane 
Ste  301 

Alexandria  VA  22306 


MOORE  III,  MD,  James  Merton  GS 

2616  Sherwood  Hall  Lane 
Ste  303 

Alexandria  VA  22306 

MORIARTY,  MD,  James  J GP 

3610  Mount  Vernon  Ave 
Alexandria  VA  22305 

MOSCHELLA  III,  MD.  Ralph  AN 

7 1 16  Park  Terrace  Dr 
Alexandria,  VA  22307 

MOSS.  MD,  James  Mercer  DIA 

1707  Osage  St 
Alexandria  VA  22302 

MOUROT,  MD,  Arthur  J GS 

706  Prince  Street 
Suite  #3 

Alexandria  VA  22314 

MUNTERS,  MD,  Manfreds  ORS 

1300  Lafayette  Drive 
Alexandria,  VA  22308 

NACHAJSKI,  MD,  Peter  John  PD 

P 0 Box  9620 
Alexandria  VA  22304 

NADLER,  MD.  Joel  Bruce  IM 

5249  Duke  Street  Ste  309 
Alexandria  VA  22304 

NALLS,  MD.  Walter  L IM 

4801  Kenmore  Ave 
Alexandria  VA  22304 

NIGRO  JR  , MD.  Michael  F GS 

5001  Seminary  Rd  #118 
Alexandria  VA  22311 

NIGRO,  MD,  Bernard  Angelo  P 

700  Duke  Street 
Alexandria  VA  22314 

NOER,  MD,  H Rolf  ORS 

2465  Army-Navy  Dr 
Arlington  VA  22206 

NOVAK,  MD,  Sami  M GP 

2500  Hayes  Street 
Alexandria  VA  22302 


O'CONNOR,  MD,  John  J.  AN 

1 123  St  Stephens  Rd 
Alexandria,  VA  22304 

ORDONEZ,  MD,  Mario  Andres  P 

2218  Sherwood  Hall  Lane 
Alexandria  VA  22306 

OSHEROFF,  MD,  Raphael  J NEP 

5249  Duke  Street 
Suite  203 

Alexandria  VA  22304 

OXENHANDLER,  MD,  Donald  C N 

5249  Duke  Street 
Suite  306 

Alexandria  VA  22304 

PALMER,  MD,  Richard  E PTH 

P 0 Box  1229 
Alexandria  VA  22313 

PALUCH  III,  MD,  Simon  IM 

6120  Brandon  Ave 
Springfield  VA  22150 

PARKINSON,  MD,  Dee  R PTH 

4320  Seminary  Rd 
Alexandria  VA  22314 

PARVIN  III,  MD,  Shahmdokht  PD 

4660  Kenmore  Ave  #408 
Alexandria  VA  22304 

PAULSON,  MD,  John  D OBG 

4801  Kenmore  Ave 
Alexandria  VA  22304 

PEPPER,  MD,  Franklin  Jay  P 

4600  Duke  St  Ste  424 
Alexandria  VA  22304 

PEREIRA,  MD.  Isabel  T P 

6301  Stevenson  Ave  Apt  417 
Alexandria  VA  22304 

PETERS,  MD,  Lawrence  S GE 

4660  Kenmore  Ave  , S-202 
Alexandria,  VA  22304 

PICOT,  MD,  Harrison  OBG 

5249  Duke  St-408 
Alexandria  VA  22304 

PREUSS,  MD.  James  Wm  NS 

5249  Duke  Street 
Suite  306 

Alexandria  VA  22304 

PRICE,  MD.  Kazuko  Kukita  OBG 

4701  Kenmore  Ave 
Alexandria  VA  22304 

PRUGH,  MD.  Merrill  Frederick  GE 

4600  King  Street  #2-L 
Alexandria  VA  22302 

PUGH,  MD,  H Lamont  GS 

Carl  Vinson  Hall 
6251  Old  Dominion  Dr 
Me  Lean  VA  22101 

RAJAEE  III,  MD,  Shahabeddm  OBG 

3812  Fort  Hill  Dr 
Alexandria  VA  22310 

REDDING,  MD,  Gorman  Jos  GP 

2616  Sherwood  Hall  Lane 
Suite  407 

Alexandria  VA  22306 

REDDING.  MD,  Richard  James  FP 

1609  Fort  Hunt  Court 
Alexandria  VA  22307 

REID,  MD,  Wm  Mitchell  GS 

5001  Seminary  Rd 
Alexandria  VA  22311 

RESTIVO,  MD,  Marion  Chas  DR 

2500  North  Vandorn  St 
Alexandria  VA  22302 

RHAME,  MD,  Richard  Coleman  U 

1707  Osage  St 
Alexandria  VA  22302 

RICHARDS.  MD,  Ashby  Turner  OS 

1900  Sherwood  Hall  Lane 
Alexandria  VA  22306 

RIXSE,  MD,  Robt  Sheldon  PD 

4921  Seminary  Rd 
Alexandria  VA  22305 

ROARK,  MD,  John  W CD 

2500  N Van  Dorn  Ste  104 
Alexandria  VA  22302 

ROBBINS,  MD,  Kenneth  Xenophon  P 

1 1305  Rouen  Dr 
Potomac  MD  20854 

ROBERTS.  MD,  John  Edmund  GP 

312  S Washington  St 
Alexandria  VA  22314 

ROBSON,  MD.  Scott  M GP 

128  South  Royal  St 
Alexandria,  VA  22314 

RODRIGUEZ  III.  MD.  Oscar  ORS 

5214  Dawes  Avenue 
Alexandria  VA  22311 

ROMANSKY,  MD,  Stephen  Hess  P 

6526  Jay  Miller  Drive 
Falls  Church,  VA  22041 

ROSENTHAL,  MD,  Sheldon  Jay  R 

2500  N Vandorn  St 
Alexandria  VA  22302 

RUONA,  MD,  Luanne  P 

1 198  Janney  s Lane 
Alexandria,  VA  22302 

RYAN,  MD,  Richard  Herrick  PD 

4921  Seminary  Rd 
Alexandria  VA  22311 

RYU,  MD,  Jai  Yol  FP 

2616  Sherwood  Hall  Lane 
Suite  301 

Alexandria  VA  22306 

SALCEDO,  MD,  Hernando  P U 

1707  Osage  St 
Alexandria  VA  22302 

SANDLER,  MD,  Allen  H P 

417  North  Washington  Street 
Alexandria  VA  22314 
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SANNER,  MD  M Que 

5927  Cauba  Ct 
Alexandria  VA  22310 

GP 

SAPPINGTON  JR.  MD,  Richard  F 
4600  King  Street 
Suite  4E 

Alexandria,  VA  22302 

PUD 

SAWMILLER,  MD,  Samuel 
2500  N Van  Dorn  St 
Alexandria  VA  22302 

ORS 

SCHIFFMAN,  MD.  Joel  H 
300  N Washington  St 
Alexandria  VA  22314 

ORS 

SCHKOLNIK  JR  , MD,  Ronaldo 
6613  Goldsboro  Rd 
Falls  Church  VA  22042 

AN 

SCHWARTZ.  MD,  Harvey  Albert 
77 16  Delafield  Place 
Alexandria  VA  22306 

IM 

SCHWARTZ,  MD.  James  R 
2616  Sherwood  Hall  Lane 
Alexandria,  VA  22306 

ORS 

SCOTT,  MD,  Pierre  Brutsche 
3541  W Braddock  Rd 
Alexandria  VA  22302 

OPH 

SENDI  JR  , MD,  Houchang 
5249  Duke  St 
Alexandria  VA  22304 

PS 

SHAFFER.  MD.  Stephen  R 
3701  George  Mason  Drive 
Apt  C-2-N 

Falls  Church.  VA  22041 

HS 

SHANKMAN  JR  , MD.  Sidney 
4720  Montgomery  Lane 
Bethesda  MD  20014 

CHP 

SHAUER,  MD.  Alan  B 
2616  Sherwood  Hall  Lane 
Suite  209 

Alexandria,  VA  22306 

GE 

SHEELY,  MD.  Wm  Edward 
1231  Kingston  Ave 
Alexandria  VA  22302 

R 

SHIH,  MD,  Teh-Chang 
3705  Templeton  Place 
Alexandria  VA  22304 

IM 

SHUMAN,  MD,  Lawrence  Henry 
4810  Beauregard  St  Ste  303 
Alexandria  VA  22312 

OBG 

SILBERMAN.  MD.  Edward  K 
2304  N Jackson  Street 
Arlington,  VA  22201 

P 

SIMS,  MD,  John  Adrian 
2729  King  St 
Alexandria  VA  22302 

GER 

SLATE,  MD.  Herman  Ivan 
Box  1 142  815  Prince  St 
Alexandria  VA  22313 

OS 

SMALL,  MD,  Melvin  D 
4600  King  Street  #2-L 
Alexandria  VA  22302 

GE 

SMITH  JR  , MD,  Leroy  Fleming 
5226  Dawes  Ave  Bldg  D 
Alexandria  VA  22311 

HEM 

SONNENBERG,  MD.  Stephen  M 
4501  Connecticut  Ave  Nw 
Washington  DC  20008 

P 

SOURYAL,  MD,  T Henry 
3003  Sevor  Lane 
Alexandria  VA  22309 

GS 

SPECK,  MD,  George 
4801  Kenmore  Ave 
Alexandria  VA  22304 

OS 

SPELLER,  MD,  Jeffrey  L 
801  Franklin  Street 
Alexandria,  VA  22314 

P 

STEIN  JR  , MD,  Jerome 
1451  Belle  Haven  Rd 
Alexandria  VA  22307 

OBG 

STIER,  MD,  Frederick  M 
1707  Osage  Street 
Alexandria,  VA  22302 

U 

STONE,  MD,  Wm  M 

8492  Richmond  Hwy 
Alexandria  VA  22309 

CD 

SULLIVAN,  MD,  Thos  Jos 
4921  Seminary  Rd 
Alexandria  VA  22311 
SUMMER,  MD,  David  Benjamin 
2616  Sherwood  Hall  Lane 
Suite  401 

Alexandria  VA  22306 

PD 

SWAN,  MD,  Harvey  Frank 
1 16  Prince  St 
Alexandria  VA  22314 

D 

SWISHER,  MD,  Forrest  M 
2500  N Van  Dorn  St 
Alexandria  VA  22302 

ORS 

SYME,  MD,  Robt  Haldane 
4660  Kenmore  Ave  Ste  419 
Alexandria  VA  22304 

OBG 

TACKTILL,  MD.  Norman 
1451  Belle  Haven  Road 
Alexandria,  VA  22307 

OBG 

TALBOT,  MD,  Frank  James 
2616  Sherwood  Hall  Lane 
Alexandria  VA  22306 

CD 

TAMARIZ,  MD,  Theodore  E 
312  S Washington  St 
Alexandria  VA  22314 

US 

TEMUCIN,  MD,  Oguz 
P 0 Box  9203 
Alexandria  VA  22304 

AN 

THOMPSON,  MD.  Harry  Glenn 
5249  Duke  St  Ste  408 
Alexandria  VA  22304 

OBG 

TINKER,  MD.  Bruce  P 
8101  Hinson  Farm  Road 
Suite  1 14 

Alexandria.  VA  22306 

IM 

TITUS  JR  , MD,  Jonathan  FP 

1607  Walleston  Court 
Alexandria,  V A 22302 
TITUS,  MD,  Frederick  Preston  OBG 

738  Fontaine  St 
Alexandria  VA  22302 

TODHUNTER,  MD,  Richard  Boyd  PD 

8316  Arlington  Blvd,  #502 
Fairlax.  VA  22031 

TOKARZ,  MD,  John  Pat  FP 

8228  Mount  Vernon  Highway 
Alexandria,  VA  22309 
TRIMBER,  MD,  Connell  James  OPH 

Box  355 

Alexandria  VA  22313 

TUAZON,  MD,  Oscar  C GS 

5249  Duke  St  Ste  205 
Alexandria  VA  22304 

UBELHART,  MD,  Charles  Robert  ORS 

300  North  Washington  St 
Alexandria,  VA  22314 
UENO,  MD.  Winston  Mizuo  IM 

5226  Dawes  Ave 
Alexandria  VA  22311 

UPTON,  MD,  David  Leslie  P 

208  N Pitt  St 
Alexandria  VA  22314 

VARGAS-MERA  III,  MD,  Filiberto  IM 

8808  Anne  Tucker  Lane 
Alexandria  VA  22309 

WARSHAUER  JR  , MD.  Sanford  OBG 

1451  Belle  Haven  Rd 
Alexandria  VA  22307 

WATSON,  MD.  John  C CD 

808  Prince  St 
Alexandria  VA  22314 

WEAVER  JR  , MD,  Wm  Jack  EM 

5229  Burke  Dr 
Alexandria  VA  22309 

WEINBERGER,  MD.  Daniel  R P 

Room  536  William  A White  Bldg 
St  Elizabeths  Hospital 
Washington  DC  20032 
WEINSHANK,  MD,  Herbert  S PYA 

10720  Mam  St 
Fairfax  VA  22030 

WEINSTOCK.  MD.  Michael  S PD 

8527  Monticello  Ave 
Alexandria.  VA  22308 
WEISSHAAR,  MD,  Paul  Howard  OBG 

4810  Beauregard  Street 
Suite  303 

Alexandria.  VA  22312 
WERTHEIM,  MD,  Raymond  B CHP 

220  S Washington  St 
Alexandria,  VA  22314 
WHITE,  MD.  Joseph  B ORS 

2465  Army-Navy  Drive 
Arlington,  VA  22206 

WIEDERHORN,  MD,  A Roger  U 

1707  Osage  St 
Alexandria  VA  22302 

WIGTON,  MD.  Roger  B PUD 

5216  Dawes  Avenue 
Alexandria  VA  22311 

WILLIAMS,  MD.  Sami  Harrison  IM 

P 0 Box  5107 
Alexandria  VA  22305 

WILMOT,  MD,  Benneville  Dayton  PD 

904  Danton  Lane 
Alexandria  VA  22308 

WINELAND,  MD.  Robt  K PD 

2213  Marthas  Rd 
Alexandria  VA  22307 

WOHLGEMUTH,  MD,  Joan  R 

5021  Seminary  Rd  Ste  130 
Alexandria  VA  22311 

WOLFF  JR  , MD,  Herbert  D U 

Rfd  2 Box  530 
Lancaster  VA  22503 

WOODSIDE,  MD,  Jack  R AN 

9125  Christopher  St 
Fairfax  VA  22031 

WOODSON,  MD,  Joseph  B P 

718  Fontaine  Street 
Alexandria.  VA  22302 
WYMAN,  MD.  Alvin  C DR 

2700  Virginia  Ave,  Nw 
Apartment  1 14 
Washington  DC  20037 
ZALCMAN,  MD.  Steven  Jay  P 

2100  Whiteoaks  Dr 
Alexandria  VA  22306 

ZEAVIN,  MD,  Bernard  H OPH 

5055  Seminary  Rd  Ste  111 
Alexandria  VA  22311 

ZEHFUSS,  MD.  Paul  E OPH 

1203  N Quaker  Lane 
Alexandria  VA  22302 

ALLEGHANY-BATH 

ADRALES,  MD.  Mamerto  GS 

322  W Riverside  Street 
Covington,  VA  24426 

ALLEN,  MD.  Edward  G R 

P 0 Box  123 
Clifton  Forge  VA  24422 
BALLOU,  MD.  Chas  F IM 

P 0 Drawer  547 
Clifton  Forge  VA  24422 
CHUCKER,  MD,  Geo  N R 

Emmett  Memorial  Hosp 
Clifton  Forge  VA  24422 
CLATERBAUGH,  MD,  Raymond  L GP 

1 130  Grace  Ave 
Clifton  Forge  VA  24422 


DAKERMANDJI,  MD,  Farid  AN 

P 0 Box  111 
Clifton  Forge,  VA  24422 
DENIUS,  MD,  Larry  Richard  FP 

Virginia  Bldg 
Hot  Springs  VA  24445 
EDMUNDS  JR  , MD.  Meade  C GS 

Box  531 

Emmett  Medical  & Surg  Clinic 
Clifton  Forge  VA  24422 
EDMUNDS,  MD.  Julia  Emmett  PD 

609  Church  Street 
Clifton  Forge  VA  24422 
ELLIS,  MD,  Wm  Jos  GP 

425  W Locust  St 
Covington  VA  24426 

FINESTONE,  MD.  Alvin  Wm  R 

Alleghany  Reg  Hosp 
Clifton  Forge  VA  24422 
FISCHER,  MD,  Geo  L IM 

P 0 Drawer  547 
Clifton  Forge  VA  24422 
GOINGS,  MD,  Ronald  Steven  FP 

412  Brussels  Street 
Clifton  Forge,  VA  24422 
HALL.  MD,  Aubrey  Carlyle  IM 

P 0 Drawer  547 
Clifton  Forge  VA  24422 


HARNSBERGER,  MD.  James  Power  OM 
Box  P 

Hot  Springs  VA  24445 
JETER,  MD.  Norbourne  B OM 

232  Gray  St 
Covington  VA  24426 

JOHNSON  JR  , MD,  Walter  W GP 

202  Walnut  St 
Covington  VA  24426 

LE  HEW,  MD,  Allen  Edwin  IM 

C & 0 Hospital 
Clifton  Forge  VA  24472 
MINEIRO,  MD.  Luiz  EG  GS 

P 0 Box  531 

Emmett  Medical  & Surg  Clinic 
Clifton  Forge  VA  24422 
MYERS,  MD,  Donald  S GP 

Drawer  H 

Hot  Springs  VA  24445 
NUNLEY,  MD.  Wallace  Clay  US 

Medical  Dental  Bldg 
Clifton  Forge  VA  24422 
POWELL,  MD,  Unity  Monger  GP 

124  N Lexington  Ave 
Covington  VA  24426 

REDDY,  MD,  Cheepuloti  H R 

P 0 Box  608 
Alleghany  Reg  Hosp 
Clifton  Forge  VA  24422 
ROBLETE,  MD.  Beulah  V OBG 

623  Midland  Trail 
Covington  VA  24426 

SADJADI  III,  MD,  Parviz-Mohsen  TS 

P 0 Box  531 

Emmett  Medical  & Surg.  Clinic 
Clifton  Forge  VA  24422 
SANKAR,  MD.  Krishna  OPH 

Mallow  Road 
Covington  VA  24426 

SIMANIS,  MD.  Juris  IM 

Post  Office  Drawer  547 
Clifton  Forge  VA  24422 
SNYDER,  MD.  James  L U 

P 0 Box  531 

Emmett  Medical  & Surg  Clinic 
Clifton  Forge  VA  24422 
VERMILYA,  MD,  Walter  E GP 

316  Commercial  Ave 
Clifton  Forge  VA  24422 
WARREN,  MD.  Thos  N PTH 

701  Me  Cormick  Blvd 
Clifton  Forge  VA  24422 
WINN,  MD,  Thos  Meredith  OPH 

108  N Marion  Ave 
Covington  VA  24426 

WYSOR,  MD,  Frank  Laird  OPH 

Clifton  Forge  VA  24422 

AMHERST-NELSON 

GAMBLE,  MD,  James  H GP 

P 0 Box  217 
Lovmgston  VA  22949 

RICH,  MD,  Elizabeth  J N 

Pedlar  Mills 
Monroe,  VA  24574 

ARLINGTON 

ALBERT,  MD,  Salomon  Naphtali 
828  S Wakefield  St 
Arlington  VA  22204 

ALEXANDER,  MD.  John  Emanuel  PS 

Northern  Va  Drs  Med  Cen 
611  S Carlin  Springs  Road 
Arlington.  VA  22044 

ALFONSO,  MD,  Raymundo  P GP 

5501  Columbia  Pike 
Falls  Church,  VA  22041 
ANDERSON,  MD,  Edward  Lee  IM 

5550  Columbia  Pike 
Suite  942 

Arlington,  VA  22204 

APTER,  MD,  Ronald  Alan  CD 

2001  Columbia  Pike 
Arlington  VA  22204 

ARAKAKY  JR  , MD,  Abel  IM 

4104  Taney  Ave 
Alexandria  VA  22304 


ASCUNCE,  MD,  Gil  IM 

3801  N Fairfax  Drive 
Suite  B-20 

Arlington.  VA  22203 

AUSTIN,  MD,  Harvey  W PS 

1800  Old  Meadow  Road 
# 1 10,  The  Regency 
Me  Lean,  VA  22102 

AVERY,  MD,  Gordon  Lee  ORS 

3801  North  Fairfax  Dr 
Suite  70 

Arlington,  VA  22203 

BACARRA,  MD.  Abraham  V AN 

9709  Singleton  Drive 
Bethesda,  MD  20817 

BACKER,  MD,  Jos  Anthony  DR 

6962  Kyleakm  Ct 
Me  Lean  VA  22101 

BAGLEY,  MD,  Clifford  E U 

12605  Hazelwood  Dr 
Nokesville  VA  22123 

BAJWA,  MD,  Manjit  Rajmder  AN 

1007  Heather  Hill  Ct 
Me  Lean,  VA  22101 

BARTRAM,  MD,  Scott  F GP 

200  Little  Falls  Street 
Suite  301 

Falls  Church.  VA  22046 

BASTIEN,  MD,  Henry  L OPH 

3801  Fairfax  Dr 
Arlington  VA  22203 

BEATTY,  MD,  Harry  B GP 

5555  Columbia  Pike 
Arlington  VA  22204 

BEINSTEIN,  MD,  Joseph  CD 

61 1 S Carlin  Springs  Road 
Suite  302 

Arlington  VA  22204 

BELCHER,  MD,  Rodney  L ORS 

6202  Sierra  Court 
Manassas,  VA  22110 

BENCOSME,  MD,  Persio  A OPH 

1817  Jefferson  Davis  Hwy 
Arlington  VA  22202 

BERRY,  MD.  H Lee  GS 

1414  Laburnum  St 
Me  Lean  VA  22101 

BEYER,  MD,  James  C FOP 

Med  Exam,  Fairfax  Hosp 
3300  Gallows  Road 
Falls  Church,  VA  22046 

BHAT,  MD,  Inder  Krishan  GS 

4600  King  Street 
Suite  4G 

Alexandria,  VA  22302 

BINFORD.  MD,  Chapman  Hunter  PTH 

6046  N 23rd  St 
Arlington  VA  22205 

BLACK,  MD,  Yuill  A 

8206  Leesburg  Pike 
Vienna,  VA  22180 

BLEI,  MD,  C Lynne  DR 

61 1 S Carlyn  Springs  Road 
Suite  410 

Arlington.  VA  22204 

BOLAND,  MD.  Brian  J IM 

5800  Lee  Hgwy 
Arlington.  VA  22207 

BRISCOE,  MD,  Wm  Cole  CHP 

1812  Baldwin  Drive 
Me  Lean,  VA  22101 

BROWN,  MD,  Thos  Me  Pherson  RHU 

2465  Army-Navy  Drive 
Arlington  VA  22206 

BRYAN,  MD,  Louis  AN 

3714  King  Arthur  Rd 
Annandale  VA  22003 

BUCUR,  MD,  John  C NS 

7 Corners  Med  Bldg 
Falls  Church  VA  22044 

BULLOCK,  MD,  Robt  Graham  IM 

61 1 S Carlin  Spring  Road 
Suite  306 

Arlington  VA  22204 

BURK  JR  , MD,  Lloyd  Byron  GS 

611  S Carlin  Springs  Road 
Suite  503 

Arlington  VA  22204 

BURNHAM,  MD,  Robt  C P 

333  S Glebe  Rd 
Arlington  VA  22204 

BUTLER,  MD,  Thomas  Parke  IM 

3801  North  Fairfax  Drive 
Arlington  VA  22203 

BYRNE,  MD,  Robt  Eugene  U 

Memorial  Hospital 
Medical  Center 
Cumberland,  MD  21502 

CALLARI,  MD.  Giulio  AN 

Arlington  Hospital 
Arlington  VA  22205 

CAMBARERI,  MD,  Richard  J ON 

4321  S 36th  Street 
Arlington,  VA  22206 

CARDENAS  III,  MD,  Francisco  GS 

Arlington  Hosp 
Arlington  VA  22205 

CASEY,  MD,  Catherine  Sue  PD 

3215  Columbia  Pike 
Arlington  VA  22204 

CHADAB,  MD,  Marvin  D 

6192  Oxon  Hill  Road 
Oxon  Hill  MD  20021 

CHALMETA  JR  , MD,  Alberto  N 

5275  Lee  Highway 
Arlington  VA  22207 

CHAPMAN,  MD,  Dorothea  B IM 

2465  Army-Navy  Drive 
Arlington,  VA  22206 


CHITRAKAR,  MD  Tara  D PD 

4965  Halifax  Ave 
Stephens  City,  VA  22655 
CIOFALO,  MD.  Carol  Ellen  OBG 

1220  North  Pierce  Street 
Suite  302 

Arlington,  VA  22209 

COLE,  MD,  Ralph  J OBG 

4301  Columbia  Pike 
Arlington  VA  22204 

CONTIS,  MD  George  Peter  PH 

1716  Wilson  Blvd 
Arlington,  VA  22209 

CORNELL.  MD,  Roger  Detlef  R 

6500  Clifton  Rd 
Clifton  VA  22024 

COSTESCU,  MD,  Sanda  IM 

5020  Little  Falls 
C/ODr  Filipescu 
Arlington.  VA  22207 

COTTS,  MD,  Gerhard  K P 

333  S Glebe  Rd  #410 
Arlington  VA  22204 

COWEN,  MD.  Norman  J HS 

2430  Penn  Ave,  N W 
Suite  105 

Washington  DC  20037 
CROSSLAND,  MD.  Stanley  Gramch  GS 

3801  North  Fairfax  Drive 
Suite  503,  South 
Arlington,  VA  22203 

CSATARY,  MD,  Laszlo  K GP 

1600  South  Eads  Street 
Arlington,  VA  22202 

CURRY,  MD,  John  Lamar  GP 

6231  Leesburg  Pike 
Suite  612 

Falls  Church.  VA  22044 
DALEY,  MD.  Timothy  Horton  PD 

3215  Columbia  Pike 
Arlington  VA  22204 

DALTON,  MD,  Henry  Tucker  OPH 


3801  N Fairfax  Drive 
Suite  105 

Arlington.  VA  22203 

DANACEAU.  MD,  Henry  Lawrence  ORS 


3801  N Fairfax  Dr 
Arlington  VA  22203 

DAVOUDLARIAN,  MD,  David  K OBG 

5205  Leesburg  Pike 
Falls  Church  VA  22041 

Dl  SARIO,  MD,  Anthony  Rynham  IM 

3801  N Fairfax  Dr  Ste  45 
Arlington  VA  22203 

DIETZ  JR,  MD.  Richard  F IM 

2517  North  Glebe  Rd 
Arlington  VA  22207 

DODSON,  MD.  Wm  Walter  P 

2007  R Street,  Nw 
Suite  304 

Washington.  D C 20009 

DOLAN  JR  , MD,  Wm  David  PTH 

Arlington  Hosp 

1701  North  George  Mason  Dr 
Arlington  VA  22205 

DRIEBE,  MD,  WT  DR 

8346  Traford  Lane 
Suite  B5 

Springfield,  VA  22152 

DURKIN,  MD,  James  Patrick  P 

3801  North  Fairfax  Drive  #21 
Arlington  VA  22203 

ELLIOTT,  MD,  John  J OBG 

3801  N Fairfax  Drive 
Arlington.  VA  22101 

ENGH,  MD.  0 Anderson  ORS 

2465  Army-Navy  Dr 
Arlington  VA  22206 

ESPINEL,  MD,  Carlos  H.  IM 

3317  P Streel 
Washington.  DC  20007 

FELDMAN,  MD,  Paul  R OBG 

Obgyn.  Infertility 
9715  Med  Cen  Dr.  #214 
Rockville,  MD  20850 

FERIOZI,  MD,  Dan  John  PD 

2221  N Buchanan  St 
Arlington  VA  22207 

FERRY,  MD,  Allen  M ORS 

3713  S George  Mason  Dr 
Apartment  314  West 
Falls  Church.  VA  22041 

FINNERTY,  MD  Paul  Edward  U 

5275  Lee  Hwy  Suite  204 
Arlington  VA  22207 

FISHER,  MD,  Gerald  John  IM 

5244  Dawes  Ave 
Alexandria  VA  22311 

FJORDBOTTEN,  MD,  Alf  Lee  OPH 

3801  N Fairfax  Dr 
Arlington  VA  22203 

FRANKLIN.  MD,  William  George  IM 

3801  N.  Fairfax  Drive 
Suite  31 

Arlington,  VA  22203 

FRENKEL,  MD,  David  Scott  P 

3457  North  13th  Street 
Arlington,  VA  22201 

FUCHS,  MD.  Glenn  H D 

5808-82  Merton  Court 
Alexandria,  VA  22311 

GALLINEK.  MD,  Wilfred  Ernest  IM 

3801  N Fairfax  Dr 
Arlington  VA  22203 

GAYDOS,  MD,  Lawrence  Alfred  IM 

4141  N Henderson  Road 
Arlington  VA  22203 
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GOALD,  MD,  Harold  Jerome  NS 

4600  King  Street 
Alexandria,  V A 22302 
GONDOS  III,  MD.  Zoltan  GP 

3260  Wilson  Blvd 
Arlington  VA  22201 

GONDOS,  MD,  Gordon  Morris  CHP 

9200  Alyssum  Way 
Annandale,  VA  22003 

GREENBLUM,  MD.  Lucie  S P 

3865  Wilson  Blvd 
Arlington,  VA  22203 

GRUVER,  MD,  Robt  H IM 

61 1 S Carlin  Spgs  Rd 
Suite  301 

Arlington  VA  22204 

GURNEY,  MD,  Ronald  Edward  IM 

1313  Dolley  Madison  Blvd 
Suite  207 

Me  Lean,  VA  22101 

HACKMAN,  MD,  Helen  M PH 

9127  Glenbrook  Rd 
Fairfax  VA  22031 

HANNAN,  MD,  Chas  Edmund  CRS 

3801  N Fairfax  Ave 
Arlington  VA  22203 

HASSAN,  MD,  Meborah  AN 

2228  N Quantico  St 
Arlington  VA  22205 

HOAR,  MD,  Barbara  R CHP 

1925  N Lynn  Street 
Suite  305 

Arlington,  VA  22209 

HOARE,  MD.  Raymond  Robert  CD 

3801  N Fairfax  Dr 
Arlington  VA  22203 

HOMA  JR  , MD.  Michael  GS 

Med  Arts  Building 
6828  Commerce  Street 
Springfield  VA  22150 

HONG,  MD.  Seung  Kook  AN 

1526  Laurel  Hill  Road 
Vienna,  VA  22180 

HOPWOOD,  MD,  Herbert  G OBG 

3801  North  Fairfax  Dr 
Arlington  VA  22203 

HOWARD,  MD,  Robt  L CD 

200  N Glebe  Rd  Ste  612 
Arlington  VA  22203 

HOYME,  MD.  Jane  C IM 

1705  N Taylor  Street 
Arlington,  VA  22207 

HUGHES,  MD,  Marjorie  Helgans  PD 

5147  N 33rd  St 
Arlington  VA  22207 

HUTCHESON,  MD,  Janet  R 

6521  Greentree  Road 
Bethesda,  MD  20817 

IMBURG,  MD,  Jerome  PD 

191 1 Windmill  Lane 
Alexandria  VA  22307 

IQBAL,  MD.  Mohammad  Z OTO 

3901  N Fairfax  Drive  No  44 
Arlington,  V a_  22203 

JACKSON,  MD,  Charles  B ORS 

251  Bliss  Lane 
Great  Falls.  VA  22066 
JACOB,  MD,  Thomas  N P 

3801  N Fairfax  Dr 
Suite  402 

Arlington,  VA  22203 

JAVATE,  MD.  Rosy  T AN 

7821  Old  Dominion  Drive 
Me  Lean  VA  22101 

JUDSON,  MD,  John  H FP 

3801  N Fairfax  Dr 
Arlington  VA  22203 

KAKAVIATOS.  MD,  Nikos  IM 

3800  N Fairfax  Drive 
PI  Level  # 3 
Arlington  VA  22203 

KASENETZ,  MD,  Iver  U 

6060  Arlington  Blvd 
Falls  Church,  VA  22044 
KATZ,  MD,  Edward  Lyle  NS 

3801  N Fairfax  Dr 
Arlington  VA  22203 

KAUFMAN,  MD,  Paul  PD 

2786  N Quebec  Street 
Arlington.  VA  22207 

KAYE,  MD.  Joseph  T ORS 

2500  N Van  Dorn  St 
Alexandria  VA  22302 

KELLY  JR  , MD,  Timothy  L U 

5275  Lee  Highway 
Arlington  VA  22207 

KIERNAN,  MD.  David  John  OTO 

5015  Lee  Hwy 
Arlington  VA  22207 

KIESEL,  MD,  Robert  D OPH 

5015  Lee  Hwy  Rm  102 
Arlington  VA  22207 

KIM,  MD,  Hie  Chul  PM 

8925  Burke  Lake  Road 
Springfield,  VA  22151 

KOHN,  MD,  Gary  Marshall  AM 

Hangar  #3, 

National  Airport 
Washington,  D C 20001 
KOLIA,  MD,  Gulam-Mohmed  M IM 

7 Corners  Prof  Bldg 
6319  Castle  Place 
Falls  Church,  VA  22044 
KOTH,  MD,  Douglas  R GS 

4000  N Ridgeview  Road 
Arlington  VA  22207 

LADY,  MD,  Wm  Thurston  GYN 

1505  Sombrero  Blvd 
Marathon.  FIA  33050 


LANDIS,  MD.  Glen  Austin  NM 

1701  North  George  Mason  Drive 
Arlington  VA  22205 

LANG,  MD,  Edward  Roberts  NS 

6305  Castle  Place 
Falls  Church  VA  22044 
LATVEN,  MD.  K Chas  OBG 

1220  N Hudson  St 
Arlington  VA  22201 

LICAMELE,  MD,  William  Louis  CHP 

3813  N Dittmar  Road 
Arlington,  VA  22207 

LICHTMANN,  MD,  Albert  Laszlo  AN 

1 104  Dunaway  Drive 
Me  Lean  VA  22101 

UMAYE,  MD,  Nirmala  Suresh  OBG 

3801  N Fairfax  Dr 
Arlington  VA  22203 

LINN,  MD,  James  John  PTH 

7277  Evans  Mill  Road 
McLean,  VA  22101 

LISZKA,  MD,  Victor  L,  GS 

1900  S Eads  Street 
Arlington.  VA  22202 

LONG  JR,  MD,  John  A DR 

4504  Maple  Avenue 
Bethesda,  MD  20814 

LOPEZ,  MD.  Rodolfo  L GS 

2210  Fort  Ward  Place 
Alexandria,  VA  22304 
LUNDEEN,  MD.  Wm  Bruce  TR 

Arlington  Hospital 
Arlington  VA  22205 

LYONS  JR  , MD.  Sidney  FP 

1800  N Hartford  St 

Arlington  VA  22201 

MACIULLA,  MD,  Louis  J OBG 

4501  Arlington  Blvd 
Arlington  VA  22203 

MALPANI,  MD,  Kalidas  Damodar  IM 

61 1 S Carlin  Springs  Road 
Suite  401 

Arlington  VA  22204 

MANDANIS,  MD,  John  P CD 

2517  North  Glebe  Rd 
Arlington  VA  22207 

MARSHALL  JR  , MD.  Jos  K CD 

2517  North  Glebe  Rd 
Arlington  VA  22207 

MARTIN  JR  , MD,  Lee  Baldwin  GS 

4525  N 32nd  St 
Arlington  VA  22207 

MARTIN,  MD,  Lee  B GP 

3825  N Pershing  Dr 
Arlington  VA  22203 

MARTIN,  MD,  Shirley  S GYN 

5205  Leesburg  Pike 
Falls  Church  VA  22041 
MC  GAVIN,  MD,  Thos  A OBG 

3801  N Fairfax  Dr 
Arlington  VA  22203 

MC  MAHON,  MD.  Geo  Jos  P 

8326  Epmard  Ct 
Annandale  VA  22003 

MC  MANUS,  MD,  Reginald  Paul  IM 

5300  Juxon  Place 
Springfield  VA  22151 

MC  WILLIAMS,  MD.  Thos  G R 

6263  Park  Road 
Me  Lean  VA  22101 

MCCABE,  MD,  Thomas  Ambrose  IM 

1515  Chain  Bridge  Road 
Mclean  VA  22101 

MCGRATH,  MD,  Francis  J.  IM 

2517  North  Glebe  Rd 
Arlington,  VA  22207 

MEISTER,  MD.  Robert  Jay  HEM 

8501  Aragon  Lane 
Chevy  Chase,  MD  20015 
MIKSZEWSKI,  MD,  Jerold  N 

61 1 S Carlin  Spring  Road 
Suite  208 

Arlington.  VA  22204 

MITCHELL,  MD,  Arthur  V GP 

4821  31st  St  South 
Arlington  VA  22206 

MOHAPI,  MD,  Edith  PD 

781 1 Antiopi  Street 
Annandale,  VA  22003 

MONDALL  JR  , MD,  Philip  PM 

5201  Leesburg  Pike 
Suite  102 

Falls  Church.  VA  22041 
MOON,  MD,  Sung  Kil  AN 

5411  Mt  Greenwich  Court 
Burke.  VA  22015 

MORJARIA,  MD,  Mukund  M IM 

6319  Castle  Place 
Suite  2A 

Falls  Church,  VA  22044 
MORRISSEY,  MD,  Wm  Fitzgerald  IM 

2001  Columbia  Pike 
Arlington  VA  22204 

MOSELY,  MD.  Linda  Hays  PS 

2465  Army-Navy  Drive 
Anderson  Clinic  Bldg 
Arlington,  VA  22206 

MOTT,  MD,  Howard  O IM 

829  N Lincoln  St 
Arlington  VA  22201 

MYERS,  MD,  Lynne  Beth  Davis  PD 

107  N Virginia 
Falls  Church  VA  22046 
NACCASH,  MD,  Edmund  P GYN 

3321  Sydenham  St 
Fairfax  VA  22031 


NAVID,  MD,  Ebrahim  IM 

61 1 S Carlyn  Springs  Road 
Suite  No  409 
Arlington,  VA  22204 

NEEFE,  MD,  Dana  Lynne  IM 

1516  Hardwood  Lane 
Me  Lean  VA  22101 

NEU,  MD,  Robt  Bernard  P 

6141  Lee  Highway 
Arlington  VA  22205 

NGO,  MD,  Thuan  Dinh  GP 

3801  N Fairfax  Drive 
Suite  201 

Arlington,  VA  22203 

NIRSCHL,  MD,  Robert  P ORS 

3801  N Fairfax  Dr 
Arlington  VA  22203 

NOLAN,  MD,  John  J CDS 

611  S Carlin  Springs  Road 
Suite  406 

Arlington  VA  22204 

NORMENT,  MD,  Robt  L OPH 

820  N Stafford  St 
Arlington  VA  22203 

O'REGAN,  MD,  Maureen  OBG 

3801  N Fairfax  Drive 
South  Bldg,  #302 
Arlington,  VA  22203 

OKAIL,  MD,  Kamal  K,  OTO 

4810  Beauregard  Streel 
Suite  104 

Alexandria.  VA  22312 
OLIVER  JR  , MD,  Cap  H RHU 

2465  Army-Navy  Drive 
Arlington  VA  22206 

ORLOSKY,  MD,  Albert  J PD 

4545  N 32nd  Rd 
Arlington  VA  22207 

ORSINGER,  MD.  Wm  Hubert  GP 

5161  37th  Street  North 
Arlington  VA  22207 

PALMER,  MD,  Alfred  Monroe  GP 

200  South  Oak  Street 
Falls  Church.  VA  22046 
PALMER,  MD.  Richard  Nash  PTH 

Arlington  Hospital 
1701  George  Mason  Drive 
Arlington,  VA  22205 

PALUMBO  JR  , MD,  P M ORS 

8206  Leesburg  Pike 
Vienna.  VA  22180 

PARKER,  MD,  Kenneth  R PM 

Apartment  #302 
4621  Seminary  Road 
Alexandria,  VA  22304 
PATTERSON,  MD,  Raymond  F P 

8 West  Walnut  Street 
Alexandria,  VA  22301 

PEACOCK  JR  , MD,  John  H PD 

3627  S 1st  Rd 
Arlington  VA  22204 

PERMAN,  MD,  Gerald  P P 

5055  S Chesterfield  Rd 
Suite  201 

Arlington,  VA  22206 

PETERS,  MD.  Leslie  Lawrence  US 

1700  N Moore  Street 
Suite  925 

Arlington  VA  22209 

PETTRONE,  MD.  Frank  A ORS 

3801  N Fairfax  Dr 
Suite  60 

Arlington  VA  22203 

PRICE,  MD.  Weldon  A PD 

6920  Holsmg  Lane 
Me  Lean  VA  22101 

PRINZ  III.  MD,  Werner  GP 

3213  Columbia  Pike 
Arlington  VA  22204 

PUZAK,  MD,  Michael  August  U 

611  South  Carlin  Springs 
Suite  308 

Arlington  VA  22204 

RADIN,  MD,  Robt  P P 

5032  Glenbrook  Terrace  Nw 
Washington  DC  20016 
RAND,  MD,  Seymour  D 

1515  Jefferson  Davis  Hwy 
Crystal  City 
Arlington.  VA  22202 

RANGEL,  MD,  Jorge  Garcia  GP 

4919  Wheatstone  Dr 
Fairfax  VA  22030 

REDLICH,  MD,  Michael  HEM 

2475  Virginia  Ave,  N W 
Washington,  D C 20037 
REINHARDT,  MD,  Erich  Manfred  P 

125  S Pitt  Street 
Alexandria  VA  22314 

RICKERICH,  MD.  Chas  L GS 

61 1 S Carlin  Springs  Road 
Suite  503 

Arlington  VA  22204 

RODILOSSO,  MD,  Philip  Thos  IM 

1400  S Joyce  St 
Arlington  VA  22202 

ROMNESS,  MD,  Joseph  O ORS 

3801  N Fairfax  Dr 
Arlington  VA  22203 

ROOK,  MD,  Frederick  W ORS 

6427  Lakeview  Drive 
Falls  Church,  VA  22041 
ROSENBAUM  JR  , MD,  Meyer  OBG 

939  S Wakefield  St 
Arlington  VA  22204 

ROSSI,  MD,  Gustavo  A OBG 

3801  N Fairfax  Drive 
Suite  302 

Arlington,  VA  22203 


ROTCHFORD,  MD,  James  Patrick  D 

3801  N Fairfax  Dr  Suite  52 
Arlington  VA  22203 

RUCKSTUHL,  MD,  Lily  IM 

7545  Idylwood  Rd 
Falls  Church  VA  22043 
RYAN,  MD,  John  Edward  OBG 

3801  N Fairfax  Dr 
Arlington  VA  22203 

SCHEINER,  MD.  James  J ORS 

4600  King  Street 
Suite  5A 

Alexandria.  V a_  22302 
SCHEWE,  MD,  Wm  J IM 

5601  Seminary  Rd  Ste  3 
Falls  Church  VA  22041 
SCHWARTZ,  MD.  Raymond  L PH 

3231  Juniper  Lane 
Falls  Church  VA  22044 
SHAFER,  MD.  June  Carol  D 

7403  Axton  Street 
North  Springfield,  VA  22151 
SHEEHY,  MD,  Stephen  Jos  GP 

5555  Columbia  Pike 
Arlington  VA  22204 

SHERIDAN,  MD,  Andrew  J OPH 

3801  N Fairfax  Dr 
Arlington  VA  22203 

SHUMAN,  MD,  Jos  Ellyn  IM 

1400  S Joyce  St 
Arlington  VA  22202 

SIBAY,  MD,  Hassan  AN 

3710  Oak  Hill  Way 
Fairfax,  VA  22030 

SILEO,  MD,  Robert  Peter  IM 

4141  North  Henderson  Road 
Stuarl  Medical  Associates 
Arlington,  VA  22203 

SIMON,  MD,  Robert  Isaac  P 

5454  Wisconsin  Ave,  N W 
Chevy  Chase,  MD  20015 
SIMS,  MD,  Arthur  I PD 

3215  Columbia  Pike 
Arlington  VA  22204 

SMITH,  MD,  Bernard  Francis  R 

1568  Forest  Villa  Lane 
Me  Lean  VA  22101 

SMITH,  MD,  Chas  Glenn  IM 

1421  Laburnum  Street 
Me  Lean.  VA  22101 

SNYDER,  MD.  Bertram  C IM 

61 1 S Carlin  Springs  Rd 
Suite 

Arlington  VA  22204 

SOLANO,  MD.  Simon  OBG 

3800  N Fairfax  Dr  #2 
Arlington  VA  22203 

SOLET,  MD,  Leo  GP 

3708  N Woodstock  Rd 
Arlington  VA  22207 

SPIVACK,  MD,  Gary  Robert  CHP 

1232  North  Taylor  Street 
Arlington,  VA  22201 

STALLINGS  JR  , MD,  James  H PD 

107  North  Virginia  Ave 
Falls  Church  VA  22046 
STAY,  MD.  Ellsworth  J PTH 

Arlington  Hospital 
1701  N George  Mason  Dr 
Arlington,  VA  22205 

STEIN,  MD.  Jos  W OTO 

1600  E Eads  St  Apt  3153 
Arlington  VA  22202 

STERRETT  JR  , MD,  Henry  HD  IM 

4141  N Henderson  Rd 
Arlington  VA  22203 

STOKER,  MD,  Martin  Lawrence  IM 

5015  Lee  Highway 
Arlington  VA  22207 

STONE  III,  MD,  Wm  Leete  IM 

829  N Lincoln  St 
Arlington  VA  22201 

STRAWINSKY,  MD,  Eliz  R Caro  P 

3302  Gallows  Road 
Falls  Church  VA  22042 
SUBHASH,  MD,  Shree  U 

4727  West  Braddock  Road 
Alexandria,  VA  22311 

TABOR,  MD,  Blanche  GP 

3004  Lee  Highway  Dill 
Arlington  VA  22201 

TERLINSKY,  MD,  Alan  S IM 

3219  Columbia  Pike 
Arlington,  VA  22204 

THINT,  MD,  Ivy  IM 

2853-29th  Place  N W 
Washington  DC  20008 
TOCZEK,  MD,  Ariadne  E Mayakis  PD 

6319  Olmi-Landrith  Drive 
Alexandria,  VA  22307 
TOCZEK,  MD,  Stamslaw  K NS 

6319  Olmi-Landrith  Drive 
Alexandria,  VA  22307 
TOMLINSON,  MD,  H Evangeline  OBG 

Landmark  Prof  Bldg 
5249  Duke  St,  Suite  1 1 
Alexandria  VA  22304 

TOUSTER,  MD,  Michael  David  IM 

4 141  N Henderson  Rd 
Arlington  VA  22203 

TURKEKUL,  MD,  Fuat  AN 

6700  Deland  Dr 
Springfield  VA  22152 

TYROLER,  MD,  Sidney  Austin  IM 

61 1 S Carlin  Springs  Rd 
Suite  512 

Arlington  VA  22204 


VADNEY,  MD,  Richard  Claude  R 

3801  N Fairfax  Dr 
Arlington  VA  22203 

VANCE  JR  , MD.  John  Clair  R 

5029  Millwood  Lane  Nw 
Washington  DC  20016 

VERGARA.  MD,  Alfonso  IM 

5248  Dawes  Ave 
Alexandria  VA  22311 

VOUVALIS,  MD,  Geo  Sakellarios  OPH 

6244  Williamsburg  Blvd 
Arlington  VA  22207 

WALLACE,  MD,  Marsha  Tina  IM 

1625  15th  Street  N.W 
Apt  1 

Washington,  DC  20009 

WALTHALL  III,  MD,  David  B GP 

1519  N Mckinley  Road 
Arlington,  VA  22205 

WARE,  MD,  Robt  Edward  U 

61 1 S Carlin  Springs  Road 
Suite  204 

Arlington,  VA  22204 

WEIMER,  MD,  Clarence  J GP 

3219  Columbia  Pike 
Arlington  VA  22204 

WEYL,  MD,  W Leonard  GS 

61 1 S Carlin  Springs  Rd 
Suite  514 

Arlington,  VA  22204 

WHITE,  MD,  Arthur  E PM 

4900  37th  St  N 
Arlington  VA  22207 

WHITE,  MD.  Robert  M ORS 

3801  N Fairfax  Dr 
Arlington  VA  22203 

WHITE,  MD.  Ruth  M GP 

4625  Old  Dominion  Dr 
Arlington  VA  22207 

WHITE,  MD,  Wm  James  GP 

5275  Lee  Hwy 
Arlington  VA  22207 

WIJETILLEKE,  MD,  Padma  PD 

4723  40th  Street 
Arlington.  VA  22207 

WILLIAMS,  MD,  Austin  Thos  IM 

6201  Leesburg  Pike  Ste  200 
Falls  Church  VA  22044 

WILLIAMS,  MD,  Thos  Frasier  OTO 

8350  Queensboro  Drive 
Me  Lean  VA  22102 

WISE  JR  , MD,  Alan  GS 

3801  N Fairfax  Dr 
Arlington  VA  22203 

WOLFSOHN,  MD,  Alice  GP 

5555  Columbia  Pike 
Arlington  VA  22204 

ZIMMET,  MD,  Steven  Michael  PUD 

1400  South  Joyce  St 
Arlington  VA  22202 

ZINN,  MD.  Edward  P 

1046  Balls  Hill  Rd 
Me  Lean  VA  22101 

ZOHN,  MD,  David  Arthur  PM 

5201  Leesburg  Pike 
Suite  102 

Falls  Church,  VA  22041 


AUGUSTA 

ANDERSEN,  MD,  Charles  Frederic  ORS 


1151  13th  St 
Waynesboro  VA  22980 
ANDERSON,  MD.  J Powell  FP 

P O Box  70 

Waynesboro  VA  22980 
BAIN,  MD,  James  Britton  OPH 

465  Cherry  Ave 

Waynesboro  VA  22980 
BELL,  MD,  Rudolph  Mardre  ABS 

Staunton  Med  Ctr  Lambert  St 
Staunton  VA  24401 

BELL,  MD,  Thos  Grasty  OBG 

Staunton  Med  Ctr 
Staunton  VA  24401 

BRANSCOME,  MD,  William  C IM 

Staunton  Medical  Center 
Staunton  VA  24401 

BRYAN  JR,  MD,  Phillips  R U 

2013  North  Augusta  St 
Staunton,  VA  24401 

CAULKINS  JR  , MD.  Chas  W GS 

220  Rosser  Ave 
Waynesboro  VA  22980 
COLEMAN,  MD,  Richard  L M OBG 

Staunton  Medical  Center 
Staunton  VA  24401 

CONCA,  MD,  Dominick  Michael  R 

Dept  Of  Radiology 
King's  Daughters'  Hospital 
Staunton,  VA  24401 

COOK,  MD,  Irving  Kenneth  DR 

Rt  2,  Box  370 
Waynesboro  VA  22980 
CRAWFORD,  MD,  David  J FP 

1305  13th  St 
Waynesboro  VA  22980 
DARRACOTT,  MD,  Mixon  Milford  OBG 

Staunton  Med  Ctr 
Staunton  VA  24401 

DAVIS,  MD,  James  Lucius  GP 

646  Oak  Ave 
Waynesboro  VA  22980 
DEACON,  MD,  James  Douglas  AN 

615  Oak  Lane 
Waynesboro  VA  22980 
DWYER,  MD,  Kenneth  Lee  R 

1 15  Oak  Terrace 
Staunton  VA  24401 
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EDSON,  MD.  Ralph  Howard 
828  Meadow  Brook  Rd 
Waynesboro  V A 22980 
EGLESTON,  MD.  Du  Bose 
564  Oak  Avenue 
Waynesboro  VA  22980 
ELLIOTT,  MD,  Constantine 
1320  Ohio  Street 
Waynesboro,  VA  22980 
FISCHER,  MD,  Ronald  A 
365  S.  Linden  Ave 
Waynesboro,  Va  22980 
FORBES  III,  MD,  John  Wm 
1 13  First  Street 
Stuarts  Dratt  VA  24477 
FOSTER,  MD,  James  Stephenson 
24  Upper  County  Road 
South  Dennis,  MasS  02660 
GARDNER,  MD,  Richard  Ernest 
2010  N Augusta  Street 
Staunton  VA  24401 
GATZEK,  MD,  Werner  John 
E I Du  Pont  De  Nemours 
Waynesboro  VA  22980 
GAYLORD,  MD,  Chas  F 
Staunton  Med  Ctr 
Staunton  VA  24401 
GILLESPIE,  MD,  Albert  R 
151  Woodland  Drive 
Staunton  VA  24401 
GILLESPIE,  MD,  James  E 
Valley  Eye  Center 
560  Oak  Avenue 
Waynesboro,  VA  22980 
GORSUCH,  MD,  Thos  L 
The  Protessional  Center 
Waynesboro  VA  22980 
GOTICO,  MD,  Rustico  Tolentmo 
533  Galveston  Rd 
Fredericksburg  VA  22401 
GRAHAM,  MD,  Cecil  Cleveland 
P 0 Box  2662 
Staunton,  VA  24401 
GRAHAM,  MD,  Sam  D 
2013  N Augusta  St 
Staunton  VA  24401 
GREY,  MD,  Wm  Hugh 
1 102  N Coalter  Street 
Staunton  VA  24401 
GUSS,  MD.  John  H 
Staunton  Medical  Ctr 
Staunton  VA  24401 
HAMMERSBERG,  MD,  Jon  Robert 
501  Oak  Avenue 
Waynesboro,  VA  22980 
HANNA  JR  . MD,  H Michael 
Box  8 

Ft  Defiance  VA  24437 
HANNA,  MD,  Stevan  T 
P 0 Box  2157 
Staunton,  VA  24401 
HARMAN,  MD,  Wm  E 
Med  Center  Ste  9 
Staunton  VA  24401 
HARPER,  MD,  Forest  G 
P 0 Box  2007 
Staunton  VA  24401 
HARRISON  III,  MD,  Carrington 
1524  N Augusta  Street 
Staunton  VA  24401 
HEATWOLE,  MD,  John  Paul 
P 0 Box  992 
Waynesboro  VA  22980 
HEATWOLE,  MD,  Stanley  E 
304  College  Circle 
Staunton,  VA  24401 
HIGGS.  MD,  James  Albert 
Med  Center  Ste  1 1 
Staunton  VA  24401 
HOLMES,  MD.  I Earl 
Waynesboro  Comm  Hosp 
Waynesboro  VA  22980 
HOWLETT,  MD,  Stephen  Andrew 
Professional  Center 
13  Th  At  Magnolia 
Waynesboro  VA  22980 
KAPPES  JR  , MD,  Wm  Carl 
13th  At  Magnolia 
Waynesboro  VA  22980 
KEIM,  MD,  Melvin  N 
Staunton  Med  Center 
Staunton  VA  24401 
KLUGE,  MD,  Robt  Carter 
Staunton  Med  Ctr 
Staunton  VA  24401 
LAWHORNE,  MD,  Larry  Wayne 
27  Taylor  Street 
Staunton.  VA  24401 
LEGETT,  MD,  John  Albert 
Professional  Center 
Waynesboro,  VA  22980 
LOESCH,  MD,  Beverly  Jean 
220  Rosser  Ave 
Waynesboro  VA  22980 
LONG,  MD,  James  Arthur 
428  Maple  Ave 
Waynesboro  VA  22980 
MAC  ILWAINE,  MD,  Wm  Andrew 
220  Rosser  Ave 
Waynesboro  VA  22980 
MANNING,  MD,  Preston  Cocke 
Staunton  Med  Center 
Staunton  VA  24401 
MENK,  MD,  Karl  F 
1 10  Woodland  Drive 
Staunton  VA  24401 
MILLER,  MD,  Richard  B 
1 13  First  Street 
Stuarts  Draft,  VA  24477 
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MORRIS,  MD,  Albert  W 
309  Sherwood  Avenue 
Staunton  VA  24401 
MORRISS,  MD,  Frances  C 
120  Overlook  Road 
Staunton,  VA  24401 
NATHE,  MD,  James  Edward 
1070  Fairway  Dr 
Waynesboro  VA  22980 
NOLLEY,  MD,  Eugene  Davis 
P 0 Box  100 
Churchville  VA  24421 
0 HANLAN,  MD,  Jos  Treacy 
220  Rosser  Ave 
Waynesboro  VA  22980 
OGLE,  MD,  Rosa  Christiane 
625  Rosser  Ave 
Waynesboro  VA  22980 
ORR,  MD,  Wm  King 
Box  307 

Fishersville  VA  22939 
PAINTER,  MD,  Wm  Graham 
Fort  Defiance  VA  24437 
PERKINS,  MD,  Paul  Hemng 
428  S Magnolia  Avenue 
Waynesboro  VA  22980 
POWERS,  MD,  Paxton  P 
P 0 Box  2007 
Staunton  VA  24401 
RAU,  MD,  Ronald  W 
1151  13th  St 
Waynesboro  VA  22980 
RICHARDSON,  MD,  Peter  Bruce 
Staunton  Medical  Center 
Staunton,  VA  24401 
ROBERTSON  JR  , MD,  Alex  F 
24  Ridgeview  Rd 
Staunton  VA  24401 
RYDER,  MD,  Harvey  B 
Bayside  Medical  Plaza 
816  Independence  Blvd 
Virginia  Beach  VA  23455 
SACHNO  JR  , MD,  Roman 
Staunton  Medical  Center 
Staunton  VA  24401 
SACKS,  MD,  Eugene  Ira 
1298  Sunset  Lane 
Waynesboro  VA  22980 
SHERRY,  MD,  John  Barry 
Waynesboro  Community  Hosp 
Waynesboro  VA  22980 
SHIELDS  JR  , MD,  Randolph  T 
36  Ridgeview  Road 
Staunton  VA  24401 
SMITH,  MD,  Me  Kelden 
Staunton  Med  Ctr 
Staunton  VA  24401 
SMITH,  MD,  Wm  Crenshaw 
220  Rosser  Ave 
Waynesboro  VA  22980 
SOWERS,  MD,  Wm  Frederick 
Medical  Center 
Staunton  VA  24401 
SPROUL,  MD,  A Erskme 
4 1 Woodland  Dr 
Staunton  VA  24401 
SPROUL,  MD,  George  Thomas 
Post  Office  Box  2665 
Staunton,  VA  24401 
STATHOS  JR,  MD,  John  A 
2010  N Augusta  Street 
Staunton,  VA  24401 
STIREWALT,  MD,  John  Miles 
112  Country  Lodge  Road 
Waynesboro  VA  22980 
STOECKEL,  MD,  Jay  Edwin 
1241  Sunset  Lane 
Waynesboro  VA  22980 
TALBERT,  MD,  John  Robt 
428  S Magnolia  Ave 
Waynesboro  VA  22980 
TENNEY  JR  , MD,  Malcolm 
24  Woodland  Dr 
Staunton  VA  24401 
THOMAS  JR  , MD,  John  H 
Greenville  VA  24440 
TODD  III,  MD,  John  W 
40  Lambert  St  Med  Ctr 
Staunton  VA  24401 
TOOMY,  MD,  Wm  Nicholas 
The  Professional  Bldg 
Waynesboro  VA  22980 
TYLER,  MD.  David 
1 12  Pelham  Drive 
Waynesboro  VA  22980 
WEBSTER,  MD,  David  K 
44  Lambert  St  Ste  12 
Staunton  VA  24401 
WEEMS,  MD,  Bliss  King 
P 0 Box  70 

Waynesboro  VA  22980 
WILLIAMS,  MD,  Hazael  Jos 
24  Terry  Ct 
Staunton  VA  24401 
WITT,  MD.  Nancy  May  Garrett 
P.O.Box  65 

Fishersville  VA  22939 
WOODS,  MD,  Paul  A 
362  S Laurel  Ave 
Waynesboro  VA  22980 

BEDFORD 

BRECHTELSBAUER,  MD,  David  A 
Village  Family  Physicians 
Moneta  VA  24121 
BUCHANAN,  MD.  Brian  D 
1700  Whitfield  Drive 
Bedford.  VA  24523 
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COHEN,  MD  Leonard  Joel 
1700  Whitfield  Dr 
Bedford  VA  24523 
DARDEN  JR  MD.  Oscar  B 
1700  Whitfield  Dr 
Bedford  VA  24523 
HUTCHISON,  MD,  Wayne  Thomas 
1700  Whitfield  Drive 
Bedford,  VA  24523 
JENNINGS,  MD.  Eileen  Thorpe 
1700  Whitfield  Dr 
P 0 Box  889 
Bedford  VA  24523 
JENNINGS,  MD,  Thos  H 
1700  Whitfield  Dr 
P 0 Box  889 
Bedford  VA  24523 
JENRETTE,  MD,  Freeman  Wesley 
1700  Whitfield  Drive 
Bedford  VA  24523 
LUTH,  MD.  Janice  Elaine 
Route  2,  Box  25 
Moneta,  VA  24121 
RHODES  JR  , MD,  Heberl  Paul 
Bedford  Memorial  Hosp 
Bedford  VA  24523 
ROBINSON  JR  , MD.  Dennis  H 
Robinson  Medical  Clinic 
309  N Bridge  St 
Bedford  VA  24523 
RUCKER  JR  , MD,  Sami  L 
Moneta  VA  24121 
RUCKER,  MD,  Wm  Vincent 
Bedford  VA  24523 
WENGER  JR  , MD,  John  Robert 
1700  Whitfield  Dr 
Bedford  VA  24523 
WENTE  JR  , MD,  John  Anthony 
81 1 Oak  St 
Bedford  VA  24523 
WOODROOF,  MD,  Kerry  C 
412  North  Bridge  St 
Bedford,  VA  24523 
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ZILLHARDT,  MD,  Jacob  Chas 
Acorn  Hill 

Fincastle  VA  24090 

BUCHANAN-DICKENSON 

ALDERMAN,  MD,  Kurtz  Edward 
Dickenson  Clinic 
P 0 Box  557 
Clmtwood  VA  24228 
BAXTER,  MD,  Robt  Francis 
Grundy  Hospital  Inc 
Grundy  VA  24614 
BERRY,  MD,  Bradley  D 
Grundy  Hosp 
Grundy  VA  24614 
GREGORIOU,  MD,  Panos  Geo 
Box  557 

Clmtwood  VA  24228 
LYLE,  MD,  Lurton  Braxton 
Dickenson  Clinic  Box  557 
Clmtwood  VA  24228 
MC  DONALD,  MD,  Thos  D 
Grundy  Hospital 
Grundy  VA  24614 
PATEL,  MD,  Rajm 
P 0 Box  762 
Grundy,  VA  24614 
PENN,  MD,  Thos  Jefferson 
Box  992 

Grundy  VA  24614 
SANDERS,  MD,  Ulvert  Ottway 
Grundy  VA  24614 
SUTHERLAND,  MD.  Joshua  P 
Rd  2 Box  64  B 
Grundy  VA  24614 

CHARLOTTE 

AILSWORTH  JR  , MD.  Robt  Dea 
Ailsworth  Med  Ctr 
Keysville  VA  23947 
DAVIS,  MD,  Charles  Stewart 
P 0 Box  368 

Drakes  Branch  VA  23937 
DUNN,  MD,  J Wayland 
P 0 Box  366 
Charlotte  C H VA  23923 
TUGGLE,  MD,  M Stuart  Wilson 
Keysville  VA  23947 

CHESAPEAKE 

CANTOW.  MD,  Edward  Francis 
4104  Belvedere  Dr 
Chesapeake  VA  23321 
CASTANEDA,  MD,  Alberto  J 
1 124  Green  Run  Square 
Virginia  Beach.  VA  23452 
COCKE,  MD,  John  Alexander 
736  Battlefield  Blvd 
Chesapeake  VA  23320 
CREEF,  MD,  James  Wendel 
1201  Jackson  St 
Chesapeake  VA  23324 
CROSBY,  MD.  James  Foster 
210  Albemarle  Dr 
Chesapeake  VA  23320 
DAJAO,  MD.  Ragaciano  M 
2801  Acres  Road 
Portsmouth  VA  23703 
DONLAN  JR,  MD,  Charles  J 
400  West  Brambleton  Avenue 
Suite  203 

Norfolk,  VA  23510 
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GONZALES.  MD,  Jose  E 
509  Depaul  Med  Bldg 
Norfolk,  VA  23505 
GROSS,  MD  Jerome  S 
7 10  Liberty  St 
Chesapeake  VA  23324 
JENNINGS,  MD,  W Stanley 
1 160  Virginia  Ave 
Chesapeake  VA  23324 
KANTER,  MD.  Hulbert  J 
200  Medical  Parkway 
Suite  205 

Chesapeake  VA  23320 
LAIBSTAIN,  MD.  Robt  Bernard 
1012  Macdonald  Road 
Chesapeake,  VA  23325 
LASTER,  MD,  James  Monroe 
4456  Holland  Road 
Suite  202 

Virginia  Beach,  VA  23452 
MORRIS,  MD.  Laura  G 
Eastern  Va  Med  School 
P 0 Box  1980 
Norfolk,  VA  23501 
MYERS,  MD,  John  Baggarly 
1446  Chesapeake  Ave 
Chesapeake,  VA  23324 
PATTERSON,  MD.  Henry  David 
200  Medical  Pkwy  Ste  307 
Chesapeake  VA  23320 
RIDDICK  JR,  MD.  Joseph  H 
Chesapeake  General  Hosp 
P 0 Box  2028 
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Chesapeake,  VA  23320 
SORIANO,  MD,  Alfredo  P 
610  East  Liberty  Street 
Chesapeake  VA  23324 
STEWART,  MD,  James  Alan 
2994  Churchland  Blvd 
Chesapeake  VA  23321 
SU,  MD,  Alexander  Kuang-Chyi 
3028  Princess  Anne  Cr 
Chesapeake,  VA  23321 
SUN,  MD.  Beryl  K G. 

1 149  Shenvalee  Drive 
Virginia  Beach,  VA  23462 
TERRY  JR,  MD,  Andrew  Nicholas 
200  Medical  Parkway 
Suite  305 

Chesapeake,  VA  23320 
UY,  MD,  Flaviano 
1 10  Wimbledon  Square 
Suite  B 

Chesapeake,  VA  23320 
UY,  MD,  Gregorio  C 
200  Medical  Parkway 
Chesapeake,  VA  23320 
VAID,  MD,  Arun  K 
7 10  Liberty  Street 
Chesapeake,  VA  23324 
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ALLEN,  MD.  Benjamin  F 
1051  Oaklawn  Drive 
Culpeper,  VA  22701 
BROMAN,  MD,  Geo  Ellis 
P 0 Box  550 
Culpeper  VA  22701 
BURKE.  MD.  P Declan 
540  Sunset  Lane 
Culpeper,  VA  22701 
CATE,  MD,  L Huntley 
Brightwood  VA  22715 
CAVE,  MD,  Wm  Belfield 
Box  347 

Madison  VA  22727 
CHEFETZ,  MD.  Richard  Alan 
P 0 Box  386 
Madison.  VA  22727 
CHILES  III,  MD,  Morton  Perrin 
1222  Blue  Ridge  Ave 
Culpeper  VA  22701 
COOK,  MD,  J Bryon 
1043  Oaklawn  Drive 
Culpeper.  VA  22701 
CRAMER,  MD,  Alfred  Bartlett 
420  Sunset  Lane 
P 0 Box  69 
Culpeper  VA  22701 
DATTA,  MD,  Nimai  Chandra 
P 0 Box  272 
Culpeper  VA  22701 
DAVIES,  MD,  Linda  High 
2614  Williams  Dr 
Culpeper  VA  22701 
DIASIO,  MD  Clara 
P 0 Box  213 
Culpeper  VA  22701 
DIASIO,  MD,  Joseph  S 
P 0 Box  213 
Culpeper  VA  22701 
EGLEVSKY  JR,  MD,  Andre 
2301  Fall  Hill  Avenue 
Fredericksburg.  VA  22401 
FOX,  MD,  Kurt  Johannes 
Medical  Bldg 
Fairfield  VA  24435 
HECKEL.  MD,  Charles  G 
Route  1,  Box  302 
Reva.  VA  22735 
HENSON,  MD,  Grahame  F T W 
Po  Box  550 
Culpeper  V A 22701 
JAFFER,  MD,  Kassamali  M 
767  Madison  Road 
Suite  101 

Culpeper.  VA  22701 


U 

GP 

GP 

GS 


FP 

P 


PH 


GP 

GS 

PTH 


IM 


KILBY,  MD  Walter  B 
540  Sunset  Lane 
Culpeper,  VA  22701 
MARKHAM,  MD  Harold  Wm 
310  East  Piedmont  Street 
Culpeper  VA  22701 
MODABER,  MD.  Parviz 
767  Madison  Road 
Suite  1 10 

Culpeper.  VA  22701 
PAYETTE.  MD,  John  Joy 
610  Laurel  St 
Culpeper  VA  22701 
POWELL.  MD  Alfred  E 
Box  323 

Madison  VA  22727 
QUAINTANCE  JR,  MD.  Rupert  W 
1043  Oak  Lawn  Drive 
Culpeper  VA  22701 
RUTKOWSKI,  MD.  Robert 
1051  Oaklawn  Drive 
Culpeper,  VA  22701 
SMITH,  MD,  Brian  Andrew 
Medical  Arts  Building 
Culpeper,  VA  22701 
SNEAD  IV,  MD.  John  Peyton 
Rixeyville  VA  22737 
SNYDER,  MD.  David  Michael 
Route  1,  Box  95 
Rixeyville  VA  22737 
WALLACE,  MD.  Matthew  B 
Culpeper  Family  Practice  Assoc 
800  Sunset  Lane 
Culpeper  VA  22701 
WEAVER,  MD,  Delmar  F 
P 0 Box  862 


IM 

IM 

OBG 


Culpeper  VA  22701 
WORCHEL,  MD.  Barry  Jason 
Sr  2 Box  70 
Banco,  VA  22711 
YOUNG  JR  , MD.  Wm  H 
Rfd  » 1,  Box  152 
Castleton  VA  22716 


PD 

FP 

OBG 

OBG 

GP 

GP 

ORS 

IM 

P 

ORS 

FP 

OTO 

P 

P 


IM 

OBG 

OBG 

IM 


ORS 

GS 

OBG 

GP 

FP 

FP 

FP 

IM 

GE 


U 

DR 

PD 

CD 

ORS 

GP 

AN 

GS 

OBG 


DANVILLE-PITTSYLVANIA 


AHMED,  MD.  Syed  Aftab  CD 

139  South  Mam  St 
Danville  VA  24541 

ALABANZA,  MD.  Tomas  M GP 

Doctor's  Bldg,  #204 
990  Mam  Street 
Danville  VA  24541 

ANDREWS  JR,  MD  Michael  J U 

P 0 Box  1360 
Danville,  VA  24543 

AREY,  MD,  Donald  Lurton  FP 

108  W Mam  St 
Danville  VA  24541 

ASHBY,  MD,  B R P 

P 0 Box  3749 
Danville  VA  24543 

BAGGERLY,  MD,  John  Thos  R 

P 0 Box  2129 
Danville  VA  24541 

BALDEMOR,  MD,  Anita  Baisis  CHP 

258  West  Mam  St 
Danville  VA  24541 

BEALE  JR  , MD,  Jefferson  D PD 

181  S Mam  St 
Danville  VA  24541 

BEATON.  MD.  James  Duncan  GP 

130  Gray  St 
Danville  VA  24541 

BOND,  MD,  Glen  Morris  GP 

Box  217 

Gretna  VA  24557 

BOND.  MD.  Lester  R GP 

Box  87 

Gretna  VA  24557 

BOURNE,  MD,  Henry  Reid  IM 

139  S Mam  St 
Danville  VA  24541 

BOYER,  MD,  Delos  W ORS 

Route  1 - Box  331 
Danville  VA  24541 

CALISCH,  MD,  Louis  Herman  IM 

1037  Mam  St 
Danville  VA  24541 

COBBLE,  MD,  Clark  Robert  OPH 

1045  Mam  Street 
Piedmont  Building 
Danville,  VA  24541 

COHEN,  MD,  Joel  Laurence  GS 

150  West  Mam  St 
Danville.  VA  24541 

DEYTON,  MD,  Walter  Edward  R 

P 0 Box  2129 
Danville  VA  24541 

DONELSON  JR  , MD.  Martin  FP 

1035  Mam 
Danville  VA  24541 

DURUMAN.  MD,  Nevzat  U 

155  South  Mam  St 
Danville.  VA  24541 

DYE.  MD,  David  G ORS 

P 0 Box  2309 
Danville.  VA  24541 

EASLEY  JR  , MD  Chas  Allen  GS 

990  Mam  St 
Danville  VA  24541 

ERASMO,  MD.  Ramon  Rondobio  NS 

129  South  Mam  Street 
Danville  VA  24541 

ESCARIO,  MD,  Margarito  T AN 

391  Mowbray  Arch 

I Danville,  VA  24541 
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UNIQUE. 


nr 

hat’s  what  each  of 
our  patient’s  needs 
are.  And  we  have 
the  medical  and  professional 
staff  to  meet  these  needs. 

In  1980,  Saint  Albans 
Psychiatric  Hospital  opened  a 
$7.8  million  building  with  162 
beds  and  expanded  clinical 
facilities.  The  hospital  is  fully 
accredited  by  the  Joint  Com- 
mission on  the  Accreditation 
of  Hospitals. 

In  addition  to  our  general 
psychiatric  services,  we  offer 
specific  programs  for  alcohol- 
ics and  substance  abusers, 
children/adolescents,  and 
older  adults. 

Saint  Albans,  the  only 
private,  not-for-profit  psychia- 
tric hospital  in  Virginia,  has 
served  southwestern  Virginia 
since  1916. 

When  you  have  a patient 
who  needs  the  specialized  ser- 
vices of  a psychiatric  hospital, 
call  Saint  Albans.  Admission 
can  be  arranged  24  hours  a 
day  by  calling  703  639-2481. 


ctive  Medical  Staff: 


Rolfe  B.  Finn,  M.D.,  Medical  Director 
William  D.  Keck,  M.D. 

Morgan  E.  Scott,  M.D. 

Don  L.  Weston,  M.D. 

Davis  G.  Garrett,  M.D. 

D.  Wilfred  Abse,  M.D. 

Hal  G.  Gillespie,  M.D. 

Basil  E.  Roebuck,  M.D. 

O.  LeRoyce  Royal,  M.D. 


A 


Saint  Albans 
Psychiatric  Hospital 


P.  O.  Box  3608 
Radford,  Virginia  24143 

Saint  Albans  Psychiatric  Hospital  is  approved  for  Blue  Cross, 
Cham  pus,  Medicare,  and  most  major  insurance  companies. 
For  a free  brochure,  write  Robert  L.  Terrell,  Jr.,  administra- 
tor, P.  O.  Box  3608,  Radford,  Virginia  24143. 


Making  Contact. 

That's  what  the  Adolescent  Treatment  Program  at  Westbrook  Hospital 
is  all  about. 

By  keeping  in  touch  with  a child’s  individual  needs,  a professional 
treatment  team  can  help  him  learn  to  adjust  to  difficult  life  situations. 

A carefully  planned  school  program  provides  individualized  continuing 
education  and  encourages  goal -oriented  growth.  And  our  individual, 
group,  and  family  therapy  programs  help  develop  self-awareness  and 
communications  skills. 

We  Ye  making  contact . . . helping  a child  to  know 

Westbrook 


himself  as  well  as  others  around  him.  The  Adolescent 
Treatment  Program.  It's  a growing  environment. 

Were  Proud  of  How  We  Care. 

24  Hour  Admissions.  1500  Westbrook  Avenue.  Richmond,  Va.  23227  (804)  266-9671. 


HOSPITAL 
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ESTEVEZ,  MD.  Jose  M PTH 

The  Memorial  Hospital 
142  South  Mam  Street 
Danville.  VA  24541 

EVANS  JR  . MD.  Eugene  M D 

990  Mam  St 
Danville  VA  24541 

FALGUI.  MD.  Vicente  T IM 

142  South  Mam  St 
Danville  VA  24541 

FEHRENBAKER.  MD.  Lawrence  U 

P 0 Bo*  1360 
Danville  VA  24543 

FITZGERALD,  MD.  Walter  C D 

990  Mam  St 
Danville  VA  2454 1 

FREED  JR  , MD.  Chas  Conrad  OPH 

108  Holbrook  Street 
Danville  VA  24541 

GADDY.  MD.  Clifford  Garland  CD 

101  Holbrook  St 
Danville  VA  24541 

GIBSON  IV  . MD,  Noah  Francis  PD 

18 1 South  Mam  St 
Danville  VA  24541 

GREENBERG.  MD.  Milton  OTO 

171  South  Mam  St 
Danville  VA  24541 

GRISALES  III,  MD.  Asur  PTH 

Memorial  Hospital 
Danville  VA  24541 

GROSS,  MD  Alton  F ORS 


P 0 Box  2309 
Danville  VA  24541 
GUANZON.  MD  Cesar  Sancha 
130  Gray  Street 
Danville  VA  24541 


GUTER,  MD,  Marvm  R 

C 0 Danville  Radiologists 
P 0 Bo*  2129 
Danville.  VA  24541 

HALL,  MD.  Jack  Wm  NEP 

P 0 Box  1360 
Danville  VA  24543 

HARVEY.  MD,  Chas  Thos  OPH 

130  Cambridge  Circle 
Danville  VA  24541 

HARVEY,  MD.  Herbert  Whitley  GP 

344  Ross  St 
Danville  VA  24541 

HARVIE,  MD.  Edwin  James  IM 

101  Holbrook  Street 
Danville  VA  24541 

HOFFMAN  JR  , MD.  Allan  A U 

P 0 Bo*  1360 
Danville  VA  24543 

HOSKINS.  MD.  Horace  D OPH 

231  Parkview  Dr 
Danville  VA  24541 

JOSEF-GUANZON,  MD.  Pat  PD 

130  Gray  Street 
Danville  VA  24541 

KOPLEN.  MD.  Julian  Arthur  IM 

1045  Mam  St 
Danville  VA  24541 

KUHN.  MD.  Robt  Anthony  N 

314  Jefferson  Ave 
Clifton  Forge.  VA  24422 
LAIRD.  MD.  Thos  Kerr  GS 

990  Mam  St 
Danville  VA  24541 

LANDES.  MD.  Ralph  Roy  U 

1040  Mam  St 
Danville  VA  24541 

LASSITER.  MD.  Max  Errmgton  PD 

181  S Mam  St 
Danville  VA  24541 

LINDQUIST.  MD.  Leo  A GS 

1045  Mam  Street 
Danville  VA  24541 

LIPPERT.  MD.  John  Charles  DR 

P 0 Box  2129 
Danville.  VA  24541 

LORIMER.  MD.  William  V IM 

Box  1065,  Route  29N 
Chatham,  VA  24531 

MALLARE,  MD.  Melchor  Pulido  GS 

134  Watson  St 
P 0 Box  1726 
Danville  VA  24543 

MANHEIM.  MD.  Arnold  AN 

312  Linden  Dr 
Danville  VA  24541 

MARSELLA.  MD.  John  Jerry  OBG 

101  Holbrook  St 
Danville  VA  24541 

MARTINEZ.  MD,  Camilo  B AN 

139  South  Mam  Street 
Danville.  VA  24541 

MC  GOVERN.  MD  Francis  H OTO 

139  S Mam  St 
Danville  VA  24541 

MCCLURE  JR.  MD.  Claude  NS 

The  Memorial  Hospital 
142  South  Mam 
Danville.  VA  24541 

MELNICK.  MD.  Irving  U 

1040  Mam  St 
P 0 Box  1360 
Danville  VA  24543 

MIER  JR  . MD,  Jose  F EM 

130  Abercrombie  PI 
Danville  VA  24541 

MILAM,  MD,  Jos  Walton  IM 

139  S Mam  St 
Danville  VA  24541 


MOORE.  MD.  Michael  Allan  N 

1040  Mam  Street 
P 0 Box  1360 
Danville.  VA  24543 

MORAN,  MD  Thos  James  PTH 

Memorial  Hosp 
Danville  VA  24541 

MUSGRAVE,  MD.  Robert  E ORS 

P 0 Box  2309 
Danville  VA  24541 

NEAL  JR  . MD.  John  J IM 

1045  Mam  St 
P 0 Box  3387 
Danville  VA  24543 

NEVIN.  MD.  James  Edmonson  GS 

990  Mam  St 
Danville  VA  24541 

0 NEILL.  MD.  Thomas  J PUD 

626  A North  Ridge  St 
Danville.  VA  24541 

OBERHEU.  MD,  Victor  DR 

125  Andover  Place 
Danville  VA  24541 

OGDEN,  MD.  William  S ORS 

936  Mam  Street 
Danville  VA  24541 

OVERCASH.  MD.  Kelly  Ennis  OTO 

171  South  Mam  St 
Danville  VA  24541 

OVERCASH.  MD.  Wm  E R 

126  Westmoreland  Ct 
Danville  VA  24541 

PEREZ,  MD.  Ruperto  E AN 

P 0 Box  3701 
Danville  VA  24541 

PINZON,  MD.  Guillermo  NM 

The  Memorial  Hospital 
Danville  VA  24541 

PRASAD,  MD.  Renuka  N P 

302  Laurel  Wood  Drive 
Danville.  VA  24541 

PRITCHETT.  MD.  Drake  GS 

134  Watson  St 
P 0 Box  1726 
Danville  VA  24543 

ROL.  MD  Cornelis  OTO 

990  Mam  St 
Danville  VA  24541 

SAGER.  MD.  Wm  Laird  PD 

990  Mam  St 
Danville  VA  24541 

SHIFLETT.  MD  Douglas  W GE 

10 1 Holbrook  Street 
Danville.  VA  24541 

SILVERMAN,  MD.  Herbert  R GS 

130  Gray  Street 
Danville  VA  24541 

SIMMONS.  MD.  Robt  Geo  OBG 

101  Holbrook  St 
Danville  VA  24541 

SOYANGCO,  MD.  Alfredo  Lopez  AN 

142  Major  Ct 
Danville  VA  24541 

SPAINHOUR  JR  . MD  Jack  Bryan  GE 
101  Holbrook 
Danville  VA  24541 

SPRINKLE.  MD.  James  Dean  GS 

171  S Mam  St 
Danville  VA  24541 

STARLING  JR  . MD  James  F NEP 

P 0 Box  1360 
Danville  VA  24543 

STEINHARDT.  MD  George  F U 

1040  Mam  Street 
PO  Box  1360 
Danville.  VA  24543 

STONEBURNER,  MD.  John  M GS 

171  S Mam  St 
Danville  VA  24541 

THOMPSON  JR  . MD  Girard  V GP 

Box  570 

Chatham  VA  24531 

THOMPSON.  MD.  Girard  Vaden  FP 

Box  570 

Chatham  VA  24531 

TSUI,  MD  Edward  S AN 

225  Annhurst  Dr 
Danville  VA  24541 

TURNER.  MD.  Frank  Graber  OBG 

1 15  South  Mam  St 
Dibrell  Hall 
Danville  VA  24541 

TURNER,  MD.  Jack  Cocke  PTH 

37 1 Mowbray  Arch 
Danville  VA  24541 

UPDIKE  JR  , MD.  Glenn  B OBG 

150  W Mam  St 
Danville  VA  24541 

WATSON.  MD.  Marion  Howell  OPH 

P 0 Box  328 
Danville  VA  24541 

WHITEHEAD.  MD.  Betty  G Willis  PD 

Box  947 

Chatham  VA  24531 

WHITEHURST.  MD,  Arthur  W U 

416  Maple  Lane 
Danville.  VA  24541 

WHITLEY  JR  , MD.  Thos  H IM 

1 15  South  Mam  St 
Danville  VA  24541 

WHITTEN  JR  . MD.  Chas  A NS 

108  Holbrook  St 
Danville  VA  24541 

WILLIAMS.  MD  Della  C N 

1 15  South  Mam  Street 
Danville.  VA  24541 


WILLIS  JR  , MD.  Hugh  H GP 

Chatham  VA  24531 

FAIRFAX 

AARONSON.  MD.  Chas  Martin  D 

8301  Arlington  Boulevard 
Fairfax  VA  22030 

ABBOT,  MD,  David  Munro  FP 

2936  Cham  Bridge  Road 
Oakton.  VA  22124 

AIN.  MD.  Brent  Roger  ORS 


360  Maple  Ave  W 
Vienna  VA  22180 
AKBAR,  MD,  Farooq 
20  South  King  Street 
Leesburg.  VA  22075 


ALBERT,  MD.  Dan  G OPH 

1515  Cham  Bridge  Rd 
Me  Lean  VA  22101 

ALBRIGO.  MD,  John  Louis  ORS 

2465  Army-Navy  Dr 
Arlington  VA  22206 

ALBUERNE  CONDE,  MD  H M GS 

8982  Fern  Park  Drive 
Burke  VA  22015 

ALLEN.  MD.  Robt  Monteith  R 

3300  Gallows  Rd 
Falls  Church  VA  22046 

ALTAMIRANO.  MD.  Rene  OPH 

410  Maple  Ave  W 
Vienna  VA  22180 

AMOS,  MD.  Wm  Cardwell  IM 

6828  Commerce  St 
Springfield  VA  22150 

ANDERSEN,  MD,  Fritz  Herman  IM 

6060  Arlington  Blvd 
Falls  Church  VA  22044 

ANDERSON,  MD.  James  Edward  OBG 

246  Maple  Avenue  East 
Vienna  VA  22180 

ANDERSON.  MD.  Richard  A GP 

6723  Whittier  Ave 
Suite  202 
Mclean,  VA  22101 

ANDREINI,  MD.  Paul  Henry  IM 

Mobil  Oil  Corp 
3225  Gallows  Road 
Fairfax.  VA  22037 

ANDRES,  MD,  Francis  Dimmick  P 

3710  Chanel  Rd 
Annandale  VA  22003 

ANGOSO.  MD.  Manuel  IM 

1 15  Park  Avenue 
Falls  Church,  VA  22046 

ANTOUN,  MD.  Adel  Louis  ORS 

1958  Opitz 

WoodbridgeVA  22191 

ARIAS  JR  . MD.  Porfirio  GP 

421  Maple  Ave 
Vienna  VA  22180 

ARMENGOL.  MD.  Eladio  E GP 

6319  Castle  Place 
Falls  Church  VA  22044 

ARMSTRONG,  MD.  Norman  Alva  OBG 

2761  Annandale  Road.  #2 
Falls  Church.  VA  22042 

ARNOLDSON  JR  , MD.  Jorge  PD 

8988  Fern  Park  Dr 
Burke  VA  22015 

ARONS.  MD.  Michael  J P 

1810  Michael  Faraday  Dr 
Reston,  VA  22090 

ASTRADA.  MD.  Carlos  Alfredo  CHP 

4522  Fidelity  Ct 
Annandale  VA  22003 

ATCHISON.  MD,  Jos  L IM 


6828  Commerce  St 
Springfield  VA  22150 

ATHARI,  MD  Freydoon 
11091  Mam  Street 
Fairfax.  VA  22030 

AUERBACH,  MD.  M Richard  PD 

Fairfax  Hospital 
3300  Gallows  Road 
Falls  Church,  VA  22046 

BAKER.  MD.  Stephen  R P 

10800  Georgetown  Pike 
Great  Falls.  VA  22066 

BALL,  MD,  Michael  Francis  END 

8320  Old  Court  House  Rd 
Vienna  VA  22180 

BALLON,  MD.  Lawrence  M P 

8123  Thoreau  Dr 
Bethesda  MD  20034 

BALSAMO,  MD.  Pat  A PD 

8988  Fern  Park  Dr 
Burke  VA  22015 

BALZARETT,  MD.  Jos  Raymond  CHP 

8206  Leesburg  Pk  #207 
Vienna  VA  22180 

BANZON  JR,  MD.  Amando  Deleon  FP 

1324  Timberly  Lane 
Mclean  VA  22102 

BARMAK.  MD.  Leonard  George  OPH 

8996  Burke  Lake  Rd  Ste  201 
Burke  VA  22015 

BARR,  MD.  Robert  W PD 

107  N Va  Avenue 
Falls  Church,  VA  22046 

BARRICK,  MD,  E Frederick  ORS 

1499  Chain  Bridge  Road 
Suite  100 

Me  Lean.  VA  22101 

BARSANTI.  MD.  Afdwin  H PD 

51 13  Philip  Rd 
Annandale  VA  22003 


BARSANTI,  MD.  Ronald  G PD 

8620  Redwood  Dr 
Vienna  VA  22180 

BARTH,  MD,  Robt  Lewis  AN 

1 120  Laurelwood  Dr 
McLean.  Va  22102 

BARTONE,  MD.  Mary  Williamson  FP 

8301  Arlington  Blvd 
Fairfax  VA  22030 

BASTANI  III,  MD.  Ali  HEM 

14904  Jeff  Davis  Hyw 
Woodbndge.  VA  22191 
BAYES.  MD.  Beverley  Joan  PD 

8309  Brewster  Dr 
Alexandria  VA  22308 


BAZACO.  MD.  George  Constantine  PUD 
2697  Mattox  Creek  Dr 
Oakton  VA  22124 


BEALL.  MD.  Michael  Edgar  U 

1327  Oberon  Way 
Mclean.  VA  22101 

BEAVER.  MD.  Harry  Carl  OBG 

6316  Castle  Place 
Falls  Church.  Va  22044 
BEKENSTEIN.  MD.  Wm  Leon  PD 

3545  Cham  Bridge  Rd 
Fairfax  VA  22030 

BELEVETZ.  MD  David  Roger  OPH 

6116  Rolling  Rd 
Springfield  VA  22152 

BELINSKY.  MD,  Sami  Michael  OBG 

9145  Bois  Ave 
Vienna  VA  22180 

BERGER.  MD.  Kenneth  W IM 

6305  Castle  Place 
Falls  Church  VA  22044 
BERGER,  MD.  Myron  Paul  U 

2946  Sleepy  Hollow  Rd-Ste  2B 
Falls  Church  VA  22044 
BERGMAN.  MD.  Kenneth  R A 

4304  Planters  Court 
Annandale.  VA  22003 
BERISH,  MD.  Robt  Frank  AN 

1800  Old  Meadow  Road 
Suite  909 

Me  Lean.  VA  22101 

BERKEY.  MD.  Barry  Robert  P 

Springfield  Prof  Park 
8328-C  Traford  Lane 
West  Springfield.  VA  22152 
BERLIN,  MD.  Richard  Marc  P 

200  Little  Falls  Street 
Suite  501 

Falls  Church.  VA  22046 
BERNHART.  MD,  Wesley  C GP 

7501  Little  River  Turnpike 
Annandale  VA  22003 

BETTINI,  MD.  Robt  John  OBG 

8987  Hersand  Dr 
Burke  Va  22015 

BINDER.  MD.  Richard  Allen  HEM 

8318  Arlington  Blvd 
Fairfax  VA  22030 

BLAKE  JR  . MD.  Wm  GP 

1712  Clubhouse  Rd 
Reston  VA  22070 

BLAKELY,  MD.  Lee  Add  D 

8702  Greeley  Ct 
Springfield  VA  22152 

BLITCH  JR  . MD.  James  Bedford  P 

12125  Stirrup  Rd 
Reston  VA  22091 

BLOCK.  MD.  David  A P 

2828  Northampton  St  Nw 
Washington  DC  20015 
BLOCK.  MD.  Leon  Irving  PS 

2946  Sleepy  Hollow  Rd 
Falls  Church  VA  22044 
BLOOM.  MD.  Marvm  Eugene  IM 

1 15  Park  Ave 
Falls  Church  VA  22046 
BLOOM,  MD.  Robert  L IM 

4805  N 25th  Street 
Arlington  VA  22207 

BOCKNEK.  MD.  M Mendel  OPH 

8301  Arlington  Blvd 
Fairfax  VA  22030 

BON  TEMPO.  MD.  Carl  Prescott  CD 

8316  Arl  Blvd  524  F 
Fairfax  VA  22030 

BORGES,  MD.  Albert  Facundo  US 

6305  Castle  Place 
Falls  Church  VA  22044 
BORTNICK,  MD,  Ronald  Jack  NS 

8301  Arlington  Blvd 
Fairfax  VA  22031 

BOSWELL.  MD.  J Thornton  P 

C/O  American  Med  Lab.  Inc. 

1 1091  Mam  Street 
Fairfax,  VA  22030 

BOWEN,  MD.  Patrick  J US 

313  Park  Avenue 
Falls  Church  VA  22046 
BOWLES  JR  , MD.  Richard  Boxley  FP 
P 0 Box  447 
Centreville.  VA  22020 
BOYER  MD  Paul  Henry  PD 

6828  Commerce  St 
Springfield  VA  22150 

BRAM.  MD,  Frederick  Martin  P 

10720  Mam  St 
Fairfax  VA  22030 

BRANDT.  MD,  Kurt  T.  GP 

3367  Flint  Hill  Place 
Woodbndge,  VA  22192 
BRANDT  MD.  V GYN 

2860  Hideaway  Road 
Fairfax.  VA  22031 


BRANTLEY  JR.  MD.  Julian 
200  Little  Falls  St 
Suite  501 

Falls  Church.  VA  22046 

P 

BRATENAHL.  MD.  Chas  Geo 
P 0 Box  188 
Fairfax  VA  22030 

PTH 

BRENNAN.  MD.  Gloria  G 
1 1208  Sorrel  Ridge  Lane 
Oakton  VA  22124 

PTH 

BRENNAN.  MD.  Robert  J 
6828  Commerce  Street 
Springfield.  VA  22150 

OBG 

BROTMAN,  MD.  Lawrence  Danl 
7000  Masters  Drive 
Potomac.  MD  20854 

DR 

BROWN,  MD,  Margaret  Ann 
9625  Prelude  Court 
Vienna  VA  22180 

PTH 

BROWNSTEIN.  MD.  Willis  Edwin 
8206  Leesburg  Pike 
Vienna  VA  22180 

D 

BRUCKNER.  MD.  Nancy  V 
2004  Swans  Neck  Way 
Reston,  VA  22091 

D 

BRUNO,  MD.  Peter  D 
1499  Cham  Bridge  Road 
Mclean,  VA  22101 

ORS 

BRUTHER  MD.  Lawrence  James 
1 1424  Vale  Spring  Dr 
Oakton  VA  22124 

GP 

BUNCE.  MD.  John  D 
4202  Gallows  Rd 
Annandale  VA  22003 

PD 

BURKA,  MD.  Paul  Stephen 
7700  Leesburg  Pike 
Falls  Church  VA  22043 

OBG 

BURTON,  MD,  Gary  Wayne 
800  Third  Street 
Herndon  VA  22070 

FP 

BURWELL,  MD,  James  Abraham 
6545  Oakwood  Dr 
Falls  Church  VA  22041 

R 

BYER  MD.  Barry 
450  W Broad  St  Ste  215 
Falls  Church  VA  22046 

FP 

BYRNE,  MD.  Wm  Draper 
6316  Castle  PI  #2 
Falls  Church  VA  22044 

TS 

CABRERA.  MD.  Ruben  D 
10720  Main  St 
Fairfax  VA  22030 

ORS 

CACHAY  PITA,  MD.  Antonio  Jose 
Annandale  Drs  Bldg  Ste  304 
Annandale  VA  22003 

OTO 

CAMPBELL,  MD,  Peter  Lawrence 
8304  Wickham  Road 
Springfield.  VA  22152 

P 

CAMPDEN-MAIN.  MD  Brian  C 
3545  Cham  Bridge  Rd  Ste  4-A 
Fairfax  VA  22030 

OS 

CANADAS,  MD.  Antonio  L 
61 1 S.  Carlin  Spring  Road 
Arlington.  VA  22204 

GS 

CAREY.  MD.  Edward  Danl 
3624  Lido  Place 
Fairfax  VA  22030 

GP 

CARLSON.  MD.  David  Roland 
8316  Arlington  Blvd 
Fairfax.  VA  22031 

OBG 

CARROLL,  MD.  Patrick  Anthony 
Seven  Corners  Med  Arts  Bldg 
Falls  Church  VA  22044 

U 

CARTER  JR.  MD,  William  Herman 
Fairfax  Family  Pract  Ctr 
380  Maple  Avenue.  West 
Vienna.  VA  22180 

FP 

CARTER,  MD,  Robert  Lee 
Mclean  Medical  Bldg 
1515  Chain  Bridge  Road 
Me  Lean  VA  22101 

D 

CARUSO.  MD.  Peter  Virgmius 
333  N Washington  St 
Falls  Church  VA  22046 

IM 

CASABONA,  MD.  Albert  C 
10720  Mam  St 
Fairfax  VA  22030 

ORS 

CASEY.  MD.  Wm  C 
7501  Little  River  Tpke 
Annandale  VA  22003 

IM 

CASOLARO,  MD.  Jos  Danl 
Second  Street 
Waterford  VA  22190 

OBG 

CASSIDY,  MD.  William  Michael 
410  Maple  Avenue.  West 
Vienna.  VA  22180 

PD 

CASSIDY,  MD.  Wm  J 
1712  Club  House  Rd 
Reston  VA  22070 

GER 

CASTLE.  MD,  Robert  Lewis 
8990  Fern  Park  Drive 
Burke.  VA  22015 

OBG 

CASTRO,  MD.  Ernesto  V 
8301  Arlington  Blvd 
Fairfax  VA  22031 

NS 

CATES,  MD.  Robert  Judson 
Emergency  Department 
3300  Gallows  Rd 
Falls  Church  VA  22046 

IM 

CAY,  MD,  Mehmet  Nun 
8301  Arl  Blvd  3-2 
Fairfax  VA  22031 

IM 

CENTENERA.  MD.  Judy  S 
4063  Ridgeview  Circle 
Arlington  VA  22207 

AN 

CHANGIZI.  MD.  Mohammad  Hosem 
4200  Martin  Avenue 
Annandale  VA  22003 

IM 
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CHAPMAN,  MD.  James  E IM 

3023  Castle  Rd 
Falls  Church  VA  22044 

CHASE,  MD,  Sandra  Mae  FP 

3541  Cham  Bridge  Rd  Ste  5A 
Fairfax  VA  22030 

CHMIEL,  MD,  Andrew  Jos  P 

2807  Albany  Ct 
Fairfax  VA  22030 

CHOI,  MD.  Chung  Shin  OPH 


8318  Arlington  Blvd 
Suite  304 

Fairfax,  VA  22030 
CHUNG,  MD,  Doo  Hyoun 
307  Maple  Ave  West 
Suite  G 

Vienna  VA  22180 


CHUSUEI,  MD,  Richard  Vichit  PD 

8516  Leesburg  Pk 
Vienna  VA  22180 

CLEARY,  MD.  John  Brian  IM 

37  13  Millbank  Court 
Fairfax,  VA  22031 

CLIMO,  MD,  Merrill  Salem  PS 

Suite  501 

61 1 S Carlin  Springs  Road 
Arlington.  VA  22204 

CLOSE,  MD,  James  Me  Clay  OBG 

8316  Arlington  Blvd  Ste  532 
Fairfax  VA  22030 

COCKERHAM,  MD,  Elaine  L PD 

Springfield  Prof  Park 
8316  Traford  Lane 
Springfield.  VA  22152 

COMUNALE.  MD,  R A FP 

1608  Cham  Bridge  Rd 
Me  Lean  VA  22101 

COOGAN,  MD,  E A GP 

7501  Little  River  Tpke 
Suite  103 

Annandale  VA  22003 

COOK,  MD,  Chas  Barrie  NM 

Fairfax  Hospital 
Dept  Of  Pathology 
Fairfax  VA  22046 

COOLEY,  MD,  S Dallas  OBG 

8316  Arlington  Blvd 
Suite  506 
Fairfax  VA  22031 

COOPER,  MD.  Claude  E GP 

7501  Little  River  Tpk 
Annandale  VA  22003 

COOPER,  MD.  James  Nelson  GE 

3300  Gallows  Road 
Dept  Of  Medicine 
Fairfax  VA  22046 

COOPER,  MD,  John  AD  US 

1 Dupont  Circle 
Washington  DC  20036 

COPLEY,  MD,  Genrose  Desimone  PH 

1449  Colleen  Lane 
Me  Lean  VA  22101 

CORRADO,  MD.  Michael  A IM 

Rt  1 Box  197 
Sterling  VA  22170 

COSENTINO,  MD.  Raymond  F GE 

5249  Duke  St  Suite  401 
Alexandria  VA  22304 

COSTA,  MD.  Jack  M D 

Fairfax  Square  Prof  Center 
9926  Main  St 
Fairfax  VA  22031 

COVER,  MD,  Jesse  R FP 

10090  Mam  St 
Fairfax  VA  22031 

CRIMM,  MD,  Carl  Eugene  FP 

Annandale  Doctors 
Annandale  VA  22003 

CROCK,  MD,  Thomas  Rankin  PD 

2946  Sleepy  Hollow  Road 
Falls  Church.  VA  22044 

CROWE,  MD,  Walter  Geo  OBG 

61 16  Rolling  Rd 
Springfield  VA  22152 

CURCIO,  MD,  Edward  P D 

2251  Pimmit  Drive 
Suite  129 

Falls  Church  VA  22043 

CUTLER.  MD,  Neal  R P 

2960  Sleepy  Hollow  Rd 
Falls  Church,  VA  22044 

DAUBER,  MD,  Henry  PTH 

11091  Mam  Street 
Fairfax,  VA  22030 

DAVIDOV,  MD,  Michael  E CD 

200  Little  Falls  St 
Suite  403 

Falls  Church  VA  22046 

DAVIS,  MD,  Mark  Philip  EM 

2740  Valestia  Circle 
Oakton,  VA  22124 

DAVOLI,  MD.  Enrico  PD 

6801  Whittier  Avenue 
Me  Lean  VA  22101 

DE  ANGELIS.  MD.  Robt  Neal  D 

8346  Traford  Lane 
Springfield  V A 22152 

DE  PAOLA,  MD.  Francesco  PD 

8212  Old  Courthouse  Road 
Vienna.  VA  22180 

DEBS,  MD,  Antoine  M ORS 

9625  Surveyor  Court 
Manassas,  VA  22110 

DEL  VECCHIO.  MD.  Michael  A CHP 

Centennial  Plaza  One 
8296  Old  Courthouse  Road 
Vienna.  VA  22180 


DEMPSEY,  MD.  William  Charles  PS 

9940  Mam  Street 
Fairfax,  VA  22031 

Dl  SANDRO  JR  , MD,  Giovanni  U 

8301  Arlington  Blvd 
Fairfax  VA  22030 

DICKENS,  MD.  Nandini  CHP 

3506  Kings  Cross  Road 
Alexandria,  VA  22303 
DICKLER.  MD,  Howard  Byron  IM 

7 104  Saunders  Court 
Bethesda,  MD  20817 

DICKSON,  MD,  William  Henry  CRS 

1485  Cham  Bridge  Road 
Suite  203 

Me  Lean.  VA  22101 

DIETZE,  MD,  Claus  Jochen  CHP 

6201  Leesburg  Pike 
Falls  Church  VA  22044 
DIM.  MD,  Bomen  Hifzi  P 

107  N Virginia  Ave 
Falls  Church  VA  22046 
DINA.  MD.  Thos  Stewart  DR 

1952  Limbtree  Lane 
Vienna  VA  22180 

DIPAOLA,  MD,  Anthony  PD 

1760  Reston  Ave 
Suite  206 
Reston  VA  22090 

DIXON,  MD.  Ernest  Malcolm  PM 

6305  Evermay  Drive 
Me  Lean,  VA  22101 

DOBRANSKI,  MD,  Andrew  I ORS 

8324  Prof  Hill  Drive 
Fairfax,  VA  22031 

DOERMAN.  MD.  Randall  L IM 

2915  Hunter  Mill  Rd 
Suite  #8 

Oakton,  VA  22124 

DOGAN,  MD.  M Ezel  NS 

10721  Mam  St 
Fairfax  VA  22030 

DOMANN.  MD,  John  Thos  AN 

800  25th  St  Nw  506 
Washington  DC  20037 
DONLAN,  MD.  Charlotte  P TR 

1001 -A  N Daniel  St 
Arlington,  VA  22201 

DREW,  MD,  J Edwin  U 

6251  Old  Dominion  Drive 
Mclean,  VA  22101 

DUCCI,  MD.  Hector  H IM 

313  Park  Avenue 
Falls  Church  VA  22046 
DUFFY,  MD,  Adrian  Dominick  P 

P 0 Box  96 
Dunn  Loring  VA  22027 
DUFFY,  MD,  Eileen  Josephine  P 

P 0 Box  96 
Dunn  Loring  VA  22027 
DUGGAN,  MD,  Paul  M OPH 

8206  Leesburg  Pike 
Vienna  VA  22180 

DUGGINS,  MD.  Virginia  A N 

3720  No  27th  St 
Arlington  VA  22207 

DURR  JR  . MD,  Michael  Jos  P 

7659  Leesburg  Pike 
Falls  Church.  VA  22043 
DVORAK,  MD.  Josef  C END 

4625  Old  Dominion  Dr 
Arlington,  VA  22207 

DVORAK.  MD,  Vera  Cermin  US 

7307  Yates  Court 
Me  Lean  VA  22101 

ECONOMON,  MD,  Straty  Harry  P 

Box  4061 

Seven  Corners  VA  22044 
EINSTEIN,  MD.  Norman  Z IM 

3628  Jenifer  St,  N W 
Washington,  D C 20015 
ELAHI-BASHIR,  MD.  Abbas  GE 

9025  Weatherwood  Court 
Vienna  VA  22180 

ELKINS,  MD,  Robert  Nathan  P 

1 1085  Swansfield  Road 
Columbia,  MD  21044 

ENOS  JR  , MD.  Wm  Francis  PTH 

3902  Prosperity  Ave 
Fairfax  VA  22031 

EPPARD,  MD,  Leonard  Calvert  OBG 

7501  Little  River  Tpke 
Annandale  VA  22003 

ERON,  MD,  Lawrence  J PD 

8318  Arlington  Blvd  , #303 
Fairfax.  VA  22031 

ESLAMI,  MD.  Frank  F PD 

5218  Rolling  Road 
Burke,  VA  22015 

ESPINOLA,  MD,  Mario  Emilio  OBG 

Fairfax  Med  Center 
Fairfax  VA  22030 

EVANS  III,  MD.  Richard  A 

Opm-Sang-Med 
Apo  New  YorK  09038 
EVERS,  MD.  Jos  Chas  PD 

6801  Whittier  Avenue 
Me  Lean  VA  22101 

FALLS,  MD,  Richard  Alfred  OPH 

8150  Leesburg  Pike  Ste  909 
Vienna  VA  22180 

FALO,  MD.  Pablo  Antonio  OBG 

3801  N Fairfax  Drive 
Suite  302 

Arlington  VA  22203 

FARIS,  MD,  Marion  Dees  Miller  DR 

6312  Golf  Course  Square 
Alexandria  VA  22307 


FARRELL  JR  . MD.  Walter  John  PD 

7713  Bridle  Path  Lane 
Me  Lean  VA  22101 

FARRELL,  MD.  John  David  PD 

2327  Hunters  Woods  Plaza 
Reston  VA  22091 

FECANIN,  MD.  Peter  Jay  IM 

5925  Inmsvale  Drive 
Fairfax  Station,  VA  22039 
FERRIS,  MD,  Robt  Allen  R 

301  Maple  Ave  W Ste  4C-D 
Vienna  VA  22180 

FIELDS,  MD,  Richard  Lee  OTO 

8316  Arlington  Blvd 
Fairfax  VA  22031 

FILIPESCU,  MD,  Nicolae  OBG 

5020  Little  Falls  Road 
Arlington.  VA  22207 

FINK,  MD,  Ludwig  P 

9113  Suede  Court 
Fairfax  VA  22031 

FLEURY  JR  , MD.  Geo  J GS 

1515  Cham  Bridge  Road 
Suite  301 

Me  Lean  VA  22101 

FOWLER,  MD,  Donald  Richard  GS 

Staunton  Medical  Center 
Staunton  VA  24401 

FOX,  MD,  Kenneth  Richard  OPH 

2716  Upshur  Street 
Arlington,  VA  22207 

FRAMM,  MD.  Danl  Herschel  OPH 

302  Maple  Avenue  West 
Vienna  VA  22180 

FRANCO,  MD,  Paulo  E GS 

8318  Arlington  Blvd 
Fairfax  VA  22031 

FRASER  JR  , MD,  Douglas  J OPH 

5417-E  Backlick  Road 
Springfield  VA  22151 

FREEDMAN.  MD,  Irwin  Stanley  GP 

5597  Seminary  Road  Ste  1 
Baileys  Crossroads  VA  22041 
FREIER,  MD,  Andrew  Ammud  OBG 

8316  Arlington  Blvd 
Suite  506 
Fairfax,  VA  22031 

FREY,  MD.  Thomas  OPH 

6231  Leesburg  Pike 
Falls  Church  VA  22044 
FRUITERMAN,  MD,  Jan  Paul  OBG 

8996  Burke  Lake  Road 
Suite  204 
Burke  VA  22015 

FULCHER,  MD,  Thos  Montague  CDS 

8301  Arlington  Blvd 
Fairfax  VA  22030 

FUSCO,  MD,  Frank  Danl  PUD 

8320  Old  Courthouse  Rd  Ste  501 
Vienna  VA  22180 

GAERTNER  JR  , MD,  Richard  L ORS 

307  Maple  Ave  W 
Vienna  VA  22180 

GALKIN,  MD,  Lloyd  GP 

2830  Flagmaker  Drive 
Falls  Church,  VA  22042 
GALLAGHER,  MD,  Edward  James  IM 

10090  Mam  St 
Fairfax  VA  22030 

GARCIA,  MD,  Alberto  J OBG 

8516  Leesburg  Pk  #3 
Vienna  VA  22180 

GARCIA,  MD,  Ramon  AN 

3156  Holmes  Run  Rd 
Falls  Church  VA  22042 
GARCIA,  MD,  Raul  R FP 

153  Glyndon  St  S E 
Vienna  VA  22180 

GARCIA,  MD,  Robt  Courtney  R 

12700  Watertown  Court 
Potomac.  MD  20854 

GARDNER,  MD,  Allen  Stiles  IM 

6807  Springfield  Plaza 
Springfield  VA  22150 

GASHI,  MD,  Faton  PM 

3300  Gallows  Rd 
Falls  Church  VA  22046 
GAVRILOVICH.  MD.  Lillian  IM 

200  Little  Falls  St 
Falls  Church  VA  22046 
GAZALE.  MD,  Wm  J ORS 

10720  Mam  St 
Fairfax  VA  22030 

GEBARA,  MD,  David  Jos  P 

6338  Villa  Lane 
Falls  Church  VA  22044 
GELMAN,  MD,  Howard  K OTO 

8316  Arlington  Blvd 

Fairfax  VA  22031 

GEOLY,  MD,  Kenneth  Lucian  NEP 

8316  Arlington  Blvd 
Fairfax.  VA  22031 

GHAEMI  III,  MD,  Kamal  N 

Box  427 

Me  Lean  VA  22101 

GILLANDERS,  MD,  Robt  James  OBG 

360  Maple  Avenue  West 
Vienna  VA  22180 

GISOLFI,  MD,  Roger  Vincent  PM 

5001  Lone  Oak  Place 
Fairfax.  VA  22032 

GLOVER  JR  , MD,  Wm  Lloyd  U 

10721  Mam  St 
Fairfax  VA  22030 

GODWIN,  MD,  Ira  David  PTH 

P 0 Box  188 
Fairfax  VA  22030 


GOLDBERG,  MD  Michael  Harvey  OPH 

8136  Old  Keene  Mill  Road 
Suite  109-A 
Springfield,  VA  22152 
GOLDENBERG,  MD  Robin  Ira  PD 

8318  Arlington  Blvd 
Fairfax  VA  22031 

GOLDSTEIN,  MD,  Leonard  Steven  P 

3018  Williams  Drive 
Fairfax  VA  22031 

GONZALES,  MD,  Federico  Carlos  IM 

10525  West  Drive 
Fairfax,  VA  22030 

GOODMAN,  MD,  Stephen  Joel  R 

3818  Woodbine  Street 
Chevy  Chase  MD  20015 
GORMAN,  MD,  Barry  Chas  P 

1307  Vincent  Place 
Me  Lean  VA  22101 

GORMLEY.  MD,  David  Paul  CHP 

7659  Leesburg  Pike 
Falls  Church  VA  22043 
GOTTLIEB.  MD,  Jerome  I P 

3018  Williams  Drive 
Fairfax  VA  22031 

GRANGER.  MD  Stephen  I P 

3562  Macomb  Street 
Washington,  DC  20016 
GREEN.  MD,  Elame  R P 

6339  Hillary  Court 
Alexandria  VA  22310 

GREER,  MD,  Douglas  Fielder  OPH 

6628  Kerns  Road 
Falls  Church,  VA  22043 
GRESINGER,  MD,  Thomas  Hamlin  OBG 

8301  Arlington  Blvd  3-5 
Fairfax,  VA  22031 

GRIM,  MD,  James  Franklin  N 

7905  Vale  St 
Chevy  Chase  MD  20015 
GROSS  JR  , MD,  Frederick  M IM 

1515  Chain  Bridge  Rd 
Me  Learl  VA  22101 

GRUNDLEHNER.  MD.  Marietta  NEP 

4401  Wakefield  Drive 
Annandale.  VA  22003 
GUDNASON.  MD,  Halldor  Viktor  AN 

5601  Seminary  Road 
Falls  Church  VA  22041 
GUILLAUDEU,  MD,  Robt  L IM 

313  Park  Ave 
Falls  Church  VA  22046 
GURNEY,  MD,  Robert  Waring  D 

1 1315  Sunset  Hills  Road 
Reston.  VA  22090 

GUTIERREZ.  MD,  Fe  M PD 

5901  Upton  Street 
Me  Lean,  VA  22101 

GUTIERREZ,  MD,  Jose  Antonio  GE 

1515  Cham  Bridge  Rd 
Me  Lean  VA  22101 

GUYNN,  MD,  Cyrus  Harding  IM 

8344  Traford  Lane 
Springfield  VA  22152 

HAIR,  MD,  Joyce  P OBG 

4616  Briar  Patch  Court 
Fairfax  VA  22030 

HALL.  MD.  Allan  GS 

6505  Dearborn  Drive 
Falls  Church  VA  22044 
HALLAL.  MD.  Fadell  Jos  IM 

8316  Arlington  Blvd  #524 
Fairfax  VA  22030 

HALTERMAN,  MD,  Roger  H ND 

9201  Marseille  Dr 
Potomac  MD  20854 

HAM  JR  , MD.  Tibor  John  IM 

135  Center  Street,  South 
Vienna,  VA  22180 

HAM.  MD,  T GP 

135  Center  St  South 

Vienna  VA  22180 

HAN,  MD,  Soo  Woong  CHP 

8006  Garlot  Drive 

Annandale  VA  22003 

HANFLING  JR  , MD,  Carl  FP 

7501  Little  River  Turnpike 
Annandale  VA  22003 

HANNON,  MD.  John  F OPH 

7 Corners  Med  Arts  Bldg 
2946  Sleepy  Hollow  Rd 
Falls  Church  VA  22044 
HARRER.  MD.  David  S CLP 

6809  Glencove  Dr 
Clifton  VA  22024 

HARRISON,  MD,  Stephen  G PD 

1760  Reston  Ave,  #206 
Reston.  VA  22090 

HARSANYI,  MD,  Paul  Gabor  R 

307  Maple  Ave  West 
Suite  G 

Vienna  VA  22180 

HARSHAW  JR  , MD,  William  Geo  R 

3300  Gallows  Rd 
Falls  Church  VA  22046 
HART  JR.  MD,  Richard  Jos  IM 

6400  Arlington  Blvd 
Falls  Church  VA  22042 
HARVAN,  MD,  David  OPH 

9625  Surveyor  Court 
Suite  300 

Manassas.  VA  22110 

HASKO,  MD,  Barbara  Ann  IM 

9604  Lindenbrook  St 
Fairfax.  VA  22031 

HATTWICK.  MD,  Michael  A GPM 

6436  West  Langley  Lane 
Me  Lean  VA  22101 


HAWKEN,  MD,  Samuel  M ORS 

2946  Sleepy  Hollow  Road 
Falls  Church.  VA  22044 
HEAD  MD.  Gordon  Lawrence  DR 

1 1302  Lapham  Drive 
Oakton,  VA  22124 

HEATH.  MD  John  Francis  P 

313  Park  Ave 
Falls  Church  VA  22046 
HEFTER,  MD.  Lawrence  G PTH 

3300  Gallows  Rd 
Fairfax  Hospital 
Falls  Church  VA  22046 
HEILEN.  MD  Robert  J ORS 

200  Little  Falls  St 
Falls  Church  VA  22046 
HEIT,  MD,  Howard  A IM 

8316  Arlington  Blvd 
Fairfax  VA  22031 

HELBING,  MD,  Claus  Karl  L A 

4534A  John  Marr  Drive 
Annandale  VA  22003 

HELU  III,  MD.  Nicholas  US 

138  Church  St 
Vienna  VA  22180 

HMD,  ERBERTS  Golomb  D 

1910  Woodgate  Lane 
Me  Lean  VA  22101 

HERMAN.  MD.  Gabriel  Bryan  GE 

8301  Arlington  Blvd 
Suite  #4-5 
Fairfax,  VA  22031 

HERMANSEN,  MD.  Karen  L.  OTO 

Otolaryngology  Assoc 
8316  Arlington  Blvd 
Fairfax.  VA  22031 

HERNANDEZ.  MD  Manuel  0 P 

7828  Langley  Ridge  Rd 
Me  Lean  VA  22102 

HERRON.  DO,  Robert  Thomas  OST 

305  Maple  Ave,  W 
Suite  C 

Vienna.  VA  22180 

HERSHBERG.  MD.  Sandra  Gail  CHP 

1500  N Beauregard  St 
Suite  200 

Alexandria,  VA  22311 
HILL.  MD,  Elizabeth  Harman  IM 

10721  Mam  St 
Fairfax  VA  22030 

HILLIARD.  MD.  Janet  Karen  PD 

The  Fairfax  Hospital 
3300  Gallows  Road 
Falls  Church.  VA  22046 
HIRSCHMAN.  MD.  Bernardo  P 

8303  Arlington  Blvd 
Suite  205 
Fairfax  VA  22031 

HODIN,  MD,  Earl  PDS 

305  Maple  Ave  W 
Vienna  VA  22180 

HOGAN,  MD,  Martha  L Wyrick  PD 

8316  Traford  Lane 
Springfield,  VA  22152 
HOLT.  MD.  Ronald  R AN 

Fairfax  Hosp.  Dept  Anes 
3300  Gallows  Road 
Falls  Church,  VA  22046 
HORAN,  MD,  Michael  Thomas  P 

6120  Brandon  Avenue 
Suite  305 

Springfield,  VA  22150 
HORN,  MD,  Henry  J FP 

4540-A  John  Marr  Drive 
Annandale  VA  22003 

HORNE,  MD,  Allen  Bernard  FP 

Old  Dommon  Med  Ctr 
6871  Elm  St 
Me  Lean  VA  22101 

HORTON,  MD,  Jack  Donald  CDS 

8316  Arlington  Blvd 
Fairfax.  VA  22031 

HOWE  JR.,  MD,  Allen  K FP 

2579  John  Milton  Drive 
Suite  200 

Herndon,  VA  22071 

HUANG.  MD,  Amy  Hwei-Mei  PTH 

1445  Laurel  Hill  Rd 
Vienna  VA  22180 

HUBACH,  MD,  Frederick  Willis  FP 

6871  Elm  St 
Me  Lean  VA  22101 

HUNT,  MD.  Robt  Clarence  PD 

313  Park  Ave 
Falls  Church  VA  22046 
HUNTINGTON.  MD,  Damele  F PD 

The  Fairfax  Hospital 
3300  Gallows  Rd 
Falls  Church  VA  22046 
HURWITZ,  MD,  Byron  Stuart  OPH 

7314  Burdette  Ct 
Bethesda  MD  20034 

INGLEFIELD,  MD,  Jos  Thacher  PDA 

6329  Lmway  Terrace 
Mclean,  VA  22101 

ISAAC,  MD,  Bernard  Anthony  OTO 

135  Leesburg  Pike 
Suite  14 

Sterling,  VA  22170 

IVY,  MD,  Michael  Warren  A OBG 

2761  Annandale  Road,  #2 
Falls  Church.  VA  22042 
JACKLIN,  MD,  Lawrence  A US 

511  W Broad  St 
Falls  Church  VA  22046 
JACOBSON,  MD,  Cecil  Bryant  OS 

8320  Old  Court  House  Road 
Vienna  VA  22180 
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Norfolk  Psychiatric  Center 
Portsmouth  Psychiatric  Center 

Private  Psychiatric  Services  for  Adults , 

Young  Adults,  Adolescents  and  Children. 

■ Norfolk  Hospital:  75  beds  for  the  treatment  of  adults  and 
adolescents. 

■ Portsmouth  Hospital:  186  beds  for  the  treatment  of  adults, 
young  adults,  adolescents  and  children.  Alcoholism  Recovery 
Center  of  PPC  provides  inpatient  treatment  for  alcoholism 
and  other  chemical  dependencies. 

■ Blue  Cross,  Champus  and  other  insurance  accepted. 

■ 24-hr.  Admissions  and  Emergency  Crisis  Services. 

Norfolk  Psychiatric  Center 

Adjacent  to  DePaul  Medical  Building 
Granby  Street  and  Kingsley  Lane 
Norfolk,  Virginia  23505 
489-1072 

Portsmouth  Psychiatric  Center 

Across  from  Portsmouth  Naval  Hosp. 

Fort  Lane  and  Crawford  Parkway 
Portsmouth,  Virginia  23704 
393-0061 

Responding  to  human  needs. 

24  hours  a day,  7 days  a week. 

Call  (804)  489-1072  or  (804)  393-0061. 


Ronald  I.  Dozoretz,  M.D.,  Medical  Director. 


We  Practice  Quality  Care 
Close  to  Home. 


Chesapeake  General  Hospital  is  a 210 
bed  acute  care  facility  located  in  South- 
eastern Virginia  - the  fastest  growing  area 
of  the  state.  Since  the  hospital  opened  in 
1976,  the  Medical  Staff  has  grown  to  in- 
clude over  220  dedicated  professionals  in  29 
medical  specialties.  Hospital  based 
specialties  include  cardiology,  pulmonary 
medicine,  radiology,  emergency  medicine, 
and  pathology. 

The  two  medical  office  buildings  located 
next  to  the  hospital  provide  easy  access  to 
patients  and  the  hospital  services.  A nurs- 
ing home  and  apartments  for  the  elderly 
and  handicapped  are  adjacent  to  the 
hospital. 

Innovative  programs  make  it  possible  to 
offer  you  and  your  patients  the  latest  in 
medical  technology  along  with  the  high 


level  of  professionalism  fostered  by 
primary  nursing.  We  offer  all  single  patient 
rooms  (at  semi-private  rates)  as  well  as  a 
full  range  of  outpatient  services  including 
the  new  Outpatient  Surgery  Unit. 

The  expanded  Emergency  Department, 
which  treated  24,000  patients  in  1981,  is 
capable  of  handling  trauma  cases.  The  new 
14  bed  ICU/CCU  is  equipped  with  a com- 
puterized monitoring  system.  Current  con- 
struction will  put  our  CT  Scanner  in  opera- 
tion in  the  winter  of  1983. 

As  a young,  growing  hospital  we  are 
proud  of  our  Medical  Staff  and  the  role 
each  member  has  played  in  meeting  our 
committment  to  providing  quality,  per- 
sonalized patient  care.  Your  inquiry 
concerning  practice  opportunities  and 
hospital  services  is  invited. 


Chesapeake  General  Hospital 

736  Battlefield  Blvd.,  N. 
Chesapeake,  Virginia  23320 
(804)  547-8121 


Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals. 


JOHNSON  JR  , MD  Lester  Dean 
8301  Arlington  Blvd  Ste  3-5 
Fairfax  VA  22030 
JOHNSON,  MD,  Burton  Allan 
17600  Meeting  House  Rd 
Sandy  Spring  MD  20860 
JOHNSON,  MD,  Walter  C 
8528  Etta  Drive 
Springfield,  VA  22152 
JOHNSTON,  MD,  Elizabeth  W 
1010  Spencer  Rd 
Me  Lean  VA  22102 
JONES,  MD,  Edward  A 
5707  Seminary  Road 
Baileys  Crossroads  VA  22046 
JOSHUA  JR  . MD,  Alan 
1712  Clubhouse  Rd 
Reston  VA  22090 
KABIR,  MD,  David  llchi 
6000  Stevenson  Ave 
Suite  204 

Alexandria,  VA  22304 
KALES,  MD.  Arthur  Norman 
8318  Arlington  Blvd 
Fairfax.  VA  22031 
KAPLAN,  MD,  Kenneth  Lawrence 
1210  Corbin  Court 
Me  Lean.  VA  22101 
KARROUM,  MD,  John  E 
3300  Gallows  Road 
Dept  Of  Pathology 
Falls  Church,  VA  22046 
KAUFFMAN,  MD,  Stephen  Chas 
5597  Seminary  Rd  Ste  1 
Baileys  Crossroads  VA  22041 
KAUFMANN,  MD,  Reto  Werner 
1712  Club  House  Rd 
Reston  VA  22090 
KAY,  MD,  Geo  Gordon  Melville 
10721  Mam  Street 
Fairfax  VA  22030 
KEIM.  MD.  Daniel  E 
8318  Arlington  Blvd 
Fairfax.  VA  22031 
KELLY,  MD,  John  Francis 
5262  Dawes  Ave 
Alexandria  VA  22311 
KENDERS,  MD,  Kathryn  L 
5803  Manchester  PI  Nw 
Washington  DC  20001 
KENNEDY,  MD,  Carol  Elizabeth 
8316  Arlington  Blvd 
Fairfax,  VA  22031 
KENNEDY,  MD,  Stephen  F 
1429  Highwood  Drive 
Mclean,  VA  22101 
KERMAN,  MD,  Shelly  Lynn 
American  Med  Labs 
1 1091  Mam  Street 
Fairfax,  VA  22030 
KESSLER,  MD,  Carl  Paul 
3545  Cham  Bridge  Road 
Fairfax  VA  22030 
KESSLER,  MD,  Chester  Wm 
4231  Markham  St 
Suite  222 
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OBG  KORNHAUSER,  MD,  M.chael  James 
5597  Seminary  Rd 
Apt  1706  South 
R Falls  Church  VA  22041 
KOULIZAKIS,  MD.  E N 
8301  Arlington  Blvd 
Fairfax  VA  22030 
KOUTROUVELIS,  MD,  Panagiotis 
6305  Castle  Place 
Falls  Church  VA  22044 
KRAMER,  MD,  Lloyd  Irvin 
The  Fairfax  Hospital 
3300  Gallows  Rd 
Falls  Church.  VA  22046 
KREBSER  JR  , MD,  Werner 
Huntly  VA  22640 
KRESS  JR  , MD,  Scheldon 
6807  Springfield  Plaza  Ste  201 
Springfield  VA  22150 
KUKICH,  MD,  Stanka 
200  Little  Falls  St 
Falls  Church,  VA  22046 
KURTZKE,  MD,  John  Francis 
7509  Salem  Rd 
Falls  Church  VA  22 043 
KURZ,  MD,  Otto  A 
313  Park  Ave 
Falls  Church  VA  22046 
LA  ROW,  MD,  Leo  Edward 
10721  W Mam  St 
Fairfax  VA  22030 
LANE  JR  , MD,  Herbert  E 
313  Park  Ave 
Falls  Church  VA  22046 
LANTER,  MD,  David  Lloyd 
1515  Cham  Bridge  Rd 
Me  Lean  VA  22101 
LASTER,  MD,  James 
6060  Arlington  Blvd 
Falls  Church  VA  22044 
LATKIN.  MD,  Peter  Chas 
6201  Leesburg  Pike 
Suite  300 

Falls  Church  VA  22044 
LAUTIER,  MD,  Yves  Laurent 
1300  Vincent  Place 
Me  Lean  VA  221 01 
LAWRENCE,  MD.  Mark  Allen 
8612  Tebbs  Lane 
Mclean,  VA  22102 
LAWTON,  MD,  George  Marion 
Jrb  Associates  Inc 
8400  Westpark  Drive 
Mclean,  VA  22102 
LE  NARD,  MD,  Peter  Dennis 
1485  Cham  Bridge  Road 
Suite  202 

Me  Lean,  VA  22101 
LEARY,  MD,  Patrick  J 
410  Maple  Ave  West  Ste  4 
Vienna  VA  22180 
LEBUFFE,  MD,  Francis  P 
404  E Broad  St 
Falls  Church  VA  22046 


IM 


KIM,  MD,  Mi  Yong 
3512  Barkley  Drive 
Fairfax  VA  22031 
KIMBROUGH,  MD,  Raymond  D 
7005  Fernwood  St  #423 
Richmond  VA  23228 
KIRSCHNER,  MD,  Louis  Paul 
307  Maple  Ave  West 
Suite  G 

Vienna,  VA  22180 
KLAM,  MD,  Warren  Peter 
P 0 Box  7201 
Arlington,  VA  22207 
KLAPPROTH,  MD,  Hans  Joachim 
7501  Little  River 
Annandale  VA  22003 
KNERR,  MD,  Robt  James 
410  Maple  W 
Vienna  VA  22180 
KNOX,  MD,  Henry  Donald 
Springfield  Prof  Park 
8316  Traford  Lane 
Springfield  VA  22152 
KNUDSON,  MD,  Homer  Ellsworth 
8320  Old  Courthouse  Rd 
Vienna  VA  22180 
KOEHLER,  MD.  Rolf  Alfred 
10721  Mam  St 
Fairfax  VA  22030 
KOLVEREID,  MD,  Edward  Ronald 
6316  Castle  Place 
Falls  Church  VA  22044 
KOONS,  MD,  Gregory  Mark 
11198  Lee  Highway 
Suite  B 

Fairfax  VA  22030 
KORNBLUTH,  MD.  Ralph  Ross 
8303  Arlington  Blvd  Ste  207 
Fairfax  VA  22031 
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LEE,  MD,  Sang  Nam 
The  Fairfax  Hospital 
3300  Gallows  Road 
Falls  Church,  VA  22046 
LEE,  MD,  Won  Ro 
4600  King  Street 
Suite  5J 

Alexandria,  VA  22302 
LEFRAK,  MD,  Edward  Arthur 
8316  Arlington  Blvd 
Suite  514 
Fairfax  VA  22031 
LEFTON,  MD,  Charles  Stuart 
307  Maple  Ave  West 
Suite  J 

Vienna  VA  22180 
LEGASPI,  MD,  Alfredo  Lacuna 
3300  Gallows  Rd-Fairfax  Hosp 
Falls  Church  VA  22046 
LEIDELMEYER,  MD,  Remald 
3405  St  Paul  Place 
Fairfax,  VA  22031 
LEON,  MD,  Antonio  Enrique 
7005  Barkwater  Court 
Bethesda  MD  20817 
LESOWITZ,  MD,  Sidney  Allan 
6319  Castle  PI 
Falls  Church  VA  22044 
LESSIN,  MD,  Bruce  Edward 
1313  Dolley  Madison  Blvd 
Suite  207 

Me  Lean  VA  22101 
LEVINE,  MD,  Leonard  S 
6807  Springfield  Plaza 
Professional  Bldg  Ste  206 
Springfield  VA  22150 
LEWIS,  MD,  Kerry  Randall 
608  Niblick  Dr . S E 
Vienna,  VA  22180 
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Annandale  VA  22003 

LEDERMAN,  MD,  Martin  Edward 

OPH 

KHAN,  MD,  Mohammad  Aqiq 

IM 

1515  Chambridge  Rd 

5216  Rolling  Road 

Me  Lean  VA  22101 

Burke,  VA  22015 

LEE,  MD.  Chun  Sheng 

OBG 

KIESSLING,  MD,  Alice  H 

PYA 

6013  Claiborne  Dr 

7048  Haycock  Rd 

Me  Lean  VA  22101 

Falls  Church  VA  22043 

LEE,  MD,  Dong  Han 

GP 

KILFEATHER,  MD,  John  E 

IM 

9823  Laurel  Street 

8301  Arlington  Blvd 

Fairfax  VA  22030 

Fairfax,  VA  22031 

LEE,  MD,  Kyung  Ja  Shin 

P 

KIM,  MD,  Chungkook 

OBG 

4600  King  Street 

9104  Trusler  Court 

Suite  5J 

Manassas.  VA  22110 

Alexandria,  VA  22302 
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LICATA,  MD.  Robt  M 
6800  Fleetwood  Drive 
Suite  102 

Me  Lean  VA  22101 
LINDE,  MD,  Richard  Emil 
6231  Leesburg  Pike 
Falls  Church  VA  22044 
LINDSTEDT,  MD,  Jan  Gustaf 
1 148  Marion  Avenue 
Mclean,  VA  22101 
LINEBERGER,  MD,  Adrian  Smith 
1 1091  Mam  Street 
Fairfax  VA  22030 
LITTLETON,  MD,  Philip  Ray 
6120  Brandon  Ave 
Springfield  VA  22150 
LIVINGOOD,  MD,  J K 
1051  Elden  Street 
Herndon  VA  22070 
LLANERAS.  MD,  Rene  F 
1712  Clubhouse  Rd 
Reston  VA  22090 
LORIO,  MD,  Jos  Philibert 
4400  Newdale  Rd 
Annandale  VA  22003 
LOTZ,  MD,  Myron 
301  Maple  Ave  W 3-A 
Vienna  VA  22180 
LUX,  MD,  Ann  Mary 
9327  Campbell  Rd 
Vienna  VA  22180 
LYLES  JR  , MD,  John  Wm 
7501  Littleriver  Turnpike 
Annandale  VA  22003 
LYNCH,  MD,  George  Michael 
2579  John  Milton  Drive 
Suite  200 

Herndon.  VA  22071 
MACKINTOSH,  MD,  Alan 
10721  Mam  Street  Ste  304 
Fairfax  VA  22030 
MACMANUS,  MD.  Quentin 
8316  Arlington  Blvd 
Suite  514 

Fairfax.  VA  22031 
MACON,  MD,  Edward  Malcolm 
102  Lynwood  Circle 
Hattiesburg.  Ms  39401 
MAGANIAS,  MD,  Nicholas  H 
7520  Royal  Oak  Dr 
Me  Lean  VA  22102 
MAGNANT,  MD,  Geo  Arthur 
5198  Dawes  Ave 
Alexandria  VA  22311 
MAIER,  MD,  John  Gail 
3300  Gallows  Road 
Falls  Church,  VA  22046 
MAILLIS,  MD,  Maxwell  Sherwood 
6807  Springfield  Plaza  Ste  201 
Springfield  VA  22150 
MAJOR,  MD,  Mary  Jane 
6060  Arlington  Blvd 
Falls  Church,  VA  22044 
MALKA,  MD,  Jeffrey  S 
6845  Elm  St 
Me  Lean  VA  22101 
MAMANA,  MD,  John  Philip 
8560  Georgetown  Pike 
Me  Lean  VA  22101 
MANALO,  MD,  Bayam  L 
6315  Castle  Place 
Falls  Church.  Va  22044 
MANDES,  MD,  Thos  Constantine 
370  W Maple  Avenue 
Suite  3 

Vienna,  VA  22180 
MANGOLD,  MD,  Harry  Armstrong 
8318  Arlington  Blvd 
Suite  305 
Fairfax,  VA  22031 
MANGUIKIAN  JR  , MD.  Dertad 
9936  Mam  St 
Fairfax  VA  22031 

MANLAPAZ,  MD,  Carolina  Paredes 
3014  W Cunningham  Dr 
Alexandria  VA  22309 
MANN,  MD,  Dean  Le  Mar 
Fairfax  Hospital  Emergency  Rm 
Falls  Church  VA  22046 
MARDER,  MD,  Carey  Miles 
305  Maple  Ave,  West 
Suite  C 

Vienna.  VA  22180 
MARGULIES,  MD,  David  M 
8301  Arlington  Blvd 
Fairfax  VA  22030 
MARION,  MD,  Edward  David 
6231  Leesburg  Pike 
Falls  Church  VA  22044 
MARTEL  JR  , MD,  Leon  Alphonse 
2946  Sleepy  Hollow  Rd 
Falls  Church  VA  22044 
MARTIN,  MD,  Dean  H 
1515  Cham  Bridge  Road 
Me  Lean  VA  22101 
MARTIN,  MD,  John  Oliver 
2002  Friendship  Lane 
Falls  Church  VA  22043 
MASTERSON,  MD,  James  H 
2500  N Van  Dorn  St 
Alexandria  VA  22302 
MASTROTA,  MD,  Francis  M 
6630  Van  Winkle  Drive 
Falls  Church  VA  22044 
MATTHEWS.  MD,  Robt  Geo 
3918  Prosperity  Ave  Ste  302 
Fairfax  VA  22030 
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MAY,  MD,  Russell  Leon 
8316  Arlington  Blvd  Ste  532 
Fairfax  VA  22030 
MC  ATEER,  MD.  Gerald  H 
140  Little  Falls  St 
Falls  Church  VA  22046 
MC  AVENEY,  MD,  William  J 
8724  Evangel  Drive 
Springfield,  VA  22153 
MC  CANN,  MD,  Wm  John 
1307  Altamira  Ct 
Me  Lean  VA  22101 
MC  CLURE,  MD,  Wm  West 
6060  Arlington  Blvd 
Falls  Church  VA  22044 
MC  DOWALL,  MD,  James  Douglas 
3545  Cham  Bridge  Rd 
Fairfax  VA  22030 
MC  MURRER  JR  , MD,  James  P 
316  Wmdover  Ave 
Vienna  VA  22180 
MCCABE.  MD,  Dennis  J 
301  Maple  Avenue,  West 
Suite  4-C-D 
Vienna,  VA  22180 
MELLA,  MD,  Barbara  A 
3251  Old  Lee  Hwy 
Fairfax  VA  22030 
MELMED,  MD,  Allan  Stanley 
7659  Leesburg  Pike 
Falls  Church  VA  22043 
MENSCH,  MD,  Arthur  H 
4320  Seminary  Road 
Alexandria,  VA  22314 
MERO,  MD,  James  Hill 
301  Maple  Ave  Ste  4C 
Vienna  VA  22180 
METZGER,  MD,  Arthur  Zelig 
1358  Windy  Hill  Rd 
Me  Lean  VA  22102 
MIKHAIL,  MD,  Eva  Labib 
222  Apple  Blossom  Court 
Vienna,  VA  22180 
MILLER,  MD,  A Larry 
31 1 Maple  Ave  West 
Suite  H 

Vienna  VA  22180 
MILLER,  MD,  John  Alfred 
8318  Arlington  Blvd 
Fairfax,  VA  22031 
MOINFAR,  MD,  Mohamad  Reza 
8301  Arlington  Blvd 
Suite  5-9 

Fairfax  VA  22031 
MONIZ  JR  , MD,  Albert 
6060  Arlington  Blvd 
Falls  Church  VA  22044 
MOORE,  MD.  Ralph  Wm 
5101-C  Backlick  Road 
Annandale  VA  22003 
MORGAN,  MD,  Elizabeth 
1322  Vincent  Place 
Me  Lean,  VA  22101 
MORTON,  MD,  Robert  E 
8301  Arlington  Blvd 
Suite  4-5 

Fairfax  VA  22031 
MOSS,  MD,  Morton  Lionel 
301  Maple  Ave  West 
Suite  4C-D 
Vienna  VA  22180 
MROCZEK,  MD.  William  J 
4600  King  Street 
Suite  4A 

Alexandria,  Va_  2230 2 
MUELLER.  MD,  Karl  H 
6120  Brandon  Ave 
Springfield  VA  22150 
MULVANEY,  MD,  Richard  Jos 
P 0 Drawer  B 
Me  Lean  VA  22101 
MURATORIO,  MD,  Jose  Luis 
8303  Arlington  Blvd 
Suite  205 
Fairfax,  VA  22031 
MURIAS.  MD,  Juan  L Suarez 
5920  Sherborn  Lane 
Springfield  VA  22152 
MUROW,  MD,  Raymond  J 
6807  Springfield  Plaza 
Suite  201 

Springfield,  VA  22150 
MURPHY.  MD,  Frank  J 
8988  Fern  Park  Dr 
Burke  VA  22015 
MYAING,  MD.  Allred  C 
4810  Beauregard  St 
Suite  200 

Alexandria,  VA  22312 
MYERS,  MD,  Boyd  Douglas 
One  First  Va  Plaza 
6400  Arlington  Blvd  Ste  930 
Falls  Church  VA  22042 
NEDELCOVYCH,  MD  Sava  M 
4600  King  Street  #5P 
Alexandria,  VA  22302 
NEIDLINGER,  MD.  Robt  Walter 
6120  Brandon  Ave 
Springfield  VA  22150 
NEJAD,  MD,  Ghassem  A 
6120  Brandon  Ave 
Suite  117 

Springfield.  VA  22150 
NEVIASER,  MD,  Thomas  J 
360  Maple  Ave  W 
Vienna.  VA  22180 
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NGAU,  MD,  Curtis  A 
Tycon  1 1 Suite  730 
8330  Old  Courthouse  Rd 
Vienna  VA  22180 
NICKLAY,  MD,  James  Thomas 
6231  Leesburg  Pike 
Falls  Church,  VA  22044 
NIMS,  MD,  Linda  Park 
301  West  Maple  Ste  4 
Vienna  VA  22180 
NOEL,  MD.  Roger  A 
8318  Arlington  Blvd  Ste  302 
Fairfax  VA  22031 
NOTES,  MD,  David  Raymond 
10721  Mam  St 
Fairfax  VA  22030 
NOVELLO,  MD,  Antonia  Coello  F 
1506  Highwood  Dr 
Arlington  VA  22207 
NOWELL,  MD,  John  Francis 
61 1 S.  Carlin  Springs  Road 
Suite  404 

Arlington,  VA  22204 
0 DONNELL,  MD  Robt  Jos 
6319  Castle  PI 
Falls  Church  VA  22044 
0 NEILL,  MD,  Thos  Michael 
1 1705  Bowman  Green  Dr 
Reston  VA  22090 
O BRIEN,  MD.  Thos  Edward 
313  Park  Ave 
Falls  Church  VA  22046 
OBERHOFF,  MD,  Peter 
1515  Cham  Bridge  Rd 
Me  Lean  VA  22101 
OCAMPO,  MD,  Alexander  T 
11091  Mam  Street 
Fairfax,  VA  22030 
ODIAGA,  MD,  Carlos  E 
Annandale  Doctors  Bldg 
Annandale  VA  22003 
OLDMIXON,  MD,  Willard  J 
National  Hospital 
2455  Army-Navy  Drive 
Arlington,  VA  22206 
ONDER,  MD,  Mehmet  Hami 
3505  Cobb  Dr 
Fairfax  VA  22030 
ORMANDY,  MD,  Laszlo 
Orthopaedic  Surgery 
6374  Lakeview  Drive 
Falls  Church.  VA  22041 
OSHINSKY,  MD.  Arnold  L, 

6060  Arlington  Blvd 
Falls  Church,  VA  22044 
OSSOFSKY,  MD.  Helen  Johns 
1333  Merrie  Ridge  Rd 
Me  Lean  VA  22101 
OVERTON,  MD,  Eugene  Willis 
2346  Paddock  Lane 
Reston  VA  22091 
OZBERKMEN,  MD,  Vacit  Y 
8301  Arlington  Blvd  5-3 
Fairfax,  VA  22031 
PALACIOS,  MD,  Henry  John 
6330  Old  Chesterbrook  Rd 
Me  Lean  VA  22101 
PALMERI,  MD,  Barbara  Ann 
6105  Welborn  Drive 
Bethesda,  MD  20016 
PALOMBI,  MD,  Joseph  John 
1619  Hunting  Avenue 
Me  Lane,  VA  22102 
PAPPOUS,  MD,  Panagiotis 
6807  Springfield  Plaza  #206 
Springfield  VA  22150 
PARK,  MD.  Tong  Soo 
The  Fairfax  Hospital 
3300  Gallows  Road 
Falls  Church,  VA  22046 
PASICOV,  MD,  Benjamin 
77 22  Crossover  Drive 
Mclean,  VA  22101 
PAYNE,  MD.  Fred  J 
2945  Fort  Lee  St 
Herndon,  VA  22071 
PAYNE,  MD,  Lillian  Marlene 
6458  Madison  Court 
Me  Lean  VA  22101 
PEEREBOOM,  MD,  Gerrit 
6120  Brandon  Ave 
Springfield  V A 22150 
PEEREBOOM,  MD,  Maud 
9206  Coronado  Terrace 
Fairfax,  VA  22031 
PETERSON,  MD,  John  Emerick 
8316  Arlington  Blvd 
Fairfax  VA  22031 
PFEFFER,  MD,  Bruce  Wm 
Springfield  Prof  Park 
8316  Traford  Lane 
Springfield  VA  22152 
PIESLOR,  MD,  Peter  C. 

8209  Guinevere  Drive 
Annandale,  VA  22003 
PINNAR,  MD,  Robt  Lloyd 
8316  Arlington  Blvd 
Suite  226 
Fairfax  VA  22031 
PO,  MD,  Heng-Tsui 
8700  Pembridge  Ct 
Fairfax  VA  22031 
PODOLNICK,  MD.  Nelson 
255  W Broad  St 
Falls  Church  VA  22046 
POLICELLI,  MD,  Vincent  A 
10028  Garrett  St 
Vienna  VA  22180 
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POLLOCK.  MD.  Donald  David  P 

600  W Taylor  Run  Pky 
Alexandria.  VA  22314 

POPE  JR  , MD.  David  P 

1204  Forestwood  Dr 
Me  Lean  VA  22101 

PORETZ.  MD.  Donald  Marlin  ID 

8318  Arlmglon  Blvd 
Fairfax  VA  22030 

POTTER.  MD.  Michael  Charles  GS 

8320  Old  Courthouse  Rd  Ste  501 
Vienna  VA  22180 

PRESSMAN  MD  Howard  Ira  P 

2210  Predella  Drive 
Silver  Spring.  MD  20902 

PRICE.  MD  Neel  J OBG 


6316  Castle  PI 
Falls  Church  VA  22044 
PRIETO  JR  . MD.  Danl  Corneia 
6200  Vernon  Palmer  Cl 
Me  Lean  VA  22101 


PROMINSKI,  MD.  John  E R 

200  Little  Falls  St 
Falls  Church  VA  22046 
PUGSLEY,  MD  Louis  Guam  OBG 

8316  Arlington  Blvd  Ste  232 
Fairfax  VA  22031 

PUJOL.  MD.  Jackie  PD 

431  Maple  Ave  . W 
Vienna  VA  22180 

PULIZ2I  JR  MD  John  S US 

5597  Seminary  Rd  Ste  1 
Baileys  Crossroads  VA  22041 
QUINNELL.  MD  Robt  Kay  FP 

380  Maple  Ave  W 
Vienna  VA  22180 

RAFEY.  MD  Ernest  Geo  FP 

6304  Waterway  Dr 
Falls  Church  VA  22044 
RAFI.  MD  Esmail  IM 

8301  Arlington  Blvd 
Fairfax  VA  22031 

RALPH.  MD.  Robt  D OTO 

716  East  Broad  St 
Falls  Church  VA  22046 
RAMASWAMY.  MD.  Isabel  Jamili  PD 

820  North  Stafford  St 
Arlington,  VA  22203 

RATNER.  MD.  Richard  Albert  P 

5210  Elliott  Rd 
Washington  DC  20016 
REA,  MD,  Edward  L IM 

200  Little  Falls  Street 
Falls  Church  VA  22046 
REARDON.  MD  Wm  John  GP 

6060  Arlington  Blvd 
Falls  Church  VA  22044 
RECINOS  JR  , MD  Adrian  PD 

6060  Arlington  Blvd 
Falls  Church  VA  22044 
RECIO.  MD  Alfredo  Hernandez  GP 

10720  Mam  Street 
Fairfax  VA  22030 

REDLIN.  MD.  Wm  Lloyd  DR 

Fairfax  Hospital 
3300  Gallows  Road 
Falls  Church.  VA  22046 
REES.  MD.  Wm  Chas  PD 

8988  Fern  Park  Dr 
Burke  Va  22015 

REILLY.  MD.  Michael  Jos  IM 

1515  Old  Cham  Bridge  Rd 
Me  Lean  VA  22101 

REING,  MD.  C Michael  ORS 

8301  Arlington  Blvd 
Fairfax.  VA  22030 

RENFIELD,  MD  Marilyn  Lewis  CHP 

2200  Leeland  Drive 
Falls  Church.  VA  22043 
REYNOLDS  JR  . MD.  Arthur  M OPH 

1515  Cham  Bridge  Rd 
Me  Lean  VA  22101 

REYNOLDS,  MD.  Brian  Joe  GP 

1446  Laurel  Hill  Road 
Vienna  VA  22180 

RIBEIRO.  MD.  Gilbert  AN 

Fairfax  Hospital 
3300  Gallows  Road 
Falls  Church.  VA  22046 
RICE.  MD,  Diane  Beach  PTH 

7514  Amesbury  Ct 
Alexandria.  VA  22310 
RICH  III,  MD.  William  L OPH 

6231  Leesburg  Pike 
Falls  Church.  VA  22044 
RIFAAT.  MD.  Momra  K CLP 

Drs  Hosp  Of  Prince  George  Co 
8118  Good  Luck  Road 
Lanham  MD  20706 

ROATH.  MD.  Michael  Steven  P 

5411  Gov  Yeardley  Dr 
Fairfax  VA  22032 

ROCHMIS,  MD,  Ann  Romatowski  P 

8301  Arlington  Blvd 
Fairfax  VA  22031 

ROCHMIS.  MD.  Paul  Gregor  RHU 

10220  Katie  Bird  Lane 
Vienna.  VA  22180 

ROLL  JR,  MD.  William  E GS 

10721  Mam  St 
Fairfax  VA  22030 

ROMERO,  MD  Gonzalo  GS 

8316  Arlington  Blvd 
Suite  220 
Fairfax.  VA  22031 

ROONEY,  DO.  Danl  Dare  OST 

301  Maple  Ave  West 
Vienna  VA  22180 


ROSEN.  MD  Leonard  A OBG 

8990  Fern  Park  Drive 
Burke.  VA  22015 

ROSENTHAL,  MD,  Richard  R A 

4303  Ann  Fitzhugh  Dr 
Annandale  VA  22003 

ROSENTHAL,  MD,  Steve  P 

2510  Freetown  Drive 
Reston  VA  22091 

ROSS.  MD.  Michael  A OBG 

6845  Elm  Street 
Suite  509 

Me  Lean,  VA  22101 

ROSS,  MD,  Peter  S EN 

8320  Old  Courthouse  Rd 
Vienna  VA  22180 

ROTH.  MD.  Richard  Lee  P 

6845  Elm  St 
Suite  210 

Me  Lean  VA  22101 

ROUADY,  MD.  William  A NS 

5504  Backlick  Road 
Springfield.  VA  22151 

ROY.  MD  Gaston  E P 

7501  Little  River  Turnpike 
Suite  306 

Annandale.  VA  22003 

RUBIN.  MD.  Max  Bernard  D 

1515  Cham  Bridge  Rd 
Me  Lean  VA  22101 

RUIZ.  MD.  Gil  Madrigal  IM 

200  Little  Falls  Rd 
Falls  Church  VA  22046 

RUSSO.  MD  Vojislava  C PD 

1200  Beverly  Road 
Mclean.  VA  22101 

RYAN.  MD.  Mary  C PD 

1423  Aldenham  La 
Reston  VA  22090 

SABELLA.  MD  Donald  A IM 

70  West  Cornwall  Street 
Leesburg.  VA  22075 

SABELLA,  MD.  Lareme  OBG 

6707  Old  Dominion  Dr 
Me  Lean.  VA  22101 

SACKS,  MD.  Charles  B P 

1307  Vincent  Place 
Me  Lean.  VA  22101 

SADR.  MD.  Manijeh  PD 

5202  Benton  Avenue 
Bethesda.  MD  20014 

SAGER.  MD.  Alan  Robt  P 

9604  Blmcoe  Ct 
Burke  VA  22015 

SAGER.  MD,  Dennis  Wayne  IM 

1712  Club  House  Road 
Reston,  VA  22090 

SALAZAR.  MD.  Angel  E NTR 

1 101  N Harrison  St 
Arlington  VA  22205 

SALAZAR.  MD.  Delfin  B AN 

3703  Mill  Bank  Ct 
Fairfax  VA  22031 

SALIH,  MD.  Hassan  A CHP 

8303  Arlington  Blvd 
Suite  206 
Fairfax  VA  22031 

SALUS.  MD.  Sydney  Gordon  P 

8360  Greensboro  Dr 
Suite  501 

Me  Lean,  VA  22102 

SALZBERG,  MD.  Allan  M AM 

8134  Old  Keene  Mill  Road 
Springfield.  VA  22152 

SANDERS.  MD,  John  OBG 

313  Park  Avenue 
Falls  Church,  VA  22046 

SANTOS.  MD,  Rolando  Jingco  PUD 

8344  Traford  Lane 
Springfield  VA  22152 

SCHACHNER.  MD.  Stephen  Harold  IM 

6305  Castle  PI 
Falls  Church  VA  22044 

SCHANER  JR  . MD.  Everett  G R 

3300  Gallows  Rd 
Radiology  Dept 
Falls  Church  VA  22041 

SCHEHL,  MD.  Charles  A IM 


1515  Cham  Bridge  Rd 
Me  Lean  VA  22101 

SCHEIDEMANDEL,  MD,  Heinz  H E OTO 
6516  Walters  Woods  Dr 
Falls  Church  VA  22044 


SCHEUER,  MD,  Alfred  Quinn  PD 

Burke  Professional  Cen 
9006-B  Fern  Park  Drive 
Burke.  VA  22015 

SCHILLER  JR  , MD.  Maurice  OBG 

6501  Loisdale  Ct  #608 
Springfield  VA  22150 

SCHMITT,  MD,  Thos  Edward  OBG 

720  Ridge  Drive 
Mcclean.  VA  22101 

SCHULMAN.  MD.  Jeffrey  M OBG 

6707  Old  Dominion  Dr 
Me  Lean  VA  22101 

SCHWARTZ.  MD.  Richard  Harvey  PD 

410  Maple  Ave 
Vienna  VA  22180 

SCHWEISTHAL,  MD.  Paul  Edward  PD 

410  W Maple  Ave 
Vienna  VA  22180 

SCOTT.  MD.  Thomas  Walter  OBG 

200  Little  Falls  Street 
Suite  307 

Falls  Church.  VA  22046 

SEBASTIAN,  MD.  Jos  A PYA 

7659  Leesburg  Pike 
Falls  Church  VA  22043 


SEGALL,  MD.  Errol  Alan  P 

3018  Williams  Drive 
Arlington,  VA  22031 

SEILER  JR  . MD,  Ira  PD 

6120  Brandon  Ave 
Springfield  VA  22150 

SEMCHYSHYN.  MD.  Geo  0 P 

7659  Leesburg  Pike 
Falls  Church  VA  22043 
SENECA.  MD.  Russell  P GS 

7004  Backlick  Court 
Springfield.  VA  22151 

SHAKOOR.  MD  Mohammed  A AN 

1304  Altamira  Court 
Me  Lean  VA  22101 

SHENK.  MD  Ian  Marshall  GE 

8316  Arlington  Blvd 
Suite  414 
Fairfax  VA  22030 

SHERBER  MD.  Harvey  Saul  CD 

8316  Arlington  Blvd 
Fairfax  VA  22030 

SHIBARO,  MD.  Uthman  Abd-Salam  GS 

8301  Arlington  Blvd 
Fairfax  VA  22030 

SHIN.  MD  Wan  PM 

3300  Gallows  Road 
Dept  Of  Pm&R  Fairfax  Hospital 
Falls  Church.  VA  22046 
SHOHAM.  MD.  Myron  Alan  GE 

360  Maple  Ave  West 
Suite  E 

Vienna  VA  22180 

SHULL.  MD.  Owen  Clay  GP 

Herndon  Prof  Bldg 
Herndon  VA  22070 

SIEWICK,  MD.  Jos  W GS 

313  Park  Avenue 
Falls  Church  VA  22046 
SIMPSON  III.  MD.  Frank  B P 

4073  N 4 1st  Street 
Arlington  VA  22207 

SIMSARIAN,  MD.  James  Parsons  N 

3018  Williams  Drive 
Fairfax  VA  22031 

SINGH.  MD.  Mridula  PTH 

7417  Georgetown  Court 
Mclean.  VA  22101 

SIPES,  MD.  James  Norton  CD 

Seven  Corners  Med  Arts  Bldg 
2946  Sleepy  Hollow  Road 
Falls  Church  VA  22044 
SITES.  MD.  James  G OBG 

3300  Gallows  Rd 
Falls  Church  VA  22046 
SKOVRONSKY,  MD,  Jeffrey  J PTH 

3217  Foxvale  Dr 
Oakton  VA  22124 

SMITH.  MD.  Mathew  Norris  NS 

3016  Williams  Drive 
Fairfax  VA  22031 

SMOKVINA  JR  , MD  Drago  ORS 

Me  Lean  Med  Bldg  G 16 
1515  Cham  Bridge  Rd 
Me  Lean  VA  22101 

SMOKVINA,  MD.  Marija  Demsar  PM 

1515  Cham  Bridge  Road 
Mclean  VA  22101 

SNIR,  MD,  Arie  N OBG 

8308-C  Old  Courthouse  Rd 
Tyson's  Corner.  VA  22180 
SNYDER,  MD  Bernard  Melvin  P 

Springfield  Prof  Park 
8346  Traford  Lane 
Springfield.  VA  22152 
SNYDER.  MD  Roger  Alan  N 

3018  Williams  Drive 
Fairfax  VA  22031 

SOIFER.  MD.  Edgar  Henry  U 

6807  Springfield  Plaza 
Springfield  VA  22150 

SOLTANY,  MD.  Ray  A OTO 

8360  Greensboro  Dr 
Mclean,  VA  22102 

SOROUSH.  MD  All  IM 

8303  Arlington  Blvd 
Suite  103 

Fairfax  . VA  22031 

SOVEROW,  MD  Gary  J P 

1314  Vincent  Place 
Mclean.  VA  22101 

SOYSTER  . MD.  Peter  GYN 

701  Park  Avenue 
Falls  Church  VA  22046 
SPIEGEL  III.  MD,  Albert  PD 

3545  Cham  Bridge  Rd 
Fairfax  VA  22030 

SPRISSLER.  MD.  Greg  T AN 

Fairfax  Hosptal 
3300  Gallows  Road 
Falls  Church.  VA  22046 
STAHL,  MD,  Neil  Ira  IM 

8340  Traford  Lane 
Springfield.  VA  22152 
STANTON.  MD.  Larry  Wayne  R 

3300  Gallows  Rd 
Falls  Church  VA  22044 
STECKLER,  MD.  Eric  Alan  CHP 

1307  Vincent  Place 
Me  Lean.  VA  22101 

STEIN,  MD,  Donald  Underwood  P 

107  N Va  Ave  U-3 
Falls  Church  VA  22046 
STEIN.  MD.  Martin  Herbert  P 

2960  Sleepy  Hollow  Road 
Falls  Church.  VA  22044 


STERN  MD  Eric  OBG 

6807  Springfield  Plaza 
Prof  Building,  Suite  206 
Springfield,  VA  22150 
STEVENSON  MD  Eugene  OS  GS 

6120  Brandon  Ave 
Springfield  VA  22150 

STEVENSON,  MD.  Fern  L Davis  IM 

7329  Eldorado  St 
Me  Lean  VA  22101 

STEWART,  MD.  Allan  H P 

10721  Mam  St 
Fairfax  VA  22030 

STIEGLER,  MD  Chas  F PD 

6060  Arlington  Blvd 
Falls  Church  VA  22044 
STOKES,  MD  Richard  L OBG 

1 1339  Sunset  Hills  Road 
Reston  VA  22090 

STOWELL.  MD.  Jeremy  A P 

10560  Mam  St 
Fairfax  VA  22030 

STRAUCH.  MD,  Barry  S NEP 

8316  Arlington  Blvd 
Fairfax  VA  22030 

SUAREZ  JR  MD.  Alfred  OPH 

10090  Mam  Street 
Fairfax  VA  22030 

SUH.  MD  Joseph  Hong  Sok  AN 

12605  Knollbrook  Dr 
Clifton  VA  22024 

SUNGA,  MD  Roberto  Navarro  OPH 

410  Maple  Avenue,  West 
Vienna.  VA  22180 

SUSKIEWICZ.  MD  Lewis  IM 

5502  Backlick  Road 
Springfield  VA  22151 

TAKAGI  JR  . MD  Yasuaki  PD 

8636  Arlington  Blvd 
Fairfax  VA  22031 

TART  MD.  Nelson  Monroe  OBG 

313  Park  Ave  Ste  300 
Falls  Church  VA  22046 
TERMINI,  MD.  John  Edward  PUD 

1 154  Daleview  Drive 
Me  Lean.  VA  22102 

TESSITORE  JR  . MD,  Andrew  GP 

1 14  Courthouse  Rd  S W 
Vienna  VA  22180 

THALER.  MD  Frank  H P 

6760  Old  Mclean  Village  Dr 
Mclean.  VA  22101 

THOMAS  MD.  Andree  Raymonde  IM 

8316  Arlington  Blvd 
Fairfax  VA  22031 

THORN.  MD,  Donald  Sylvester  IM 

7300  Maple  PI 
Annandale  VA  22003 

THRELFALL,  MD.  John  E AN 

9 Chevy  Chase  Circle 
Chevy  Chase  MD  20015 
TIMMES  JR  MD,  Joseph  John  OPH 

8318  Arlington  Blvd 
Suite  105 
Fairfax.  VA  22031 

TISSERA.  MD.  Jose  Saul  OBG 

9039  Shady  Grove  Ct 
Gaithersburg.  MD  20760 
TITUS.  MD,  Charles  C P 

1810  Michael  Faraday  Drive 
Reston,  VA  22090 

TONG,  MD.  Nguyen  Thanh  PTH 

5565  Columbia  Pike 
Suite  1 15 

Arlington.  VA  22204 

TONNESEN,  MD.  Glenn  L TR 

The  Fairfax  Hospital 
3300  Gallows  Road 
Falls  Church.  VA  22046 
TRABERT.  MD.  Richard  Eric  PD 

4214  Sleepy  Hollow  Rd 
Annandale  VA  22003 

TRALKA.  MD.  Geo  Anthony  IM 

301  Maple  Ave  West 
Vienna  VA  22180 

TRAN.  MD.  De  Dinh  OBG 

3705  S George  Mason  Dr 
Suite  C6-5 

Falls  Church  VA  22041 
TRAN.  MD,  Trong  Cuong  TR 

6104  Berlee  Drive 
Alexandria  VA  22312 

TREICHLER,  MD  Howard  P OBG 

6316  Castle  PI 
Falls  Church  VA  22044 
TREMOLS,  MD.  Guillermo  A PD 

1712  Clubhouse  Rd 
Reston  VA  22090 

TRINIDAD.  MD.  Juan  A GS 

301  W Maple  Ave 
Vienna  VA  22180 

TSAPOS.  MD  Michael  John  OBG 

4418  Duncan  Drive 
Annandale  VA  22003 

TSITOS.  MD.  Tony  A P 

Annandale  Doctors  Bldg 
Annandale  VA  22003 

TSOU.  MD,  Anthony  Y GP 

Post  Office  Box  2407 
Falls  Church.  VA  22042 
TULLOCH  JR  . MD  Earl  F IM 

2424  Black  Cap  Lane 
Reston  V A 22091 

TURNER  JR  MD.  James  Witcher  IM 

6807  Springfield  Plaza  Ste  201 
Springfield  VA  22150 

UZER.  MD.  Yuksel  GP 

8136  Old  Keene  Mill  Rd 
Springfield.  VA  22152 


VALENTI,  MD  Branko  Sergio  OBG 

8301  Arlington  Blvd 
Suite  4- 1 

Fairfax  VA  22031 

VAN  DER  WOUDE  JR  MD  Harmen  OBG 
301  W Maple  Ave 
Vienna  VA  22180 

VANCE  MD  Vernon  K im 

3300  Gallows  Rd 
Falls  Church  VA  22046 
VASSALLO  JR  . MD.  Michael  PTH 

P 0 Box  188 
Fairfax  VA  22030 
VASWANI  MD  Nan  P 
200  Little  Falls  St 
Suite  406 

Falls  Church,  VA  22046 
VESUNA,  MD  Cyrus  AN 

10512  William  Terry  Dr 
Vienna  VA  22180 
VILLAFUERTE.  MD,  Lydora  B 
825  Glyndon  Street  Se 
Vienna.  VA  22180 


VILLA VICENCIO.  MD  Jorge  E GP 

10721  Mam  St 
Fairfax  VA  22030 

VILLAVICENCIO.  MD  Olmedo  PD 

7501  Little  River  Tnpk 
Annandale.  VA  22003 
VIRTS,  MD.  Earl  Edward 
Route  2.  Box  733 
Purcellville  VA  22132 

VITEK.  MD.  Brantley  P ORS 

2946  Sleepy  Hollow  Rd 
Falls  Church  VA  22044 
VON  FRICKEN.  MD  Manfred  OPH 

8303  Arlington  Blvd 
Suite  201 

Fairfax.  VA  22031 

WALTEN.  MD.  Maximilian  Graff  PD 

6120  Brandon  Ave 
Springfield  VA  22150 

WARREN,  MD,  Robert  Douglas  iM 

5226  Dawes  Avenue 
Building  D 

Alexandria.  VA  22311 
WEINBERG,  MD,  Richard  J OPH 

8150  Leesburg  Pike 
Suite  909 
Vienna  VA  22180 

WEISS.  MD  Michael  Aron  DR 

301  Maple  Ave  W Ste  4 C-D 
Vienna  VA  22180 

WHIPPLE  MD.  Geo  Albert  PS 

9940  Mam  Street  F 
Fairfax  VA  22031 

WHITAKER  JR.  MD.  Harry  A A 

6501  Loisdale  Court 
Springfield.  VA  22150 
WHITE.  MD.  Robt  Lawrence  TR 

101 1 Harriman  Street 
Great  Falls.  VA  22066 
WILBUR.  MD.  Ronald  Don  A 

8136  Old  Keene  Mill  Rd 
Springfield.  VA  22152 
WILKENFELD.  MD  M Jack  RHU 

3710  Krysia  Court 
Annandale.  VA  22003 
WILLNER.  MD  Henry  S FP 

6201  Winston  Drive 
Bethesda.  MD  20817 

WILSON  JR,  MD.  Robert  W FP 

1445  Dolly  Madison  Blvd 
Mclean.  VA  22101 

WISE.  MD.  Thomas  N PYM 

7391  Hallcrest  Drive 
Me  Lean  VA  22101 

WRIGHT,  MD.  Thos  M GS 

6319  Castle  PI 
Falls  Church  VA  22044 
YAHANDA,  MD.  Hoyoko  Migaki  IM 

Fairfax  Medical  Ctr 
10721  Mam  St 
Fairfax  VA  22030 

YAKUB.  MD  Y Nab.!  NEP 

1512  Laughlin  Ave 
Me  Lean.  VA  22101 

YANG.  MD  Emma  Uy  PD 

9554  Old  Keene  Mill  Road 
Suite  E.  Burke  Town  Plaza 
Fairfax,  VA  22015 

YASSIN.  MD  John  Gerald  OPH 

6231  Leesburg  Pike 
Falls  Church  VA  22044 
YAVIT.  MD.  Jos  PYA 

4218  Elizabeth  La 
Annandale  VA  22003 

YOUNG.  MD  Delosa  Anthony  PD 

Springfield  P.of  Park 
8316  Traford  Lane 
Springfield  VA  22152 

YOUNG.  MD  Ira  Sanders  US 

Annandale  Doctors  Bldg 
Annandale  VA  22003 

YU.  MD.  Chas  Chua  AN 

4920  Hogans  Lake  Pi 
Annandale  VA  22003 

ZARCHIN.  MD.  Lawrence  Edward  N 

3018  Javier  Road 
Fairfax  VA  22031 
ZILBERBARB  MD.  Bernard 
1707  Osage  Street 
Suite  402 

Alexandria.  VA  22302 
ZIMMERMAN.  MD.  Harold  Baer 
3300  Gallows  Rd 
Falls  Church  VA  22046 
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Medical  Center 


Since  1960  our 
facility  has  provided  the 
finest  in  patient  services 
by  being  truly  responsive 
to  the  needs  and  desires 
of  physicians. 

We  continue  to  lead 
the  way  in  innovative  ap- 
proaches to  health  care 
with  the  addition  of  a 
54,000-square-foot  Med- 
ical Office  Building  adjacent  to  the  Hospital 
and  with  connecting  access  to  it. 

In  conjunction  with  our  usual  services 
we  also  offer  a fully  staffed  24-hour  Emer- 
gency Department;  Outpatient  Surgery  De- 
partment; Coronary  Care,  Surgical  Inten- 
sive Care,  and  Progressive  Care  Units;  CT 
body-scanning  (Pizer  600),  and  a re- 
nowned Nuclear  Medicine  Department. 

Only  a few  spaces  in  our  condominium 
office  building  are  still  available.  Why  not 


come  in  and  let  us  show  you  how  one-step 
health  care  can  benefit  not  only  your  pa- 
tients but  YOU. 

Call  (703)  671-1200,  Extension  300,  for 
an  appointment. 

601  South  Carling  Springs  Road, 
Arlington,  Virginia  22204 

Ray  L.  Hemness,  Administrator 


DueTo  Our  Floor 
Plan.There’s  One  Thing 
We  Can’t  Provide  For 
tour  Patient  At  Richmond 
Metropolitan  Hospital. 

A Roommate. 


When  Richmond  Metropolitan  Hospital  that  the  private  room  will  provide  the 
was  designed,  we  decided  to  build  only  optimum  healing  environment  for  your 
private  rooms  and  provide  them  at  no  patients  as  well  as  the  best  of  working 
extra  cost  to  your  patients.  It  is  our  hope  conditions  for  you. 


nr  Richmond  Metropolitan  Hospital 


FAUQUIER-FLOYD-FRANKLIN-FREDERICKSBURG-HALIFAX  1 1 


FAUQUIER 

ADAMS.  MD,  Sami  Thompson 
The  Plains  VA  22171 
AMIN.  MD.  Surendra  P 
5001  Seminary  Road 
Suite  1 18 

Alexandria.  VA  22311 
BEARGIE.  MD,  Richard  John 
220  Culpeper  Street 
Warrenton.  VA  22186 
CLIFT.  MD  John  Vinton 
301  Maple  Avenue  W 
Vienna.  VA  22180 
COUK,  MD.  David  Edgar 
607  Blackwell  Road 
Warrenton  VA  22186 
DE  BUTTS,  MD.  Richard  E 
Wicklow 

Upperville  VA  22176 
DELLINGER.  MD.  James  Lyle 
Dir  Emergency  Services 
The  Fauquier  Hospital 
Warrenton.  VA  22186 
DENTON.  MD.  John  Frednc 
220  Culpeper  St 
Warrenton  VA  22186 
HAZEL.  MD.  John  Tilghman 
Warrenton  Med  Center 
Warrenton  VA  22186 
HELLEMS  JR  , MD.  Harper  Keith 
Fauquier  Hospital 
Radiology  Dept 
Warrenton  VA  22186 
HELLINGER.  MD.  Karl  H R 
P 0 Box  188 
Fairfax  VA  22030 
HOAGLAND,  MD,  Robt  J 
Bethel  Academy 
Warrenton  V A 22186 
IDEN,  MD,  Robert  Wm 
220  Culpeper  Street 
Warrenton  VA  22186 
KORNETSKY,  MD,  Kenneth  M 
578  Waterloo  Road 
Warrenton.  VA  22186 
LLOYD  JR.  MD.  Samuel  J 
550  Broadview  Ave 
Warrenton  VA  22186 
MANWARING.  MD,  John  Laurence 
550  Broadview  Avenue. 

Suite  101 

Warrenton  VA  22186 
NICKLIN  JR  . MD.  Walter  S 
P 0 Box  747 
Warrenton  V A 22186 
ORLANDO,  MD.  Michael  M 
Route  3.  Box  422 
Warrenton,  VA  22186 
ROBINSON.  MD.  Ralph  M 
Box  424 

Remington,  VA  22734 
ROYSTON.  MD  Norris  A 
Post  Box  337 
Marshall  VA  22115 
SCHELLENBERG.  MD.  Paul  H 
Box  396 

The  Plains.  VA  22171 
SCHNEIDER,  MD.  F Carl 
550  Broadview  Avenue 
Warrenton.  VA  22186 
SERVIDEO,  MD.  Joseph  G 
Post  Office  Box  337 
Marshall  VA  22115 
SILBERSIEPE,  MD.  Hemz-Otto  G 
Catlett  VA  22019 
SINCLAIR,  MD.  James  Ward 
Box  238 

Warrenton  VA  22186 
TOWNSEND.  MD,  Henry  Le  Roy 
P 0 Box  38 
Marshall  VA  22115 
TURNER  JR  , MD.  Lewis  John 
Rl  1 Waterloo  Farms 
Warrenton  VA  22186 
VINIS,  MD,  Lawrence  H 
Manor  Lane  Farm 
Route  2.  Box  103 
Warrenton.  VA  22186 
WAGNER.  MD.  Archibald  C 
Box  486 

Warrenton  VA  22186 

FLOYD 

BEDSAUL,  MD.  Frazier  Clyde 
Box  115 

Floyd  VA  24091 
KUIKEN,  MD.  Garry  H 
Route  4 Box  233A 
Floyd  VA  24091 

MARSHALL,  MD.  Lawrence  Vinton 
Floyd  VA  24091 

FRANKLIN 

HENLEY,  MD,  Marlene  E.B 
109  Claiborne  Avenue.  N W 
Rocky  Mount,  VA  24151 
HUGHES.  MD.  Wm  C 
Box  7 

Boones  Mill  VA  24065 
KAHN,  MD.  Ralph  Y 
952  Mulberry  Rd 
Martinsville  VA  24112 
LEWIS.  MD.  Steven  T 
109  Claiborne  Avenue 
Rocky  Mount,  VA  24151 


OS 

IM 

CDS 

GS 

ORS 


LUCAS  JR  , MD.  Kenneth  Wilson 
209  Maple  Ave 
Rocky  Mount  VA  24151 
LYNCH  II  . MD.  Vernon  Lee 
109  Claiborne  Ave  N W 
Rocky  Mount  VA  24151 
LYNCH.  MD.  Linda  G Rhoads 
109  Claiborne  Ave 
Rocky  Mount  VA  24151 
STRONG,  MD.  Robert  Sinclair 
109  Claiborne  Ave 
Rocky  Mount  VA  24151 
VAUGHAN.  MD  John  Walt 
209  Maple  Avenue 
Rocky  Mount,  VA  24151 
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FREDERICKSBURG 

AARONSON.  MD.  Allen  Edward 
808  Weslwood  Office  Park 
Fredericksburg  VA  22401 
ALBO.  MD.  Cecil.o  E 
P 0 Box  71 
Ladysmith,  VA  22501 
ALLEN.  MD.  Donald  Miller 
904  Princess  Anne  Street 
Suite  201 

Fredericksburg  VA  22401 
BAKER,  MD.  Bruce  Edward 
150  Old  Greenwich  Dr  Ste  J 
Fredericksburg  VA  22401 
BASSIG,  MD.  Ricardo  Alarcon 
923  Prosperity  Ct 
Fredericksburg  VA  22401 
BEAMON  JR  , MD.  Chas  Ralph 
2103  Fall  Hill  Ave 
Fredericksburg  VA  22401 
BELANDRES,  MD.  Manuel  M 
P 0 Box  92 
Stafford  VA  22554 
BELLOTTI,  MD,  Gerald  A 
6 Buchanan  Court 
Sheraton  Hills  East 
Fredericksburg.  VA  22401 
BENITO.  MD,  Ruben  T 
P 0 Box  521 
Stafford.  VA  22554 
BLEY,  MD,  Donald  E 
1701  Fall  Hill  Ave 
Fredericksburg  VA  22401 
BROCK.  MD.  Jay  David 
511  Westwood  Office  Park 
Fredericksburg,  VA  22401 
BROCK,  MD,  Lee  Richard 
1703  Princess  Anne  St 
Fredericksburg,  VA  22401 
BUTZNER  JR  , MD  Wm  Walker 
1111  Charles  Slreet 
Fredericksburg  VA  22401 
BYRD,  MD.  William  Eugene 
1701  Fall  Hill  Avenue 
Fredericksburg,  VA  22401 
CAINE.  MD,  Robert 
407  Westwood  Office  Park 
Fredericksburg.  VA  22401 
CANIZARES,  MD.  Roberto  R 
921  Prosperity  Court 
Fredericksburg,  VA  22401 
CANIZARES.  MD,  Teresita  Cacha 
921  Prosperity  Court 
Fredericksburg  VA  22401 
CHERWEK.  MD,  Michael  L 

2300  Charles  St 
Fredericksburg  VA  22401 

CHILDRESS,  MD,  James  Michael 
1300  Thornton  Street 
Fredericksburg,  VA  22401 
CIMMINO.  MD,  Christian  V 
904  Princess  Anne  St 
Suite  201 

Fredericksburg  VA  22401 
COLINA  JR  , MD.  Jose  F 
4018  Bonnie  Brae  Court 
Fredericksburg  VA  22401 
CONELL.  MD.  Lawrence  J 
2616  Redcoat  Drive 
Suite  2D 

Alexandria,  VA  22303 
CRAIG  III,  MD,  Seth  Clayton 
College  Heights  Prof  Bldg 
1300  Thornton  Street 
Fredericksburg  VA  22401 
DALEY.  MD,  Wm  Edward 

2301  Fall  Hill  Ave 
Fredericksburg  VA  22401 

DEBLASI,  MD.  Robert  F 
2501  Fall  Hill  Avenue 
Fredericksburg.  VA  22401 
EARNHARDT  JR  , MD  Herman  L 

2300  Charles  Street 
Fredericksburg  VA  22401 

ELLISON  SR  , MD.  Richard  Carl 
516  Amelia  St 
Fredericksburg  VA  22401 
ESSIG,  MD.  Le  Roy  John 
1701  Fall  Hill  Ave 
Fredericksburg  VA  22401 
FULLER,  MD,  Philip  B 
Pratt  Clinic 

Fredericksburg,  VA  22401 
GARNER,  MD,  Fredric  Bruce 
808  Westwood  Office  Pk 
Fredericksburg  VA  22401 
GLOVER,  MD.  Clarence  Kinsey 

2301  Fall  Hill  Ave 
Fredericksburg  VA  22401 

GONZALES,  MD.  Geo  T 
703  Andora  Drive 
Fredericksburg  VA  22401 
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GRAY,  MD.  F Bradley 
912  Marye  St 
Fredericksburg  VA  22401 
GUACENA  JR  MD.  Gonzalo  F 
Mary  Washington  Hospital 
Fredericksburg  VA  22401 
HARRINGTON,  MD,  F Baldwin 
2501  Fall  Hill  Ave 
Fredericksburg  VA  22401 
HARRIS,  MD,  Rogers  N 
Port  Royal  VA  22535 
HARRY,  MD.  Robert  Roger 
Medical  Arts  Building 
2301  Fall  Hill  Avenue 
Fredericksburg,  VA  22401 
HEBRON  JR.  MD.  Desiderto  L 
18  Pointers  Ridge 
Fredericksburg,  VA  22405 
HEWITT,  MD  Michael  J 
904  Princess  Anne  St 
Suite  201 

Fredericksburg.  VA  22401 
HINE,  MD,  Paul  Forrest 
Mary  Washington  Hosp 
2300  Fall  Hill  Ave 
Fredericksburg  VA  22401 
HOLLISTER  JR  , MD,  Wm 
Med  Arts  Bldg 
Fredericksburg  VA  22401 
JOHNSON  JR  MD,  Marriott  C 
2501  Fall  Hill  Ave 
Fredericksburg  VA  22401 
JOHNSON.  MD.  David  Lewis 
1701  Fall  Hill  Ave 
Fredericksburg  VA  22401 
JONES,  MD.  Gordon  Willis 
2300  Charles  Slreet 
Fredericksburg  VA  22401 
JONES,  MD,  Raymond  Stanley 
1300  Thornton  St 
Fredericksburg  VA  22401 
KELSEY,  MD.  Ronald  Leon 
Mary  Washington  Hospital 
Pathology  Dept 
Fredericksburg  VA  22401 
KENNEWEG,  MD.  Donald  John 
904  Princess  Anne  St 
Suite  201 

Fredericksburg  VA  22401 
KIRBY,  MD.  David  Alan 

2300  Charles  Street 
Fredericksburg.  VA  22401 

KOHLER,  MD,  Stewart  Edwin 
Med  Arts  Bldg 
Fredericksburg  VA  22401 
KRAVETZ.  MD  Robt  Alan 
109  Windsor  Circle 
Fredericksburg  VA  22401 
LASERNA,  MD.  Oscar  Magno 
1300  Thornton  Street 
Fredericksburg  VA  22401 
LASERNA,  MD  Rosario  Guanzon 
47 1 1 Ewell  Road 
Fredericksburg  VA  22401 
LAURENCE,  MD.  Thos  Nichols 
910  Cornell  Street 
Fredericksburg  VA  22401 
LLOYD  JR  . MD  Thos  Stacy 
1701  Fall  Hill  Ave 
Fredericksburg  VA  22401 
LOW,  MD.  James  R 

2301  Fall  Hill  Ave 
Fredericksburg  VA  22401 

LUCEY,  MD.  John  D 
1616  Princess  Anne  St 
Fredericksburg,  VA  22401 
LUNA,  MD,  Ruben  Villaflores 
925  Prosperity  Court 
Fredericksburg  VA  22401 
MACARTHUR,  MD.  Angus 
1300  Thornton  Street 
Fredericksburg,  VA  22401 
MACHAN,  MD,  James  Robert 

2300  Charles  Street 
Fredericksburg,  VA  22401 

MARKS,  MD,  Frank  Wayland 

2301  Fall  Hill  Avenue 
Fredericksburg,  VA  22401 

MARTIN,  MD.  Arthur  J 
Box  485 

Bowling  Green,  VA  22427 
MASSAD,  MD.  Louis  Benedict 
2300  Charles  Street 
Fredericksburg  VA  22401 
MASSEY  III.  MD.  Caleb  R 
107  Butler  Road 
Fredericksburg,  VA  22405 
MATSON,  MD.  Raymond  Eugene 
1701  Fall  Hill  Ave 
Fredericksburg  VA  22401 
MEDSKER,  MD,  Thomas  T 
1 Bradbury  Cl 

Fredericksburg.  VA  22401 
MILLER,  MD.  Chas  Valentine 
1 109  Westwood  Dr 
Fredericksburg  VA  22401 
MOSS  MD.  Lloyd  F 
1701  Fall  Hill  Ave 
Fredericksburg  VA  22401 
MOTER.  MD.  Lawrence  Russell 
Pratt  Clinic 

Fredericksburg  VA  22401 
MUNDY.  MD.  Chas  B 
Route  2,  Box  365 
King  George  VA  22485 
MUNSIE,  MD.  Wm  Johnson 
Mary  Washington  Hosp 
Dept  Pathology 
Fredericksburg  VA  22401 
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NUTTER.  MD,  Paul  James 
2501  Fall  Hill  Ave 
Fredericksburg  VA  22401 
OLICHNEY,  MD,  Michael  Jos 
1701  Fall  Hill  Avenue 
Fredericksburg  VA  22401 
PAINTER,  MD.  John  W 
1300  Thornton  St 
Fredericksburg  VA  22401 
PAYNE.  MD,  Sami  0 Brien 
320  Wolfe  St 

Fredericksburg  VA  22401 
PERESLENY,  MD.  Vendel  I 
2301  Fall  Hill  Ave 
Fredericksburg  VA  22401 
PHILLIPS,  MD,  Frederic  Alden 
2301  Fall  Hill  Ave 
Fredericksburg  VA  22401 
RAFTER  II,  MD.  JRT 
Mary  Washington  Hospital 
Fredericksburg.  VA  22401 
RANELS,  MD,  Richard  Eugene 
1 107  Littlepage  Street 
Fredericksburg,  VA  22401 
REED,  MD.  Donald  Lloyd 
Mary  Washington  Hospital 
2300  Fall  Hill  Avenue 
Fredericksburg  VA  22401 
REYNOLDS.  MD.  George  A 
P 0 Box  279 
Bowling  Green  VA  22427 
ROBBINS  III,  MD,  Clement  Jay 

2300  Charles  Street 
Fredericksburg  VA  22401 

ROSE  JR  , MD,  John  B 

2301  Fall  Hill  Ave 
Fredericksburg  VA  22401 

ROYSTER,  MD,  Clarence  Edward 

2300  Charles  Street 
Fredericksburg  VA  22401 

RYAN,  MD,  John  Thomas 
Pratt  Clinic 
1701  Fall  Hill  Avenue 
Fredericksburg.  VA  22401 
SACKS.  MD,  Henry  Gerard 
Medical  Arts  Building 

2301  Fall  Hill  Avenue 
Fredericksburg.  VA  22401 

SAMBAT  JR  , MD.  Paulino  D 
12  Carriage  Hill  Lane 
Fredericksburg  VA  22401 
SASSER.  MD.  William  D 
2301  Fall  Hill  Ave 
Fredericksburg  VA  22401 
SCHWARTZ,  MD.  Leslie 
2301  Fall  Hill  Ave 
Fredericksburg  VA  22401 
SCOTT  III.  MD.  David  Wm 
904  Princess  Anne  St 
Suite  201 

Fredericksburg  VA  22401 
SCOTT  JR  , MD.  David  Wm 
1 100  Charles  Street 
Fredericksburg  VA  22401 
SHAPIRO,  MD,  Jerome  Jos 
Route  12  Box  66 
Fredericksburg.  VA  22401 
SMITH,  MD  Peter  Renick 
416  Bridgewater  St 
Fredericksburg  VA  22701 
SMOOT,  MD.  John  Lewis 
1701  Fall  Hill  Ave 
Fredericksburg  VA  22401 
SOUTHWORTH,  MD,  Lawrence  Earl 
904  Princess  Anne  St 
Suite  201 

Fredericksburg  VA  22401 
SPIVEY  JR  , MD.  John  Carl 
1701  Fall  Hill  Ave 
Fredericksburg  VA  22401 
STEVENS.  MD,  Michael  Peter 
1300  Thornton  St 
Fredericksburg  VA  22401 
STEVENS,  MD.  Patricia  E P 
1300  Thornton  St 
Fredericksburg  VA  22401 
TAYLOR,  MD.  Greogry  W 
556  Logan  Place 
Apt  8 

Newport  News.  VA  23601 
THOMPSON,  MD,  Richard  Niles 
1701  Fall  Hill  Ave 
Fredericksburg  VA  22401 
TRICE,  MD.  Jerry  Ashby 
1701  Fall  Hill  Ave 
Fredericksburg  VA  22401 
VRANIAN,  MD.  Robert  Brown 
The  Pratt  Clinic 
Fredericksburg  VA  22401 
WARE,  MD.  Earle  Rawlings 
307  Amelia  St 
Fredericksburg  VA  22401 
WHEELER  II  , MD.  Robt  Clews 
1701  Fall  Hill  Ave 
Fredericksburg  VA  22401 
WILLIS.  MD.  Amos  Johns 
217  Butler  Road 
Fredericksburg  VA  22405 
WRIGHT  III.  MD.  Melville  G. 

Medical  Arts  Building 
Fredericksburg.  VA  22401 


HALIFAX 

ABENES,  MD.  Gil  A 
2006  Norwood  Avenue 
South  Boston  VA  24592 


OPH 

PD 


BAJWA  MD.  Gurnam  S 
P 0 Box  860 
South  Boston,  VA  24592 
BANDY,  MD.  Maurice  E 
405  Oak  Lane 
South  Boston  VA  24592 
BATES,  MD,  Jesse  James 
2018  North  Mam  Street 
South  Boston  VA  24592 
BEACH,  MD,  Leslie  Myatt 
P 0 Box  860 
South  Boston  Clinic 
South  Boston.  VA  24592 
BRANN,  MD.  Wm  Cralle 
1013  Marshall  Ave 
South  Boston  VA  24592 
BROWNE.  MD,  Roger  Wayne 
Oak  Lane 

South  Boston  VA  24592 
BURNETT,  MD.  Gerald  Cram 
P 0 Box  835 
405  Oak  Lane 
South  Boston  VA  24592 
CHAPPELL,  MD,  Geo  Edward 
P 0 Box  98 
Halifax  VA  24558 
CROWDER  JR  , MD.  Thos  Harold 
2212  Halifax  Road 
South  Boston  VA  24592 
DIXON,  MD.  Cecil  B 
South  Boston  Clinic 
South  Boston  VA  24592 
EVANS.  MD.  Frederick  Carlyle 
2212  Halifax  Road 
Fuller-Roberts  Clinic 
South  Boston  VA  24592 
FENSTERER  JR,  MD.  Philip  H 
Post  Office  Box  846 
Halifax.  VA  24558 
FRIERSON  JR  MD,  John  Hugh 
P 0 Box  585 
Halifax  VA  24558 
FULLER  JR  , MD.  William  Allen 
Fuller-Roberts  Clinic 
2212  Halifax  Road 
South  Boston  VA  24592 
FULLER,  MD.  W Allen 
2212  Halifax  Road 
Fuller-Roberts  Clinic 
South  Boston  VA  24592 
GORDON.  MD.  Rufus  Henry 
409  Oak  Lane 
P 0 Box  837 
South  Boston  VA  24592 
HAGOOD  JR  , MD.  Wm  J 
Little  Retreat  Clime 
Clover  VA  24534 
HAGOOD.  MD,  Warren  Cleaton 
Clover  VA  24534 
LEE  MD.  Sun  Geun 
606  Forest  Drive 
South  Boston.  VA  24592 
MACCARTY  III.  MD.  William  C 
2202-A  Beechmont  Road 
South  Boston,  VA  24592 
MC  CONAHEY  III,  MD.  Wm  M 
Oak  Lane 

South  Boston,  VA  24592 
PAMBID,  MD,  Leovigil  D 
1 129  North  Mam  St 
South  Boston  Clinic 
South  Boston  VA  24592 
PANICH,  MD.  Banyat 
1129  N Mam  Street 
South  Boston,  VA  24592 
PUROHIT,  MD,  Girish 
1 129  N Mam  Street 
South  Boston.  VA  24592 
ROBERTS  JR  , MD,  Lucien  Wood 
2212  Halifax  Road 
South  Boston  VA  24592 
SHERIFF,  MD,  Denys  Frederick 
1146  Mam  St 
P 0 Box  860 
South  Boston  VA  24592 
SOUZA,  MD  Cesar  Augusto 
200  Forest  Drive 
South  Boston.  VA  24592 
SPARKS,  MD.  Paul  Cornwell 
2202  A Beechmont 
South  Boston,  VA  24592 
THANAPORN,  MD,  Prasit 
P 0 Box  860 
South  Boston  VA  24592 
TOMPKINS,  MD.  James  Langhorne 
2212  Halifax  Road 
South  Boston.  VA  24592 
TUCKER  MD.  Henry  Jos 
2212  Halifax  Road 
Fuller-Roberts  Clinic 
South  Boston  VA  24592 
URUETA,  MD,  Enrique  E 
Box  89 

Clover.  VA  24534 
WARD.  MD,  Phillip  Dare 
Fuller-Roberts  Clinic 
2212  Halifax  Road 
South  Boston  VA  24592 
WATKINS.  MD.  Wm  Randolph 
1 129  North  Mam  Street 
South  Boston  VA  24592 
WILKINSON.  MD.  Geo  Lee 
1104  Charles  St 
South  Boston  VA  24592 
WILLIS.  MD.  Calvin  Johnson 
Box  387 

Halifax  VA  24558 
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12  HALIFAX-HAMPTON-HANOVER- JAMES  RIVER-LEE-LOUDOUN-LOUISA-LYNCHBURG 


WOLFHOPE.  MD  Barbara  FP 

South  Boston  Clime 
1 1 29  N Mam  Street 
South  Boston,  VA  24592 
WOODING.  MD  N H AN 

River  Bend  Clinic 
Halifax  VA  24558 

WRAY,  MD,  Frank  Grove  GP 

409  Oak  Lane 
South  Boston  VA  24592 

HAMPTON 

ACOSTA,  MD,  Carlos  F GP 

1310  Todds  Lane 
Hampton  VA  23666 

BAILEY.  MD,  James  Paul  P 

4 Maynard  St 
Hampton  VA  23661 

BANDY,  MD.  Wm  Henry  PH 

3130  Victoria  Blvd 
Hampton  VA  23661 

BANGEL.  MD.  Wm  M OBG 

2107  Hartford  Rd  Ste  B 
Hampton  VA  23666 

BASSETTE  III.  MD  Andrew  WE  GS 

Box  429 

Hampton  VA  23669 

BEAZLIE,  MD,  Thomas  M NEP 

2107  Hartford  Road 
Suite  B 

Hampton,  VA  23666 

BELL  JR  , MD.  C Cooper  GS 

Veterans  Admin  Center 
Hampton  VA  23667 

BERLIN  JR  . MD.  Irving  US 

2019  Cunningham  Dr 
Hampton  VA  23366 

8ING0L,  MD.  Mehmet  M PD 

427  Elizabeth  Lake  Dr 
Hampton,  VA  23669 

BINNS,  MD.  Silas  0 U 

2901  Chestnut  Ave 
Newport  News  VA  23607 
BUND,  MD.  David  L GP 

P 0 Box  9090 
Hampton.  VA  23620 

BRADLEY.  MD.  Chester  Dale  OS 

222  Pocahontas  PI 
Hampton  VA  23661 

BRAGG.  MD.  Leroy  P IM 

3802  Kecoughtan  Road 
Hampton  VA  23669 

BROWN,  MD.  Cyrus  U OBG 

2019  Cunningham  Drive 
Suite  402 

Hampton.  VA  23666 

CHESSEN.  MD.  Douglas  Howell  P 

301  Hiden  Boulevard 
Newport  News.  VA  23606 
CURK.  MD.  Richard  Franklin  PTH 

Hampton  General  Hospital 
Hampton  VA  23361 

COHEN.  MD.  Alan  Brent  GS 

2017  Cunningham  Dr  204 
Hampton  VA  23666 

COHEN.  MD,  Alan  Paul  AN 

2612  Kecoughtan  Road 
Hampton  VA  23661 

COHEN.  MD.  N Norman  GP 

2726  W Mercury  Blvd 
Hampton.  VA  23666 

COKER  JR..  MD,  William  Luther  D 

2019  Cunningham  Drive 
Hampton.  VA  23666 

CUI.  MD.  Mane  Pola  I GP 

1786  Old  Buckroe  Road 
Hampton.  VA  23664 

CURTIS  JR,  MD  Walter  OBG 

Woman's  Clinic  Of  Hampton 
3116  Victoria  Boulevard 
Hampton.  VA  23661 

DE  LOS  SANTOS.  MD.  Gregorio  R GS 
506  Cockletown  Rd 
Yorktown  VA  23690 

DE  SANTOS,  MD,  Jorge  T GS 

3934  Whispering  Oaks  Place 
Virginia  Beach.  VA  23455 
DOGRUL.  MD.  Suleyman  S FP 

478  Elizabeth  Lake  Dr 
Hampton  VA  23669 

DONALDSON.  MD,  Brian  Robert  GS 

P 0 Box  7437 
Hampton  VA  23666 

DU  BUY,  MD.  Jean  Bernard  EM 

P 0 Box  515 
Hampton,  VA  23669 

EDWARDS,  MD,  Norman  Ross  OBG 

7Oak  Hall? 

55  Ferguson  Lane 
Newport  News  VA  23606 
FARRAR.  MD  Howard  Ashby  R 

Hampton  Gen  Hosp 
Hampton  VA  23669 

FLETCHER  III.  MD.  Alan  U 

2013  Cunningham  Dr 
Hampton  VA  23666 

FRANKLIN  JR  . MD.  William  A D 

2010  27th  St 
Newport  News  VA  23607 
FRAZIER.  MD,  Maurice  W GP 

Box  3072 

Phoebus  VA  23663 

FREDA,  MD.  Franklin  D PD 

21  Braywood 
Williamsburg.  VA  23185 


FREDA,  MD,  Franklin  Lawrence  OPH 

Tower  Box  20 
2101  Executive  Dr 
Hampton  VA  23666 

GALDOS,  MD.  Manuel  OBG 

4000  W Mercury  Blvd 
Hampton,  VA  23666 

GRAY,  MD.  Frederic  Wood  GS 

21  Ivy  Home  Road 
Hampton  VA  23669 

GREEN.  MD.  Stephen  Lloyd  ID 

2101  Executive  Dr 
Hampton  VA  23666 

GREENE,  MD.  Arthur  D ORS 

2019  Cunningham  Drive 
Hampton.  VA  23666 

GRIFFITH.  MD.  Douglas  L NS 

Tower  Box  61 
2101  Executive  Drive 
Hampton.  VA  23666 

HALL.  MD.  Cloyes  Thompson  GS 

Northbrook  Heights 
17  Murray  Street 
Auburn.  NY  13021 

HANSON,  MD.  George  K AN 

2612  Kecoughtan  Road 
Hampton.  VA  23661 

HARTWRIGHT.  MD,  Alva  James  A 

606  Denbigh  Blvd.  #105 
Newport  News.  VA  23602 
HENRY  JR  . MD.  Lester  F GS 

31 16  Victoria  Blvd 
Hampton  VA  23661 

HOGG.  MD.  Carol  Ann  Campbell  PH 

409  River  Rd 
Newport  News  VA  23601 
HOLT  JR  . MD.  Mark  Edgar  IM 

123  Tide  Mill  Lane 
Apt  41A 

Hampton.  VA  23666 

HONG,  MD.  Young  Sung  GE 

13  Club  Terrace 
Newport  News  VA  23606 
HOWARD  JR  . MD  Robt  Edwin  OBG 
3116  Victoria  Blvd 
Hampton  VA  23661 

HOWELL.  MD.  Hannibal  Eldredge  IM 

Hampton  Inst  Infirmary 
Hampton  VA  23368 

HUNTER.  MD.  William  Mills  EM 

104  Goose  Creek  Road 
Yorktown  VA  23690 

JONES.  MD,  Eldred  S GP 

4401  Victoria  Blvd 
Hampton  VA  23369 

JOYNES,  MD.  Michael  Hope  FP 

2017  Cunningham  Drive 
Suite  404 

Hampton  VA  23666 

KEARNEY  II  , MD  Frank  A GP 

1 10  S Curry  St 
Hampton  VA  23663 

KIM.  MD  Myung  Woong  IM 

Tower  Box  52 
2101  Executive  Dr 
Hampton,  VA  23666 

KINZIE  IV  . MD.  Daniel  H EM 

1 102  Buckingham  Ave 
Norfolk  VA  23508 

KOH,  MD,  Woon  Hi  CD 

335  Woodside  Drive 
Hampton  VA  23669 

LEAKE  III,  MD.  Andrew  K PUD 

2101  Execulive  Drive 
Hampton  VA  23666 

LOIACONO.  MD.  Patsy  Julius  R 

700  Yorkville  Road 
Yorktown,  VA  23692 

MC  ADAM.  MD.  Richard  Bernard  NS 

2101  Executive  Dr 
Executive  Tower  South 
Hampton  VA  23666 

MENDEZ.  MD.  Hedley  Nprman  EM 

7 Breezy  Point 
Poquoson,  VA  23662 

MORRISON,  MD  J Donald  OBG 

467  A Denbigh  Blvd 
Newport  News  VA  23602 
NAHORMEK,  MD.  Patricia  A CD 

22  Amy  Brooks  Drive 
Newport  News.  VA  23606 

NAPIER,  MD.  Dennis  Lee  OBG 

467-A  Denbigh  Blvd 
Newport  News.  VA  23602 
0 CONNELL,  MD.  Clifford  T PTH 

Drawer  640 
Hampton  General  Hosp 
Hampton  VA  23669 

OLSON  JR  , MD.  John  Robt  R 

528  Elizabeth  Lake  Dr 
Hampton  VA  23669 

OTTE.  MD  Ray  Chas  R 

Hampton  General  Hospital 
Hampton  VA  23661 

PAGE,  MD.  Myron  E U 

2013  Cunningham  Drive 
Suite  321 

Hampton,  VA  23666 

PARHAM  JR  , MD.  Louis  Danl  FP 

2019  Cunningham  Dr 
Hampton  VA  23666 

PASQUARIELLO.  MD.  Peter  J PD 

31 16  Victoria  Blvd 
Hampton  VA  23669 

PHILLIPS.  MD  James  L ORS 

2117  Hartford  Road 
Hampton  VA  23666 


PRICE,  MD.  Walter  S PD 

2013  Cunningham  Dr 
Hampton  VA  23666 

RAPOSO.  MD.  Carlos  Alberto  NEP 

2107  Hartford  Road 
Suite  B 

Hampton.  VA  23666 

RICCIARELLI.  MD.  Giacomo  A GS 

2107  Hartford  Road 
Hampton  VA  23666 

ROBERT.  MD,  Frank  Chambers  IM 

2019  Cunningham  Drive 
Suite  220 

Hampton.  VA  23666 

ROBERTS,  MD.  Ernest  S GS 

61  Hampton  Rds  Ave 
Hampton  VA  23361 

ROBESON.  MD  Ella  P Tompkins  GP 

13  Adriatic  Ave 
Hampton  VA  23664 

ROBINSON,  MD,  James  Paton  P 

81  Breakwater 
Hampton,  VA  23669 

RUIZ-GOMEZ.  MD.  Anselmo  AN 

P 0 Box  2682 
Newport  News  VA  23602 
SAWYER.  MD,  Lois  Taylor  AN 

30  Ensigne  Spence 
Williamsburg  VA  23185 
SCHULER  III.  MD  Frank  A PS 

12515  Warwick  Blvd. 

Suite  301 

Newport  News.  VA  23606 
SMITH  JR  , MD.  Wm  Henderson  OTO 

31 16  Victoria  Blvd 
Hampton  V A 23661 

SMITH.  MD.  Stuart  James  FP 

148  Clyde  Street 
Hampton,  VA  23669 

SNIDER,  MD.  John  Schurr  GS 

304  Lookout  Pass 
Hampton  VA  23669 

STIFF,  MD.  Leroy  E OBG 

9 Fall  Meadow  Court 
Hampton,  VA  23666 

STOKES.  MD  Parker  Rea  FP 

2017  Cunningham  Drive 
Hampton  VA  23666 

STOUT,  MD  Robt  E IM 

31 16  Victoria  Blvd 
Hampton  VA  23361 

TALIBI.  MD.  Mazhar  All  U 

2013  Cunningham  Dr 
Hampton  VA  23666 

TAN,  MD.  Hoay  Tjiang  U 

700  Richmond  Road 
Williamsburg  VA  23185 
TEMKO,  MD.  Michael  Hart  IM 

2019  Cunningham  Dr 
Hampton  VA  23666 

TRAYNHAM  III.  MD.  John  E ORS 

Tidewater  Ortho  Assoc 
2117  Hartford  Road 
Hampton.  VA  23666 

TYLER,  MD,  John  Hutchinson  GP 

P 0 Box  546 
Chester  VA  23831 

VAMVANIJ,  MD.  Somi  Marie  OBG 

Tower  Box  37 
2101  Executive  Drivew 
Hampton,  VA  23666 

VENKATESAN,  MD.  Saileela  PD 

4329  Alfriends  Tr 
Virginia  Beach.  VA  23455 
VMD.  ISHNIAVSKYShalom  PTH 

7309  Midfield  Street 
Norfolk.  VA  23505 

WARD  JR  . MD.  Oscar  Wilde  GP 

15  S Mallory  St 
Hampton  VA  23663 

WARD,  MD  Joseph  Lawson  FP 

2017  Cunningham  Dr 
Hampton  VA  23666 

WATTERS  JR  . MD.  John  A OPH 

2101  Executive  Dr 
Tower  Box  74 
Hampton  VA  23666 

WHITE  II  . MD.  Earl  D ORS 

Tidewater  Ortho  Assoc 
2117  Hartford  Drive 
Hampton  VA  23666 

WILSON  JR  . MD.  James  AN 

2612  Kecoughtan  Rd 
Hampton  VA  23661 

YANG.  MD,  Jieh-Chyou  AN 

122  Freemoor  Drive 
Poquoson,  VA  23662 

YILUR.  MD,  Mehmet  K.  P 

2101  Executive  Dr 
Box  25 

Hampton.  VA  23666 

ZIMMERMAN  JR  , MD.  Chas  H OBG 

31 16  Victoria  Blvd-#204 
Hampton  VA  23369 

HANOVER 

DE  LIGIO.  MD,  James  J FP 

Beaverdam  Family  Physicians 
Box  98 

Beaverdam  VA  23015 
GILBERT.  MD.  Charles  Louis  IM 

Box  310-B  Rt  1 
Doswell  VA  23047 

HAMNER  JR  . MD.  John  D PH 

315  Duncan  St 
Ashland  VA  23005 


LEE.  MD.  Richard  Mimms  PD 

P 0 Box  958 
Ashland  VA  23005 

LOWRY,  MD  Mann  T FP 

Box  19  Rt  2 
Montpelier  VA  23192 

OWENS.  MD  Joanna  Maiden  PH 

2014  Kaye  Drive 
Mechamcsville.  VA  23111 
PILAND  JR  . MD.  Jethro  H FP 

Rt  1.  Box  380  C 
Mechamcsville  VA  23111 
POWELL.  MD,  Robt  Gilliam  FP 

Route  2.  Box  97C 
Montpelier,  VA  23192 
SCHLEIN.  MD.  Paul  Arthur  PD 

4216  Seminary  Ave 
Richmond  VA  23227 

SHALF,  MD,  Jerome  Marshall  PD 

707  Maple  St 
Ashland  VA  23005 


JAMES  RIVER 

BOWLES,  MD.  James  H GP 

Sandy  Hook  VA  23153 

DYCHES.  MD.  Garland  GP 

P 0 Box  66 
Dillwyn  VA  23936 

EPPERSON  JR.  MD.  Thomas  I FP 

P 0 Box  137 
Buckingham.  VA  23921 

FIELD,  MD.  Burton  Eugene  GP 

Rt  2 Box  295 
Dillwyn  VA  23936 

UNFORD.  MD,  Randolph  Ewing  GP 

P 0 Box  105 
Palmyra,  VA  22963 

PENNINGTON.  MD.  Margaret  A GP 

Buckingham  VA  23921 

PENNINGTON,  MD.  Wm  Alton  GP 

Buckingham  VA  23921 

SNEAD,  MD.  Russell  N GP 

Point  Of  Fork 
Columbia  VA  23038 

WINE.  MD.  John  Robert  FP 

P 0 Box  20 
Dillwyn.  VA  23936 


LEE 

EWING.  MD.  Nathaniel  C GP 

Box  345 

Jonesville  VA  24263 

FAIZE,  MD.  Hossem  GS 

Pennington  Med-Surg  Grp 
Pennington  Gap.  VA  24 277 
KINSER.  MD,  Henry  A GP 

204  Church  Ave 
Pennington  Gap  VA  24277 
OWENS,  MD.  Beryl  Henry  GP 

Box  198 

Rose  Hill  VA  24281 

TAYLOR  II  . MD.  Kelly  Darrell  GP 

Lee  Gen  Hosp 
Pennington  Gap  VA  24277 

LOUDOUN 

BAGEANT.  MD.  Sami  M GP 

Box  180  Rt  1 
Round  Hill,  VA  22141 

BAILEY.  MD.  Wm  Otis  OTO 

5308  Carvel  Rd 
Washington  DC  20016 
BELOTE.  MD.  Robert  Keith  FP 

49  South  King  Street 
Leesburg.  VA  22075 

BOONE.  MD,  Owen  Riley  GS 

50-A  Edwards  Ferry  Road 
Leesburg  VA  22075 

CALLAHAN  II.  MD,  Flmton  OPH 

19  South  Wirt  Street 
Leesburg.  VA  22075 

COHEN.  MD  Lawrence  ORS 

20  S King  St 
Leesburg  VA  22075 

DUNN  II  , MD.  Churchill  Gibson  P 

Route  4.  Box  50 
Leesburg  VA  22075 

FRAZER,  MD.  William  Penn  FP 

P 0 Box  7 

Purcellville  VA  22132 

GABLE.  DO.  James  Ticknor  OST 

20  South  King  St 
Leesburg  VA  22075 

GATES.  MD.  Thomas  Jarman  GS 

50-A  Edwards  Ferry  Road 
Leesburg,  VA  22075 

JAMARIK,  MD,  Geo  Thos  R 

65  Gibson  St  Ste  123 
Leesburg  VA  22075 

KIMBALL.  MD.  Robt  W P IM 

38  West  Market  St 
Leesburg  VA  22075 

MC  LEOD,  MD  Harry  Ronald  OBG 

50-C  Edwards  Ferry  Road 
Leesburg  VA  22075 

OLIVER.  MD.  Keith  Millner  GP 

P 0 Box  368 
Purcellville  VA  22132 

ORR,  MD.  Robert  Alden  GP 

Box  510 

Leesburg  VA  22075 

REMUZZI,  MD.  Robert  ORS 

20  S King  St 
Leesburg  VA  22075 

ROBERTS.  MD.  Thomas  J.  GP 

31  W Loudoun  Street 
Leesburg  VA  22075 


ROGERS  MD  Jos  Megeath  EM 

Rt  1 Box  367 
Hamilton  VA  22068 

SCHUSTER,  MD.  Donna  L A 

135  Leesburg  Pike 
Sterling.  VA  22170 

SNYDER  111,  MD  Christopher  FP 

49  South  King  Street 
Leesburg  VA  22075 

SOLIN,  MD.  Michael  E FP 

21  E Loudoun  Street 
Leesburg  VA  22075 

TANKOOS,  MD  Amy  L N 

28  W Market  St 
Leesburg.  VA  22075 

WESTON  MD  Jean  Kendrick  US 

Box  33  Rfd  # i 
Purcellville  VA  22132 

WILLOUGHBY.  MD.  Michael  Hill  OBG 

50-C  Edwards  Ferry  Road 
Leesburg  VA  22075 

ZOLKIWSKY  MD  Walter  Richard  GP 

1500  Coat  Ridge  Rd 
Herndon  VA  22070 

LOUISA 

LLOYD,  MD,  Wm  S GP 

Goochland  VA  23063 

LYNCHBURG 

ALBERTSON.  MD.  Thos  Howard  PO 

1901  Thomson  Dr 
Lynchburg  VA  24501 

AMPARAN.  MD  Aquiles  GS 

1621  Whitfield  Drive 
Bedford  VA  24523 

ARNOLD.  MD,  John  Byrd  PO 

1901  Thomson  Dr 
Lynchburg  VA  24501 

ARNOLD,  MD.  Sidney  R GP 

Box  40 

Amherst  VA  24521 

ASHWORTH  JR.  MD.  Charles  V GP 

2900  Old  Forest  Road 
Lynchburg.  VA  24501 

BALDWIN  JR  . MD  Monroe  Glass  U 

2542  Langhorne  Rd 
Lynchburg  VA  24501 

BARNES.  MD.  David  Wr.ght  GP 

7204  Timberlake  Rd 
Lynchburg  VA  24502 

BARNEY  MD  William  H.  IM 

1935  Thomson  Drive 
Lynchburg  VA  24501 

BELL.  MD.  Richard  Clark  IM 

Rt  1 Box  167 
Rustburg  VA  24588 

BELTRAN.  MD.  Romulo  G P 

1209  Sarah  Lynch  Place 
Lynchburg.  VA  24503 
BENDALL  JR,  MD  Richard  A FP 

Post  Office  Box  710 
Madison  Heights.  VA  24572 
BENNETT.  MD.  Chester  A GP 

156  Howard  Drive 
Lynchburg  VA  24503 

BERKLEY,  MD.  Wm  L OPH 

725  Church  Street 
Lynchburg  VA  24504 
BLACKBURN.  MD  James  E 
1928  Thomson  Dr 
Lynchburg  VA  24501 

BOTTON.  MD.  Jacques  Ephraim  NS 

1933  Thomson  Dr 
Lynchburg  VA  24501 

BOULWARE,  MD.  Ralph  H GP 

1209  14th  St 
Lynchburg  VA  24504 

BOWDEN  JR  , MD.  Robt  Henry  OBG 

1900  Tate  Sps  Rd 
Lynchburg  VA  24501 

BOWEN,  MD.  Robert  R ORS 

P 0 Box  10789 
Lynchburg  VA  24506 

BRANSON.  MD.  Donald  Gene  FP 

P 0 Box  3176 
Lynchburg.  VA  24503 
BROWN,  MD  William  Martin  IM 

1715  Thomson  Drive 
Lynchburg.  VA  24501 

BROWNLEY,  MD  Harvey  C A 

3323  Woodridge  Place 
Lynchburg  VA  24503 
BRUST.  MD.  Stuart  Wm 
2323  Atherholt  Road 
Lynchburg  VA  24501 
BRYAN.  MD  Phillips 

1900  Tate  Spring  Road 
Suite  #2 

Lynchburg,  VA  24501 

BRYANT,  MD.  Stephen  Robert  PD 

1901  Thomson  Drive 
Lynchburg,  VA  24501 

BUCK  JR  . MD.  Frank  Neville  U 

2542  Langhorne  Rd 
Lynchburg  VA  24501 

BURGER  MD.  Wilbur  France  ND 

1937  Thomson  Dr 
Lynchburg  VA  24501 
BYRD  JR.  MD  Walter  R 
P 0 Box  11924 
Lynchburg.  VA  24506 
CALLICOTT  JR  . MD  Joseph  H PTH 
1905  Atherholt  Road 
Lynchburg  VA  24501 
CALVERT.  MD.  Geo  Edward 
1900  Tate  Springs  Rd 
Lynchburg  VA  24501 
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THE  SEVEN  YEAR  OLD 
VIRGINIAN  HAS  ADDED  QUALITY 
TO  THE  CHAPTERS  OF  LIFE. 


The  series  of 
personal  experiences 
compose  chapters  of 
life  from  birth  to 
adolescence  and 
adulthood.  If,  at  any 
juncture,  individual 
stability  is  threaten- 
ed, a professional 
and  unique  team 
approach  in  a 
comfortable  home- 
like atmosphere  with 
the  very  best  indivi- 
dual care  is  the  ideal 
solution.  And  that  is 
the  dedication  of 
Roanoke  Valley 
Psychiatric  Center. 


Children  & Adolescent 
Treatment  Program 
Adult  Treatment  Program 
Alcohol  Treatment  Program 


We  are  a fully 
accredited  private 
psychiatric  hospital, 
staffed  with  qualified 
psychiatrists,  psycho- 
logists, clinical 
specialists  and  con- 
sultants, dedicated  to 
the  treatment  and 
care  of  child, 
adolescent  and  adult 
mental  and  emotional 
illness.  Inquiry  and 
admission  in  strictest 
confidence.  Call  or 
write  for  descriptive 
brochure.  Your 
patient  deserves 
added  quality  to  a 
chapter  of  life. 


Roanoke  Valley 
Psychiatric  Center 


24  HOUR  ADMISSION 
703.989.3351 
1902  Braeburn  Drive 
Salem,  Virginia  24153 


William  W.  Semones,  Administrator 


John  O.  Hurt,  Jr.,  M.D.,  Medical  Director 


Because  The  Patients  Dilemma 
Is  Uniquely  Individual,  So  Too, 
Is  Our  Approach  To  Therapy 


At  Sheppard  Pratt  we  know  that  no  two  patients 
are  alike— and  that  each  represents  a highly  personal 
confluence  of  needs,  desires  and  potential. 

Thus,  our  first  step  is  always  to  seek  out  the 
uniqueness  of  the  person  who  comes  to  us  the  deep, 
structural  individuality 

Only  then  do  we  initiate  a fully  personalized  and 
comprehensive  treatment  plan.  Each  such  plan  is  different. 
Most  patients  are  seen  two  to  five  times  a week  in  individual 
and  group  psychodynamically-oriented  psychotherapy. 
Social  workers,  psychologists,  nurses,  activity  therapists, 
special  educators  and  other  mental  health  workers  con- 
currently engage  the  Sheppard  Pratt  patient  in  a range  of 
therapies— including  activity,  family,  behavior,  psy- 
choeducational,  and  where  indicated,  somatic. 

Each  patient  thus  receives  intensive 
and  continuous-attention  from  a professional  staff 
in  fulfillment  of  the  goals  and  objectives  of  the 
treatment  plan  This  attention,  coupled  with  the 


peaceful  ambiance  of  our  spacious  facilities  and  grounds, 
supports  all  treatment  activities 

Indeed,  at  Sheppard  Pratt,  we  cultivate  an 
environment  of  personal  warmth  and  support  throughout 
our  intermediate  and  long-term  adult  inpatient  units  our 
intermediate  and  long-term  child  and  adolescent  units  in 
our  state-accredited  Forbush  School  which  can  accom- 
modate students  from  kindergarten  through  grade  12  ... 
and  throughout  our  short-term  specialty  units. 

It  is  a unique  approach— as  unique  as  Sheppard 
Pratt's  100-acre  campus  known  before  the  turn  of  the 
century  as  a place  of  quiet  and  enduring  beauty 
We  would  like  to  tell  you  more. 

For  more  information  about 
Sheppard  Pratt,  a comprehensive  psychiat- 
ric center  for  treatment,  education  and 
research,  call  or  write  Director  of  Admis- 
sions, 6501  North  Charles  Street,  Baltimore. 
Maryland,  21204,  (301 ) 823-8200. 


SHEPPARD 
&ENOCH 
PRAIT 


LYNCHBURG-MID-TIDEWATER  13 


CAMPBELL,  MD.  John  W GP 

P 0 Box  120 
Brookneal,  VA  24528 

CLARK,  MD.  Joe  Lynn  OTO 

2321  Atherholt  Road 
Lynchburg  VA  24501 

COLEMAN,  MD.  Ashby  GP 

606  Broad  St 
Altavista  VA  24517 

COOK  JR  , MD,  Wm  A OBG 

2255  Langhorne  Rd 
Lynchburg  VA  24501 

COX,  MD.  James  M IM 

1900  Tate  Springs  Road 
Suite  14  Medical  Center 
Lynchburg  VA  24501 

CRADDOCK.  MD.  Geo  Barksdale  IM 

201 1 Tate  Springs  Rd 
Lynchburg  VA  24501 

CROWDER  JR,  MD.  Robert  Vincent  IM 
913  Old  Trents  Ferry  Road 
Lynchburg.  VA  24503 

DANBY,  MD.  John  Herbert  FP 

Box  3176 

Lynchburg  VA  24503 

DELANEY,  MD.  Thomas  J AN 

108  Oakmont  Court 
Lynchburg.  VA  24503 

DILLARD  JR  , MD.  Powell  G R 

2007  Tate  Springs  Rd 
Lynchburg  VA  24501 

DONEGAN.  MD.  Martha  F AN 

P 0 Box  2659 
Lynchburg.  VA  24501 

DREW,  MD.  Philip  Trafton  FP 

Drawer  81 

Evmgton  Medical  Center 
Evmgton,  VA  24550 

DRISKILL  JR  , MD.  Wm  Lawson  OBG 
2255  Langhorne  Rd 
Lynchburg  VA  24501 

DUNSTAN  JR,  MD.  James  C ORS 

1914  Thomson  Drive 
Lynchburg,  VA  24501 

ECHOLS  JR  , MD.  Porter  Burks  OPH 
2025  Tate  Springs  Road 
Lynchburg  VA  24501 

ECHOLS,  MD.  Porter  Burks  OPH 

2025  Tate  Springs  Rd 
Lynchburg  VA  24501 

EDMUNDS  SR  . MD.  Beni  P IM 

201 1 Tate  Springs  Rd 
Lynchburg  VA  24501 

EDMUNDS.  MD,  Elizabeth  Holt  GP 

2200  Landover  Place 
Medical  Care  Center 
Lynchburg  VA  24501 

ENSLIN,  MD.  Jessie  Marsh  CHP 

Suite  21,  Med  Cen 
1900  Tate  Springs  Road 
Lynchburg,  VA  24501 

EPPES  JR,  MD.  Thomas  W FP 

Box  1 14 

Forest.  VA  24551 

ERBA,  MD.  S Michael  IM 

219  Wildwood  Road 
Lynchburg,  VA  24502 

FAULCONER,  MD,  Jack  Sterling  GP 

P 0 Box  710 

Madison  Heights  VA  24572 

FEINMAN,  MD,  Maxwell  Carlton  OTO 

2321  Atherholt  Rd 
Lynchburg  VA  24501 

FITZGERALD,  MD.  Paul  Francis  ORS 

Box  2393 

Lynchburg  VA  24501 

FORD  III,  MD.  Kiah  Thornton  R 

31 10  Landon  Street 
Lynchburg.  VA  24503 

FOREMAN.  MD.  Wm  Sidney  OBG 

P 0 Box  145 
Forest  VA  24551 

FOSTER,  MD.  James  Edward  ORS 

P 0 Box  10789 
Lynchburg  VA  24506 

FOX,  MD,  Parham  R DR 

3908  Peakland  PI 
Lynchburg  VA  24503 

FRANK.  MD,  William  E ORS 

P 0 Box  10789 
Lynchburg  VA  24506 

FRATRICK,  MD,  Albert  Andrew  FP 

Prol  Bldg 

Appomattox  VA  24522 

FULLER,  MD.  Samuel  P PS 

1922-B  Thomson  Drive 
Lynchburg,  VA  24501 

GARDNER,  MD,  Robt  D P 

3237  Downing  Drive 
Lynchburg  VA  24503 

GAYLE  JR  , MD,  Wm  Earle  GS 

1911  Thompson  Dr 
Lynchburg  VA  24501 

GIBBS,  MD,  Lucy  Hodnette  PM 

4700  Doyle  Terrace 
Lynchburg.  VA  24503 

GIBBS,  MD,  Wm  Phillip  D 

2323  Altherhold  Rd 
Lynchburg  VA  24501 

GILES.  MD,  Richard  D IM 

1900  Tate  Springs  Road 
Suite  14 

Lynchburg  VA  24501 

GILKEY,  MD.  John  M OBG 

1906  Thomson  Drive 
Lynchburg  VA  24501 

GILMER  III,  MD,  Graham  OTO 

2259  Langhorne  Road 
Lynchburg,  VA  24501 


GLENN,  MD,  Robt  Lee  IM 

1715  Thomson  Dr 
Lynchburg  VA  24501 

GRAHAM,  MD.  Louis  Bmford  FP 

8402  Timberlake  Road 
Lynchburg,  VA  24502 

GUTHROW  JR,  MD.  Clyde  Earl  IM 

1909  Quarry  Road 
Lynchburg,  VA  24503 

HALPIN,  MD.  John  J.  HEM 

1937  Thomson  Drive 
Lynchburg,  VA  24501 

HAMRICK  III,  MD,  Frederick  D PTH 

Lynchburg  Gen  Hosp  Dept  Path 
Lynchburg  VA  24504 

HANCOCK,  MD,  Edward  H PD 

Route  3.  Box  670A 
Madison  Heights,  VA  24572 

HARPER,  MD,  Edwin  A PD 

2205  Link  Road 
Lynchburg  VA  24503 

HARRIS.  MD,  Norman  Stuart  IM 

1715  Thomson  Rd 
Lynchburg  VA  24501 

HARRIS.  MD,  Stuart  Horsley  GS 

1911  Thomson  Dr 
Lynchburg  VA  24501 

HAWKINS,  MD.  Richard  F IM 

1915  Thomson  Dr 
Lynchburg  VA  24501 

HAYNSWORTH  JR  , MD,  Josiah  E GS 

1801  Thomson  Dr 
Lynchburg  VA  24501 

HENGERER,  MD,  James  R OTO 

2259  Langhorne  Rd 
Lynchburg.  VA  24501 

HICKMAN,  MD.  Janet  Gratner  D 

2602  Langhorne  Road,  L 
Lynchburg,  VA  24501 

HICKMAN.  MD,  Robert  E GE 

1900  Tate  Springs  Road 

#17  Medical  Center 
Lynchburg,  VA  24501 

HICKSON,  MD.  Edward  Watts  US 

P 0 Box  9 
Rustburg  VA  24588 

HILL,  MD,  David  Bennett  GS 

1801  Thomson  Drive 
Lynchburg,  VA  24501 

HOBBS  JR  , MD,  Wm  Alexander  OPH 
2812  Link  Road 
Lynchburg  VA  24503 

HOBBS,  MD.  Frank  I OPH 

2255  Langhorne  Road 
Lynchburg  VA  24501 

HOLLAND,  MD.  Walter  R AN 

1928  Thomson  Drive 
Lynchburg  VA  24501 

HOPKINS.  MD.  Frank  R PD 

1901  Thomson  Dr 
Lynchburg  VA  24501 

HOPKINS,  MD,  Jay  Everett  ORS 

1922  Thomson  Drive 
Lynchburg  VA  24501 

HOUCK,  MD,  Jos  W GS 

3249  Downing  Dr 
Lynchburg  VA  24503 

HOUCK,  MD,  Peter  Wm  PD 

1901  Thomson  Dr 
Lynchburg  VA  24501 

HOWARD,  MD,  Lawrence  Max  IM 

2015  Tate  Springs  Road 
Lynchburg  VA  24501 

HRYNICK.  MD.  Martin  James  GP 

3619  Old  Forest  Road 
Lynchburg.  VA  24501 

HULICK.  MD,  Peter  Richard  TR 

Po  Box  2026 
Lynchburg  VA  24501 

HUNTER,  MD,  James  Gordon  DR 

2007  Tate  Springs  Rd 
Lynchburg  VA  24501 

HURT,  MD.  Geo  Adams  NS 

1933  Thomson  Dr 
Lynchburg  VA  24501 

IRONS,  MD.  Raymond  Jack  OBG 

1906  Thomson  Dr 
Lynchburg  VA  24501 

JARRETT,  MD.  Harry  Walthall  OBG 

Old  Forest  Road  Med  Cen 
2919  Confederate  Avenue 
Lynchburg  VA  24501 

JOHNSON,  MD,  Eileen  El  Dorado  GP 

1001  5th  St 
Lynchburg  VA  24504 

JONAS,  MD,  John  F AN 

Rd  2 

212  Hitching  Post  Ln 
Forest,  VA  24551 

JONES,  MD,  James  Barrett  ORS 

1928  Thomson  Dr 
Lynchburg  VA  24501 

JONES,  MD,  Lawrence  D GP 

P 0 Box  1280 
700  Main  Street 
Lynchburg.  VA  24505 

JOSEPH,  MD.  Charles  R N 

103  Perry  Drive 
Charlottesville.  VA  22901 

KENT,  MD,  James  P FP 

525  7th  St 
Altavista  VA  24517 

KENYON  JR  , MD,  Robert  Earl  IM 

Route  5 Box  27A 
Amherst.  VA  24521 

LARKIN,  MD.  Lawrence  D DR 

P 0 Box  2456 
2007  Tate  Springs  Road 
Lynchburg,  VA  24501 


LARZELERE.  MD,  Henry  B GS 

1900  Tate  Springs  Rd  Ste  5 
Lynchburg  VA  24501 

LEE  JR  , MD,  Parker  Hall  OPH 

2319  Atherholt  Rd 
Lynchburg  VA  24501 

LEFFKE,  MD,  David  Wm  U 

2542  Langhorne  Road 
Lynchburg,  VA  24501 

LILLY  JR  , MD,  Paul  Howard  FP 

Forest  VA  24551 

LIPPARD,  MD.  Carroll  H OBG 

1910  Thomson  Dr 
Lynchburg  VA  24501 

LOTANO,  MD,  Remo  Andrea  OPH 

2319  Atherholt  Road 
Piedmont  Eye  Center 
Lynchburg  VA  24501 

LYNDE,  MD.  James  Lawrence  R 

2007  Tate  Springs  Rd 
Lynchburg  VA  24501 

MAJEWSKI,  MD.  Allen  David  OBS 

4658  Locksview  Road 
Lynchburg,  VA  24503 

MALCOLM,  MD,  Bradley  Scott  PD 

105  Richeson  Drive 
Lynchburg,  VA  24503 

MASSIE,  MD.  Wm  Me  Kmnon  IM 

Suite  3 Medical  Center 
Lynchburg  VA  24501 

MATHEWS,  MD,  John  Addison  FP 

Appomattox  VA  24522 

MATHIAS,  MD.  Jos  E U 

2542  Langhorne  Rd 
Lynchburg  VA  24501 

MC  CABE,  MD,  Wm  Otey  GP 

Med  Center 
Forest  VA  24551 

MILANOVICH,  MD,  Robt  Anthony  PD 

105  Richeson  Dr 
Lynchburg  VA  24501 

MILES,  MD,  Robt  Milton  PD 

2000  Tate  Springs  Road 
Lynchburg.  VA  24501 

MILLER,  MD,  Terry  Oliver  ORS 

Box  2393 

Lynchburg  VA  24501 

MORRIS  JR  , MD.  John  S PD 

3610  Fort  Ave 
Lynchburg  VA  24501 

MORRIS,  MD,  John  Franklin  AN 

1 140  Rugby  Road 
Lynchburg  VA  24503 

MORRIS.  MD,  Willie  Herman  GS 

2542  Langhorne  Rd 
Lynchburg  VA  24501 

NAGLER  III.  MD.  Benedict  N 

2424  Tate  Springs  Road 
Suite  K-7 

Lynchburg  VA  24501 

NELSON,  MD.  Lawrence  Merle  US 

1910  Thomson  Dr 
Lynchburg  VA  24501 

NILES,  MD.  Richard  Allen  OBG 

1906  Thomson  Dr 
Lynchburg  VA  24501 

NOVAK,  MD,  John  Goodman  P 

Box  283  Rt  4 
Lynchburg  VA  24503 

0 BRIAN  JR  , MD,  Leland  Ray  GS 

2542  Langhorne  Rd 
Lynchburg  VA  24501 

OCHSNER  III,  MD.  Frederick  C AN 

P 0 Box  2659 
Lynchburg  VA  24501 

OLDHAM.  MD.  Dwight  S.  ON 

1937  Thomson  Drive 
Lynchburg,  VA  24501 

OWEN,  MD.  Earl  Tracy  GS 

1801  Thomson  Drive 
Lynchburg,  VA  24501 

PAINTER.  MD.  Wm  Edward  R 

2007  Tate  Srmgs  Rd 
Lynchburg  VA  24501 

PERRY,  MD,  John  Michael  PTH 

1905  Atherholt  Road 
Lynchburg,  VA  24501 

PIGGOTT,  MD.  James  Albert  PTH 

Baptist  Hosp 
Lynchburg  VA  24503 

PLATT,  MD.  Joseph  L ORS 

Rt  4 Box  195 
Lynchburg  VA  24503 

POND  JR  , MD.  Trellou  Jos  IM 

1715  Thomson  Drive 
Lynchburg  VA  24501 

POPE,  MD.  James  Norford  GS 

2542  Langhorne  Rd 
Lynchburg  VA  24501 

POWELL,  MD.  John  Gary  PD 

1901  Thomson  Dr 
Lynchburg  VA  24501 

POWELL.  MD,  Kenneth  A FP 

P 0 Box  607 
Appomattox  VA  24522 

RAM,  MD,  B M GS 

217  Hitching  Post 
Forest  VA  24551 

RAMSEY,  MD,  William  E.  IM 

2015  Tate  Springs  Road 
Lynchburg,  VA  24501 

READ,  MD.  Louis  John  FP 

4847  Fort  Ave 
Lynchburg  VA  24502 

REDMOND,  MD.  James  Seymour  R 

2007  Tate  Springs  Rd 
Lynchburg  VA  24501 


REDMOND,  MD,  Larry  Hollis  DR 

2007  Tate  Springs  Rd 
Lynchburg  VA  24503 

RIGGINS  JR,  MD,  William  M GP 

9504  Timberlake  Road 
Lynchburg  VA  24502 

RILEY  III,  MD.  Harold  Lee  N 

1933  Thomson  Dr 
Lynchburg  VA  24501 

RILEY  JR  , MD,  Harold  Lee  GP 

1208  Allied  Arts  Bldg 
Lynchburg  VA  24504 

RISHER,  MD,  John  Calhoun  OTO 

2259  Langhorne  Rd 
Lynchburg  VA  24501 

ROBERTSON  JR  , MD,  John  Mott  IM 
1829  Parkland  Drive 
Lynchburg  VA  24503 

RODMAN.  MD.  James  M FP 

Post  Office  Box  710 
Madison  Heights,  VA  24572 

ROSENTHAL.  MD,  Macey  Herschel  U 

Suite  1 1 Medical  Center 
Lynchburg  VA  24501 

SACKETT,  MD.  Chas  H CD 

1715  Thomson  Dr 
Lynchburg  VA  24501 

SAUNDERS  JR  , MD,  John  R OBG 

1711  Parkland  Dr 
Lynchburg  VA  24503 

SCOTT,  MD,  Ernest  Gerard  CD 

103  Lee  Circle 
Lynchburg  VA  24503 

SESSOMS,  MD.  Geo  Wm  AN 

3000  Ravenwood  Dr 
Lynchburg  VA  24503 

SHARMA,  MD,  Gopesh  K OTO 

15  Medical  Center 
1900 

Lynchburg,  VA  24501 

SHEFFEY,  MD.  Chas  PM  GP 

3908  Handy  St 
Lynchburg  VA  24502 

SHERBAN,  MD.  Kenneth  A AN 

1900  Canterbury  Circle 
Apartment  #5 
Lynchburg,  VA  23405 

SHOTTON,  MD,  Donald  IM 

P 0 Box  3176 
Lynchburg  VA  24503 

SILVESTER,  MD,  Timothy  James  PS 

1922-B  Thomson  Drive 
Lynchburg,  VA  24501 

SLUSHER,  MD.  Ralph  Chas  FP 

Box  368 

Altavista  VA  24517 

SMITH  III,  MD,  James  Arthur  GS 

Medical  Center,  # 1 
1900  Tate  Springs  Road 
Lynchburg  VA  24501 

SMITH,  MD,  David  M FP 

Box  1 14 

Forest,  VA  24551 

SMITH,  MD,  Larry  F IM 

Box  294 

Appomattox.  VA  24522 

SMITH,  MD.  Russell  GP 

Pmey  River  VA  22964 

SOMERS,  MD.  Lewis  Frank  GP 


516  Church  St 
Lynchburg  VA  24504 
SONG,  MD,  Soon  Bock  Kim 
2801  Sedgewick  Dr 
Lynchburg  VA  24503 


SORENSON,  MD.  Eric  John  U 

1915  Thomson  Dr 
Lynchburg  VA  24501 

STEPHENSON,  MD.  John  Aldrich  PD 

105  Richeson  Drive 
Lynchburg  VA  24501 

STEWART,  MD,  Thos  Woodruff  AN 

141 1 Langhorne  Rd 
Lynchburg  VA  24503 

STOLL,  MD.  Edward  J GP 

2900  Old  Forest  Rd 
Lynchburg  VA  24501 

SUBLETT  JR  , MD.  James  Wilson  AN 

P 0 Box  2659 
Lynchburg  VA  24501 

SUTTENFIELD,  MD,  Charlie  M OPH 

1007  Sheffield  Drive 
Lynchburg.  VA  24502 
TEAGUE  JR  , MD,  Francis  B GS 

191 1  Thomson  Dr 
Lynchburg  VA  24501 

THOMPSON,  MD,  Stephen  Lee  GP 

Box  69 

Rustburg,  VA  24588 

TORBERT,  MD,  John  V IM 

1900  Tate  Springs  Rd 
Lynchburg  VA  24501 

VADEN,  MD.  Edwin  Booth  PD 

1901  Thomson  Dr 
Lynchburg  VA  24501 

VANDEWATER,  MD.  James  Carl  FP 

8402  Timberlake  Road 
Lynchburg,  VA  24502 

VAUGHAN,  MD.  David  Allen  IM 

201 1 Tate  Springs  Rd 
Lynchburg  VA  24501 

VON  OESEN,  MD.  Henry  Davis  ORS 

Box  2393 

Lynchburg  VA  24503 

WADE,  MD,  Richard  Terrell  IM 

2900  Old  Forest  Rd 
Lynchburg  VA  24503 

WALLACE,  MD.  W Miles  N 

1933  Thomson  Drive 
Lynchburg,  VA  24501 


WARREN,  MD,  Jos  Edwin 
2255  Langhorne  Rd 
Lynchburg  VA  24501 

GYN 

WESLEY,  MD,  Robt  C 
912  Randolph  Lane 
Lynchburg  VA  24502 

GP 

WHISNANT,  MD.  Robt  Alexander 
2255  Langhorne  Road 
Lynchburg  VA  24501 

OPH 

WHITEHOUSE.  MD,  Francis  R 
1900  Tate  Springs  Rd 
Lynchburg  VA  24501 

IM 

WILSON,  MD.  Jeffrey  W 
5316  Hickory  Hill  Drive 
Lynchburg,  VA  24503 

RHU 

WINGFIELD,  MD.  R Terrell 
2316  Atherholt  Rd  #202 
Lynchburg  VA  24501 

P 

YODER,  MD.  Daryl  H 
2901  Sedgewick  Drive 
Lynchburg  VA  24503 

MID-TIDEWATER 

P 

BAILEY,  MD.  Robt  Rives 
P 0 Box  408 
Yorktown  VA  23490 

GP 

BEAR,  MD  Edward  Stafford 
The  Cove  - Box  1 160 
Gloucester,  VA  23061 

NEP 

BENNETT.  MD,  Bradford  S 
Obert  St 

Urbanna  VA  23175 

ORS 

BOWLES,  MD,  Richard  Boxley 
Mathews  VA  23109 

GP 

BROWN,  MD,  Raymond  Sidney 
Box  160 

Gloucester  VA  23061 

FP 

BUCHER,  MD,  Bruce  M 
P 0 Box  984 

Tappahannock.  VA  22560 

IM 

CLEMENTS.  MD.  Boyd  M 
P 0 Box  430 
Gloucester  VA  23061 

FP 

CLEMENTS,  MD,  Francis  J 
904  York  Warwick 
Yorktown  VA  23692 

PH 

DAVIS,  MD.  Robert  T 
P 0 Box  111 
Ware  Neck,  VA  23178 

IM 

DIAZ,  MD.  Fernando  Gregorio 
Post  Office  649 
Gloucester  Point  VA  23062 

FP 

FELTON,  MD,  Harold  Wm 
Box  10 

Deltaville  VA  23043 

GP 

FISHER,  MD.  Paul  Lloyd 
Tidewater  Mem  Hosp 
Tappahannock  VA  22560 

GP 

FOELSCHE.  MD,  Ruth 
604  Old  Landing  Road 
Yorktown  VA  23692 

GER 

HARRIS,  MD,  Malcolm  H 
Box  250 

West  Point  VA  23181 

GP 

HOSFIELD,  MD,  Richard  H 
P 0 Box  410 
West  Point  VA  23181 

FP 

HOSFIELD,  MD.  Wm  Howard 

Box  232 

West  Point  VA  23181 

GP 

HUDGINS.  MD.  Hubert  Bland 
Box  538 

Mathews  VA  23109 

GP 

JONES,  MD.  Robt  Archer  G 
Schley  VA  23154 

PUD 

JOYNER,  MD,  Raymond  Kenneth 
Box  408 

Yorktown  VA  23490 

GP 

KENT,  MD,  Richard  Irwin 
P 0 Box  Ed 

Williamsburg  VA  23185 

AN 

LAGUNDINO,  MD,  Flordelmo  C 
Box  788 

Tappahannock  VA  22560 

R 

LENGUA,  MD.  Jose  Antonio 
Saluda  VA  23149 

GP 

LEWIS,  MD,  Augustine  W 
P 0 Box  124 
Aylett  VA  23009 

FP 

MC  CORKLE,  MD,  Robt  Leroy 
Tidewater  Mem  Hosp 
Tappahannock  VA  22560 

IM 

MCLEOD.  MD,  James  William 
Box  646 

Gloucester,  VA  23061 

ORS 

NICHOLSON  JR  , MD.  Chas  T 
Box  1236 

Tappahannock,  VA  22560 

OTO 

OLSSON,  MD,  Shirley  Anne  C 
West  Point  VA  23181 

PH 

OSTER,  MD,  Niels  Henrik 
P 0 Box  835 

Tappahannock.  VA  22560 

GS 

POULSEN  JR,  MD.  Wendell  T 
Post  Office  Box  203 
Saluda,  VA  23149 

FP 

RANSONE,  MD.  Sterling  Neblett 
Mathews  VA  23109 

GP 

RODA,  MD,  Prospero  De  La  Cruz 
Tidewater  Memorial  Hospital 
Tappahannock  VA  22560 

GS 

ROWE.  MD,  Henry  Carmichael 
Box  306 

Hayes,  VA  23072 

FP 

RUSSELL,  MD.  Arch  S 
Route  2,  Box  173-A 
Gloucester,  VA  23061 

AN 
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14  MID-TIDEWATER-NEWPORT  NEWS 


SADLER,  MD,  Wm  Anderson  GP 

Box  308 

Mathews  VA  23109 

SALLEY,  MD,  W Callier  IM 

Star  Route,  Box  4 10 
Gloucester  Point 
VirgmiA  23062 

STANFORD  JR  , MD,  Sam  Raymon  FP 
Box  430 

Gloucester  VA  23061 

STONE,  MD,  Kearfott  Me  Caull  OPH 

Box  1098 

Gloucester  VA  23061 

VAN  NAME  JR  , MD.  Arthur  L GP 

Box  340 

Urbanna  VA  23175 

WISE  JR  , MD,  James  Lafayette  GP 
Rt  1 Box  137 
Charles  City  VA  23030 
WOLFORD,  MD,  Keith  Harlow  EM 

13  Beatties  Landing  Rd 
Grafton  VA  23692 

YUTZY,  MD,  Carl  Vernon  GS 

Walter  Reed  Prof  Bldg 
Gloucester  VA  23061 

NEWPORT  NEWS 

ADAMS,  MD,  John  Dean  GS 

92  Settlers  Rd 
Newport  News  VA  23606 
AIRD,  MD.  Cecil  Constantine  GS 

2010  27th  St 

Newport  News  VA  23607 
ALEXANDER  JR  , MD,  Edward  Lee  IM 
12420  Warwick  Blvd 
Newport  News  VA  23606 
AMOR,  MD,  Ramon  Lino  OBG 

328  Mam  St 

Newport  News  VA  23601 
ANDERSON  JR  , MD,  Woodland  W D 
316  Mam  St 

Newport  News  VA  23601 
ASHBY,  MD,  Sami  Kermit  GP 

727  25th  St 

Newport  News  VA  23607 
BABER,  MD,  Bruce  Allenby  AN 

2612  Kecoughtan  Road 
Hampton,  VA  23661 

BAGGS  JR  , MD,  Wilbur  J GYN 

328  Mam  Street 
Newport  News  VA  23601 
BARNETT,  MD.  Jewell  Milton  OBG 

606  Denbigh  Blvd 
Suite  701 

Newport  News  VA  23602 
BEAVEN,  MD,  Chas  Wm  A 

321  Mam  St 

Newport  News  VA  23601 
BEAZLIE  JR  , MD.  Frank  S U 

610  Thimble  Shoals  Blvd 
Suite  302 

Newport  News  VA  23606 
BINDER,  MD,  Monte  Leroy  IM 

605  Morris  Dr 

Newport  News  VA  23605 
BOBBITT,  MD,  John  M U 

Medical  Dept 

Newport  News  Shipbuilding 
Newport  News,  VA  23607 
BOOTH,  MD,  Orin  Watts  PD 

321  Mam  St 

Newport  News  VA  23601 
BOSWORTH,  MD,  David  C IM 

321  Mam  Street 
Newport  News,  VA  23606 
BRYANT  JR  , MD,  Alvin  GS 

2000  Kecoughtan  Road 
Hampton  VA  23662 

BRYANT,  MD,  Michael  H ORS 

324  Mam  Street 
Newport  News,  VA  23601 
BURGWYN,  MD,  Collinson  P E GYN 
208  Orchard  Road 
Clarksville,  TN  37040 

BUXTON  III.  MD,  Ernest  Perry  GE 

12420  Warwick  Blvd 
Newport  News  VA  23606 
BUXTON,  MD,  Russell  V GS 

321  Mam  St 

Newport  News  VA  23601 
CAINE  JR  , MD,  Thos  P OBG 

606  Denbigh  Blvd 
Suite  701 

Newport  News  VA  23602 
CALDRONEY,  MD,  Thos  Walter  PD 

321  Mam  St 

Newport  News  VA  23601 
CAMPBELL  III.  MD,  Hawes  GP 

P O Box  408 
Yorktown  VA  23490 

CARMINES,  MD.  Fay  Ashton  ORS 

309  Mam  St 

Newport  News  VA  23601 
CARNEY,  MD,  David  Anthony  AN 

Post  Office  Drawer  M 
Newport  News  VA  23605 
CHAI,  MD,  Hyoun  Chul  TS 

2101  Executive  Towers 
Tower  Box  77 
Hampton,  VA  23666 

COMBS,  MD.  Allen  Evans  EM 

2 Jermgan  Lane 
Yorktown,  VA  23692 

COPPOLA,  MD,  Armando  Ralph  NS 

338  Mam  St 

Newporl  News  VA  23601 


COWLING,  MD,  Lawrence  Stanley  GP 

51 15  Huntington  Ave 
Newport  News  VA  23607 
COX,  MD,  Howard  L P 

General  Delivery 
Schley,  VA  23154 

CRACOVANER,  MD,  David  John  OM 

8 Anderson  Circle 
Newport  News  VA  23606 
CROSS,  MD,  John  Armstrong  GS 

14  Bruton  Ave 
Newport  News  VA  23601 
CUSTALOW,  MD,  Lmwood  Webster  PS 

171  Normanday  Lane 
Newport  News  VA  23606 
DAIMLER,  MD.  John  Charles  DR 

6 Lantern  Circle 
Newport  News,  VA  23606 

DAVIS,  MD,  Frederick  Carr  PTH 

105  Walters  Road 
Newport  News  VA  23602 
DAVIS,  MD,  James  Karnes  R 

1409  Riversedge  Rd 
Newport  News  VA  23606 
DE  WITT,  MD,  Gerald  Wallace  PD 

Riverside  Hospital 
Newport  News  VA  23601 
DENIS,  MD,  Roger  OBG 

1552 1 Warwick  Blvd 
Newport  News  VA  23602 
EDWARDS  JR  , MD,  James  Travers  FP 

12  Bruton  Ave 
Newport  News  VA  23601 
ESCOBAR,  MD,  Prospero  Soto  AN 

P O Box  M 

Newport  News  VA  23605 
EVANS,  MD,  Cecil  F GP 

7 Ivy  Farms  Rd 
Newport  News  VA  23601 

EVANS,  MD,  Sandidge  GS 

321  Mam  St 

Newport  News  VA  23601 
FEELY  JR  , MD,  Robt  Everett  FP 

207  Hilton  Terrace 
Newport  News  VA  23601 
FLUHARTY,  MD,  David  Garrison  IM 

316  Mam  St 

Newport  News  VA  23601 
FORBES,  MD.  Sarah  Elizabeth  OBG 

12420  Warwick  Rd 
Newport  News  VA  23606 
FRANK,  MD,  Robt  J GS 

604  Morris  Dr 
Newport  News  VA  23605 
FRANTZ,  MD.  John  F OPH 

318  Mam  Street 
Newport  News  VA  23601 
GARNER,  MD,  Wallace  K NS 

316  Mam  Street 
Suite  O 

Newport  News.  VA  23601 
GARRETT  JR  , MD.  Roland  G GS 

606  Denbigh  Blvd 
Suite  400 

Newport  News  VA  23602 
GAYLE.  MD,  John  F OBG 

3741  Chesapeake  Ave 
Hampton  VA  23661 

GILLESPIE  JR  , MD,  Barnes  GS 

200  James  River  Dr 
Newport  News  VA  23601 
GIVENS  JR  , MD,  Paul  Brown  GP 

602  Morris  Dr 
Newport  News  VA  23605 
GLUCKMAN,  MD,  Jeffrey  B GE 

316  Mam  St 

Newport  News  VA  23601 
GRAHAM,  MD,  Walter  Hopkins  TS 

1 1030  Warwick  Blvd 
Newport  News  VA  23601 
GRANTHAM,  MD,  Don  Earl  R 

141  Beechwood  Hills 
Newport  News.  VA  23602 
GRAU,  MD,  J Grayson  P 

606  Denbigh  Blvd 
Suite  501 

Newport  News.  VA  23602 
GREGG,  MD,  Karl  Vardell  OBG 

Riverside  Hospital 
Dept  Ob-Gyn 
Newport  News  VA  23601 
GREMER,  MD,  John  Sami  FP 

4477  Hampton  Hwy 
Tabb  VA  23602 

GRETES,  MD,  John  C IM 

316  Mam  St 

Newport  News  VA  23601 
GRIER  III,  MD,  Geo  S CD 

321  Mam  St 

Newport  News  VA  23601 
GROSS,  MD,  Barry  Lee  OBG 

606  Denbigh  Blvd 
Suite  701 

Newport  News,  VA  23602 
HANCOCK,  MD,  Philip  Hurt  OBG 

1251 1 Warwick  Blvd 
Newport  News  VA  23606 
HANKINS,  MD,  Geo  S OPH 

310  Mam  St 

Newport  News  VA  23601 
HARMON,  MD,  James  Alexander  OM 

Newport  News  Shipbldg  & Dry  Dk 
Newport  News  VA  23607 
HARRIS  JR,  MD,  Wm  Overton  N 

Riverside  Hospital 
500  J Clyde  Morris  Blvd 
Newport  News  VA  23601 


HATTEN,  MD,  John  Quackenbush  OBG 
316  Mam  St 

Newport  News  VA  23601 
HEATWOLE,  MD,  Eugene  W OPH 

306  Mam  St 

Newport  News  VA  23601 
HERRING,  MD.  Angela  FP 

14749  Warwick  Blvd 
Newport  News,  VA  23602 
HINES,  MD,  Michael  John  OPH 

2017  Cunningham  Dr  Ste  400 
Hampton  VA  23666 

HOARD,  MD,  Martin  Alan  OS 

12420  Warwick  Blvd 
Newport  News,  VA  23606 
HODGKINSON,  MD,  Darryl  J PS 

314  Mam  Street 
Newport  News,  VA  23601 

HOEGERMAN,  MD,  Georgeanne  PD 

12420  Warwick  Blvd 
Newport  News,  VA  23606 
HOGG  JR  , MD,  Paul  PD 

321  Mam  St 

Newport  News  VA  23601 
HOGG,  MD,  John  Roger  PD 

321  Mam  St 

Newport  News  VA  23601 
HORGAN,  MD,  John  A CD 

Riverside  Hospital 
Cardiology  Dept 
Newport  News  VA  23601 
HOWERTON,  MD,  James  Robert  P 

12420  Warwick  Blvd 
Bldg  3.  Suite  A 
Newport  News,  VA  23606 
HUNNICUTT  JR  , MD,  Thos  N PUD 

Cardinal  Point 
209  Sylvia  Drive 
Tabb,  VA  23602 

JAMALUDEEN,  MD.  Abdul  Hamid  US 

2000  Kecoughtan  Road 
Hampton  VA  23661 

JOHNSON,  MD,  Wade  Lane  P 

606  Denbigh  Blvd 
Suite  501 

Newport  News  VA  23602 
JONES,  MD,  John  Paul  IM 

316  Mam  Street 
Suite  L 

Newport  News  VA  23601 
JONES,  MD.  Orvin  C OPH 

315  66th  Street 
Newport  News  VA  23607 

JONES,  MD,  Webb  D FP 

13347  Warwick  Blvd 
Newport  News  VA  23602 
KEFFER,  MD,  Louis  Henry  OBG 

606  Denbigh  Blvd 
Suite  702 

Newport  News  VA  23602 
KING,  MD,  Kenneth  R PD 

204  Tabbs  Ln 
Newport  News  VA  23602 
KINTIGH,  MD,  James  Wm  FP 

13347  Warwick  Blvd 
Newport  News  VA  23606 
KOPP,  MD,  James  Emidio  N 

C/O  Riverside  Hospital 
500  J . Clyde  Morris  Blvd 
Newport  News  VA  23601 
KRAUS,  MD,  Harry  Lee  FP 

13347  Warwick  Blvd 
Newport  News  VA  23602 
KRETZ,  MD,  Wieman  H ORS 

215  Museum  Parkway 
Newport  News  VA  23606 
LANGDON,  MD,  Daniel  C CD 

316  Mam  Street 
Suite  L 

Newport  News,  VA  23601 
LASSEN,  MD,  Thorbjorn  Johan  P 

36  Madison  Lane  South 
Newport  News  VA  23606 
LAUGHLIN,  MD,  Carl  Patrick  IM 

316  Mam  St 

Newport  News  VA  23601 
LAWFORD,  MD,  Thos  C IM 

1 Merry  Lane 

Newport  News  VA  23606 
LAWSON.  MD,  Jack  A GS 

316  Mam  St 

Newport  News  VA  23601 
LEE  JR  , MD,  St  George  Tucker  CD 

500  J Clyde  Morris  Blvd 
Dept  Of  Cardiology 
Newport  News  VA  23601 
LEE,  MD.  Ralph  Navero  GS 

2010  27th  Street 
Newport  News  VA  23607 
LEGG,  MD,  Quentin  J R 

328  A Mam  Street 
Newport  News  VA  23601 
LEGIER,  MD,  Jacques  Frederick  PTH 

Riverside  Hospital 
Newport  News  VA  23601 
LEVY,  MD,  Phillip  Morton  OPH 

318  Mam  Street 
Newport  News  VA  23601 
LINER,  MD,  Steven  Robert  PD 

500  J Clyde  Morris  Blvd 
Newport  News,  VA  23601 
LOCKHART,  MD,  John  Lee  OBG 

606  Denbigh  Blvd 
Suite  701 

Newport  News  VA  23602 
MASSEY  JR  , MD,  John  Wm  IM 

605  Morris  Dr 
Newport  News  VA  23605 


MATTERN,  DO.  John  Q A OST 

316  Mam  Street 
Newport  News  VA  23601 
MAXEY,  MD.  Ellis  F OPH 

310  Mam  St 

Newport  News  VA  23601 
MC  CLELLAN,  MD,  Jason  E IM 

321  Mam  St 

Newport  News  VA  23601 
MCCORMICK,  MD.  Hugh  Bernard  CD 

6 Meeting  Road 
Newport  News  VA  23606 
MC  DANIELS,  MD  L B OTO 

326  Mam  Street 
Newport  News.  VA  23601 
MCCARTHY,  MD,  Harry  Smith  ORS 

309  Mam  Street 
Newport  News,  VA  23601 
MEDFORD,  MD,  Frank  Eldndge  IM 

1 1030  Warwick  Blvd 
Newport  News  VA  23601 
MEWBORNE,  MD.  Edward  B IM 

108  Cotillion  Drive 
San  Antonio  TX  78213 
MILLER,  MD,  Jess  Peck  US 

2019  Cunningham  Dr 
Hampton  VA  23666 

MIRMELSTEIN,  MD,  Alvin  B H OTO 

326  Main  St 

Newport  News  VA  23601 
MITCHELL,  MD,  Geo  Stanley  FP 

304  Parkway  Drive 
Newport  News  VA  23606 
MOORE,  MD,  Patrick  David  OPH 

49  Hertzler  Rd 
Newport  News  VA  23602 
MORRIS,  MD,  Thos  Ellsworth  PD 

1251 1 Warwick  Blvd 
Newport  News  VA  23606 
MOSELEY,  MD,  Richard  Hopkins  EM 

286  Colony  Road 
Newport  News  VA  23602 
MULLINS,  MD.  William  J ORS 

324  Mam  St 

Newport  News  VA  23601 
MYLES,  MD.  John  Turpin  DR 

Drawer  740 
Gloucester,  VA  23061 
NAURATH.  MD,  Rudolph  Jos  GP 

8  Ivy  Farms  Rd 
Newport  News  VA  23601 
NEAL,  MD,  Berryman  Voss  D 

321  Mam  St 

Newport  News  VA  23601 
NEISSER,  MD,  Herbert  H US 

P O Box  1566 
Newport  News  VA  23601 
NESBITT,  MD,  Isaac  Floyd  GP 

101  Riverside  Dr 
Newport  News  VA  23606 
NEVINS,  MD,  Kerry  Francis  ORS 

309  Main  Street 
Newport  News  VA  23601 
NICKERSON,  MD,  Chas  Wm  OBG 

5 Assembly  Court 
Newport  News  VA  23606 
NORFLEET,  MD,  Ben]  Elliott  FP 

13347  Warwick  Blvd 
Newport  News  VA  23602 
NORFLEET,  MD,  Stephen  M FP 

25  East  Governors  Dr 
Newport  News  VA  23602 
NOVOA,  MD,  Ralph  Ruiz  AN 

Peninsula  Anesthesia,  Inc 
222  E Queen  St , Suite  313 
Hampton,  VA  23669 

PARKER,  MD,  Donal  S GP 

4477  Hampton  Hwy 
Tabb  VA  23602 

PAYNE,  MD.  Thos  Wm  PD 

1251 1 Warwick  Blvd 
Newport  News  VA  23606 
PEACH,  MD,  Wm  Fennell  NS 

1 1 Bruton  Ave 
Newport  News  VA  23601 
PEIRCE  JR  , MD,  Robt  T IM 

205  Riverside  Dr 
Newport  News  VA  23606 
PELTZ,  MD,  Edgar  E IM 

1 15  Leslie  Dr 
Newport  News  VA  23606 
PHARR  JR  , MD.  Percy  Paul  OBG 

12511  Warwick  Blvd 
Newport  News  VA  23606 
PHILLIPS.  MD.  James  W OPH 

1541  Hidden  Cove 
Virginia  Beach.  VA  23454 
PILE,  MD,  Wendell  James  P 

606  Denbigh  Blvd 
Suite  104 

Newport  News,  VA  23602 
POPISH,  MD,  Paul  Wm  PD 

2019  Cunningham  Dr  Ste  306 
Hampton  VA  23666 

POWELL,  MD,  Douglas  O ORS 

309  Mam  St 

Newport  News  VA  23601 
PRETLOW  111,  MD,  Robert  A PD 

Riverside  Hospital 
J Clyde  Morris  Blvd 
Newport  News,  VA  23601 
PRICE,  MD.  Ralph  GP 

5414  Jefferson  Ave 
Newport  News  VA  23605 
PRILLAMAN  JR  . MD,  Henry  A ORS 

309  Main  St 

Newport  News  VA  23601 


QUARLES,  MD  John  Morton  GP 

12  Bruton  Ave 
Newport  News  VA  23601 
RATLIFF  JR  , MD  John  M R 

59  Madison  Lane  S 
Newport  News  VA  23606 
RAY,  MD  Gaylord  White  FP 

Emergency  Dept 
Walter  Reed  Mem  Hosp 
Gloucester,  VA  23061 
READ,  MD.  Bishop  Porter  U 

610  Thimble  Shoals  Blvd 
Suite  302 

Newport  News  VA  23606 
READ,  MD,  Wm  A IM 

316  Mam  St 

Newport  News  VA  23601 
REAGAN.  MD  Thomas  N 

Riverside  Hospital 
500  J Clyde  Morris  Blvd 
Newport  News  VA  23601 
RINALDI,  MD.  Italo  Pio  NS 

1 1 Bruton  Ave 
Newport  News  VA  23601 
ROBERTS,  MD.  Bobbie  Lee  R 

1403  Riversedge  Rd 
Newport  News  VA  23606 
ROBINS,  MD.  Richard  Bailey  OTO 

12420  Warwick  Blvd 
Newport  News  VA  23606 
ROBINSON  II  , MD.  Frederick  L FP 

Hidenwood  Med  Center 
1251 1 Warwick  Blvd 
Newport  News  VA  23606 
RUCKER,  MD,  Edmund  Harrison  AN 

43  Hertzler  Rd 
Newport  News  VA  23602 
SALE,  MD.  Thos  W GS 

4304  Chesapeake  Ave 
Hampton  VA  23369 

SALLADE,  MD,  Richard  Lawrence  U 

610  Thimble  Shoals  Blvd 
Suite  302 

Newport  News  VA  23606 
SARRETT,  MD,  Kemper  Davis  OBG 

31 16  Victoria  Blvd 
Hampton  VA  23361 

SATCHWELL,  MD,  Susan  H FP 

157  Louise  Dr  #5 
Concord  Lake  Apts 
Newport  News,  VA  23601 
SCHULZ,  MD,  Jos  John  ND 

316  Mam  Street 
Newport  News  VA  23601 
SCOTT,  MD.  Chas  Waldo  GS 

2010  27th  St 
Newport  News  VA  23607 
SHACOCHIS,  MD,  Thomas  J FP 

4477  Hampton  Highway 
Tabb.  VA  23602 

SHEPARD,  MD.  Glenn  Harvey  PS 

314  Mam  St 

Newport  News  VA  23601 
SHIELDS.  MD,  William  J D 

606  Denbigh  Blvd 
Suite  102 

Newport  News  VA  23602 
SHWAYDER,  MD,  Robert  Craig  OBG 

12482  Warwick  Blvd 
Suite  G 

Newport  News,  VA  23606 
SIGFRED  JR  . MD,  Sture  Vivian  FP 

7 1 1 Westover  Avenue 
Norfolk,  VA  23507 

SIMPSON,  MD,  Melvin  Ross  FP 

3112  Chestnut  Avenue 
Newport  News,  VA  23607 
SIPE,  MD,  William  H U 

610  Thimble  Shoals  Blvd 
Suite  302 

Newport  News  VA  23606 
SMITH,  MD,  Dallas  Edwards  RHU 

316  Mam  St  Ste  0 
Newport  News  VA  23606 
SMITH,  MD,  Jos  John  GP 

2017  Cunningham  Dr  Ste  407 
Hampton  VA  23666 

SMITH,  MD.  Margaret  A D RHU 

316  Mam  Street 
Newport  News  VA  23601 
SOLOMON,  MD,  Jonathan  G P 

Tower  Box  44 
2101  Executive  Dr 
Hampton  VA  23666 

SPLAN.  MD,  Thomas  Paul  IM 

606  Denbigh  Blvd 
Suite  806 

Newport  News,  VA  23602 
STANTON.  MD,  Archie  C ORS 

5 Rollingwood  Place 
Newport  News  VA  23606 
STEFFEY,  MD,  Wm  Rue  OTO 

12420  Warwick  Blvd 
Newport  News  VA  23601 
STEPHENS.  MD,  Bertram  E S OBG 

109  Waltham  St 
Hampton  VA  23666 

STIFF.  MD,  Minnie  Artis  PD 

2021  Cunningham  Dr 
Suite  3 

Hampton,  VA  23666 

STILES,  MD,  Thomas  Marvin  ORS 

324  Mam  St 

Newport  News  VA  23601 
STOCKBERGER.  MD,  Lynn  Paul  PD 

13193  Warwick  Blvd 
Newport  News  VA  23602 
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When  physicians  join  a medical  staff,  they  want  to 
know  that  their  hospital  will  provide  them  with  the 
talented  nurses,  technicians  and  other  health  care 
professionals  who  will  help  them  manage  their  pa- 
tients’ care. 

At  DePaul  Hospital,  we  are  some  1,600  people  in 


partnership  with  our  physicians.  We  believe  that’s 
one  reason  our  402-bed  full-service,  acute-care 
teaching  hospital  has  long  been  regarded  as  a leader 
in  Tidewater’s  health  care  community. 

Working  together, , 
we’re  better. 


ilth  care  community.  ^ 

Be  Baul/wspital 


150  Kingsley  Lane,  Norfolk,  Virginia  23505  • James  D.  Price,  M.D. , Director  of  Medical  Affairs,  (804)  489-5309 


WE’RE  GROWING.  Our  old  name,  Petersburg  Psychiatric  Institute,  and  location  are 
both  things  of  the  past,  as  Poplar  Springs  1 lospital  opens  it’s  new,  modern,  100  bed,  private  facility 
on  a spacious  16  acre,  wooded  campus. 

Poplar  Springs  I lospital  is  a 100-bed  private  hospital  providing  30  y * '5'‘ 

beds  for  adolescent  psychiatric  treatment,  tO  beds  for  adult  psychiatric  '*  ■ ' 

treatment,  and  30  beds  for  alcohol  and  drug  treatment. 

Call  us  or  write  for  our  information  packet.  Poplar  Springs  Hospita 
350  Wagner  Road,  Petersburg,  pop|ar  Springs  Hospital 

The  Caring 

Community  . n 

an  affiliate  of  HUA  Hospital  Corporation  of  Amenca 


VA  23805.  (80a ) 733-68^a. 


You  deserve  it. 

Fast,  reliable  service.  Specialized  testing.  Accurate 
results.  Competitive  prices.  You  need  and  deserve  all 
of  these  things.  And  that’s  what  we  offer  at  Riverside 
Clinical  Laboratories-plus  a personal  approach  to 
physicians  that  keeps  our  list  of  satisfied  clients 
growing.  Let  us  tell  you  more. 

Call  our  Client  Manager,  Gloria  Gibson,  toll- 
free  at  1-800-582-1019. 

2jS  Riverside 
^ Clinical  Laboratories 
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STUBBS.  MD.  Landon  Elwood  IM 

Box  5052  Parkview  Station 
Newport  News  VA  23605 
TANKARD,  MD,  James  Wm  GYN 

100  Hopkins  St 
Newport  News  VA  23601 
TEMPLE  JR,  MD,  T Eugene  END 

500  J Clyde  Morris  Blvd 
Newport  News  VA  23601 
THOMPSON,  MD,  Frederick  N GS 

212  James  River  Dr 
Newport  News  VA  23601 
TOMPKINS,  MD,  Grover  Robt  IM 

316  Mam  Street 
Newport  News  VA  23601 
TORNBERG,  MD,  David  N ORS 

324  Main  St 

Newport  News  VA  23601 
TURNER,  MD.  Arthur  Alvin  GP 

1 1 10  39th  St 

Newport  News  VA  23607 
ULLMAN,  MD,  James  Irwin  AN 

2612  Kecoughtan  Road 
Hamplon,  VA  23661 

UMSTOTT,  MD,  Charles  Edward  GS 

1 1030  Warwick  Boulevard 
Newport  News,  VA  23601 
VANDER  VENNET,  MD,  Kenneth  R GS 

200  Parkway  Dr 
Newport  News  VA  23606 

WADDILL,  MD.  James  Franklin  CD 

305  Parkway  Dr 
Newport  News  VA  23606 
WALDROP,  MD.  Bonnie  B GP 

1 1 12  Westover  Ave 
Norfolk,  VA  23507 

WALLINGFORD,  MD,  Walter  R RHU 

316  Mam  Street 
Newport  News  VA  23601 
WARE,  MD,  Henry  Me  Wane  US 

8 Ivy  Farms  Rd 
Newport  News  VA  23601 
WARREN  JR  , MD,  Geo  Hugh  FP 

602  Morris  Dr 
Newport  News  VA  23605 
WASH,  MD,  Thos  Atwood  OBG 

1251 1 Warwick  Blvd 
Newport  News  VA  23606 
WASSUM.  MD,  James  Allen  TR 

13  E Governor  Drive 
Newport  News  VA  23602 
WATKINS  JR  , MD,  Wm  Thurman  D 

321  Mam  St 

Newport  News  VA  23601 
WATSON  III,  MD,  William  J FP 

122  Lawson  Drive 
Tabb,  VA  23602 

WENDELL  JR  , MD,  John  M R 

128  Beechwood  Hills 
Newport  News  VA  23602 
WILLIAMS,  MD.  Harold  L GS 

1251 1 Warwick  Blvd 
Newport  News  VA  23606 
WILLIAMS,  MD,  Me  Kim  AN 

201  Riverside  Drive 
Newport  News  VA  23606 

WILLIAMS.  MD,  Robert  B FP 

4 16  J Clyde  Morris  Blvd 
Newport  News.  VA  23601 
WINGFIELD,  MD,  Frank  Q PTH 

Riverside  Hospital 
Newport  News  VA  23601 
WINSTON,  MD,  York  E OBG 

1251 1 Warwick  Blvd 
Newport  News.  VA  23606 
WIRTH  JR  , MD,  John  Clarence  GS 

1251 1 Warwick  Blvd 
Newport  News  VA  23606 
WOOD,  MD,  Bobby  Terry  D 

1251 1 Warwick  Blvd 
Newport  News  VA  23606 
WORNOM,  MD.  Paul  H A 

31 16  Victoria  Blvd 
Hampton  VA  23361 

NORFOLK 

ACOSTA,  MD,  Ambal  GYN 

De  Paul  Hosp 
150  Kingsley  Lane 
Norfolk,  VA  23505 

ACRA.  MD.  Wadi  De  Jesus  GS 

De  Paul  Med  Bldg  Suite  305 
Norfolk  VA  23505 

ADAMS.  MD,  Walter  Paul  IM 

1224  Westover  Ave 
Norfolk  VA  23507 

ADAMSON,  MD,  Jerome  Eugene  PS 

400  W Bramblelon  Ave  Ste  300 
Norfolk  VA  23510 

AFIFY,  MD,  Mohamad  Ahmad  OTO 

1 10  Kingsley  Lane 
Suite  205 
Norfolk  VA  23505 

AGUSTIN,  MD,  Lourdes  Alquiros  IM 

1516  Harmon  Street 
Suite  108 

Norfolk,  VA  23518 

ALFRIEND,  MD,  Robt  Whitehead  IM 

602  Med  Tower 
Norfolk  VA  23507 

AMIN,  MD,  Saniay  M PD 

1401  Tidewater  Drive 
Suite  #9 

Norfolk.  VA  23504 

AMIRI,  MD,  Cyrus  S OTO 

901  Hampton  Blvd 
Norfolk,  VA  23507 


ANDERSON.  MD,  Abraham  S N OBG 

2810  Tidewater  Drive 
Norfolk  VA  23504 

ANDERSON,  MD,  Chas  Wm  D 

7 1 1 Med  Tower 
Norfolk  VA  23507 

ANDERSON,  MD.  Danl  Norman  IM 

301  Medical  Tower 
Norfolk  VA  23507 

ANDERSON,  MD,  Mervan  O OBG 

2810  Tidewater  Drive 
Norfolk,  VA  23504 

ANDREWS,  MD,  Mason  C OBG 

101 1 North  Shore  Road 
Norfolk  VA  23505 

ANDREWS,  MD,  Wm  Cooke  GYN 

903  Med  Tower 
Norfolk  VA  23507 

ARCHER,  MD,  Edward  R GP 

2703  Beachmont  Ave 
Norfolk  VA  23504 

ARCHER,  MD.  Lorenzo  Pharr  GP 

555  Fenchurch  St,  #402 
Norfolk,  VA  23510 

ARKINS,  MD,  Thomas  J NS 

607  Medical  Tower 
Norfolk  VA  23507 

AUTRY  III.  MD,  Joseph  Henry  P 

3729  R Street  Nw 
Washington  DC  20007 

AYSCUE,  MD,  Quincy  Adams  AN 

404  Medical  Tower 
Norfolk  VA  23507 

AZAR,  MD,  Hormoz  TS 

400  W Brambleton  Ave 
Suite  200 

Norfolk.  V A 23510 

BAJIT  MD,  Marieta  Agawin  AN 

6813  Meadowlawn  Dr 
Norfolk  VA  23518 

BAKER  JR  , MD,  John  Wm  GS 

844  Kempsville  Rd  Ste  105 
Norfolk  VA  23502 

BAKER  JR,  MD,  Lenox  Dial  TS 

400  West  Brambleton  Ave  # 200 
Norfolk,  VA  23510 

BAKER,  MD,  Frances  Watt  PDC 

7446  North  Shore  Road 
Norfolk,  VA  23505 

BAKER,  MD,  James  Porter  PUD 

Respiratory  Therapy  Dept 
Norfolk  General  Hospital 
Norfolk,  VA  23507 

BAKER.  MD.  Stuart  B IM 

Norfolk  Diag  Clinic,  Ltd 
844  Kempsville  Road,  # 100 
Norfolk,  VA  23502 

BARAKEY,  MD,  Amiele  GS 

1 10  Wimbledon  Sq.  B 
Chesapeake,  VA  23320 

BARTEL,  MD,  Alan  Gilbert  CD 

400  W Brambleton  Ave  Ste  201 
Norfolk  VA  23510 

BATTE,  MD,  Wm  Henry  P 

8107  Pace  Rd 
Norfolk  VA  23518 

BELL  III,  MD,  Joseph  S GE 

Norfolk  Diagnostic  Clinic 
844  Kempsville  Road,  # 100 
Norfolk.  VA  23502 

BERENGUER,  MD.  Thomas  J OBG 

31 1 De  Paul  Medical  Bldg 
Norfolk  VA  23505 

BERMAN,  MD,  Larry  Wm  PD 

5121  Greenwich  Rd 
Virginia  Beach  VA  23462 

BERNERT  JR  , MD,  Lawrence  A P 

844  Kempsville  Rd  Ste  21 1 
Norfolk  VA  23502 

BISESE,  MD,  Albert  Jos  PD 

De  Paul  Med  Bldg-Kmgsley  Ln 
Norfolk  VA  23505 

BLAIR,  MD,  Wm  F P 

805  Med  Tower 
Norfolk  VA  23507 

BLISS  III,  MD,  Theodore  LM 

4601  Mayflower  Rd 
Norfolk  VA  23508 

BLISS,  MD,  Reba  N Gwyneth  GP 

4601  Mayflower  Rd 
Norfolk  VA  23508 

BODNER,  MD,  Bruce  Ira  OPH 

403  Medical  Tower 
Norfolk.  VA  23507 

BOONE,  MD,  Luther  Roy  IM 

909  Ewell  Road 
Virginia  Beach  VA  23455 

BORING,  MD,  Wayne  Douglas  OBG 

De  Paul  Med  Bldg 
Norfolk  VA  23505 

BOWERS,  MD.  John  T PM 

Norfolk  Diag  Clinic 
844  Kempsville  Road 
Norfolk,  VA  23502 

BOYD,  MD,  James  Horace  GP 

549  E Brambleton  Ave 
Norfolk  VA  23510 

BOYD,  MD,  Wm  Everett  PD 

844  Kempsville  Rd  Ste  204 
Norfolk  VA  23502 

BREWER,  MD,  Herbert  Martin  CD 

205  Medical  Tower 
Norfolk  VA  23507 

BRICKMAN.  MD,  Robt  David  CDS 

400  West  Brambleton  Ave 
Suite  200 
Norfolk  VA  23510 


BRIDGES,  MD.  David  Marvin  DR 

Norfolk  General  Hospital 
600  Gresham  Dr 
Norfolk  VA  23507 

BROCK,  MD,  Macon  Foscue  US 

503  Med  Tower 
Norfolk  VA  23507 

BROOKS  JR,  MD,  John  IM 

549  E Brambleton  Ave 
Norfolk,  VA  23510 

BROWN,  MD,  Ronald  Bayard  EM 

2415  Spinnaker  Court 
Virginia  Beach  VA  23451 

BROWNLEY,  MD,  Edwin  T IM 

555  Fenchurh  Street 
Norfolk  VA  23510 

BRUNO  JR  , MD.  Alphonse  H L OBG 

200  Medical  Parkway 
Suite  207 
Norfolk  VA  23320 

BURGER,  MD,  Robt  Lindsay  IM 

901  Hampton  Blvd 
Norfolk  VA  23507 

BURKE,  MD,  Gene  Hobbs  IM 

Norfolk  Diagnostic  Clinic 
844  Kempsville  Road 
Norfolk,  VA  23502 

BURKE,  MD,  Melvin  H AN 

21 1 De  Paul  Med  Bldg 
Norfolk  VA  23505 

BYRD,  MD,  John  Abbott  IM 

809  Med  Tower 
Norfolk  VA  23507 

BYRD.  MD,  Wm  Edward  GYN 

De  Paul  Med  Bldg 
Norfolk  VA  23505 

CALL,  MD.  Thomas  David  CD 

400  W Brambleton  Ave  Ste  201 
Norfolk  VA  23510 

CAMP,  MD,  Robert  Michael  IM 

902  Graydon  Avenue 
Norfolk,  VA  23516 

CANTIN,  MD,  Ira  M ORS 

844  Kempsville  Rd 
Suite  101 
Norfolk  VA  23502 

CAPLAN,  MD.  Stephen  Robt  GE 

712  Medical  Tower 
Norfolk  VA  23507 

CARLEO,  MD,  James  Onofrio  EM 

600  Gresham  Dr  Norfolk  Gen 
Norfolk  VA  23505 

CARLSON,  MD,  Richard  Edward  OPH 
705  Medical  Tower 
Norfolk  VA  23507 

CARLUCCI  III.  MD,  Jos  AN 

916  Cambridge  Place 
Norfolk  VA  23508 

CARRAWAY,  MD,  James  Howard  PS 

400  W Brambleton  Ave  Ste  300 
Norfolk  VA  23510 

CARTER,  MD,  Arthur  T OBG 

1 10  Maycox  Ave 
Suite  3 

Norfolk.  VA  23505 

CARTER,  MD,  Henry  G AN 

21 1 De  Paul  Med  Bldg 
Norfolk  VA  23505 

CARTER,  MD,  Russell  H GS 

2412  Virginia  Beach  Blvd 
Norfolk,  VA  23504 

CARTY  JR  , MD,  James  Walker  IM 

844  Kempsville  Rd  Ste  100 
Norfolk  VA  23502 

CASHION,  MD,  Donald  T FP 

512  Susan  Constant  Dr 
Virginia  Beach,  VA  23451 

CASSIDY,  MD,  Robt  Lemont  FP 

P O Box  1980 
Norfolk  VA  23501 

CAUTHEN,  MD,  Jos  Dixon  OPH 

1005  May  Ave 
Norfolk  VA  23510 

CAVROS.  MD,  George  N FP 

741 1 Granby  Street 
Norfolk,  VA  23505 

CHALASANI,  MD,  Srirama  Prasad  AN 

Norfolk  Community  Hospital 
Norfolk  VA  23504 

CHAMBERS,  MD.  Donald  Edwin  R 

Norfolk  Gen  Hosp 
Norfolk  VA  23507 

CHANDLER,  MD,  Harold  Lee  D 

507  Med  Tower 
Norfolk  VA  23507 

CHAPMAN,  MD,  Rees  Cecil  IM 

844  Kempsville  Rd  Ste  100 
Norfolk  VA  23502 

CHEE,  MD,  Young  Shin  AN 

Blair  Bldg  Room  204 
809  Brandon  Ave 
Norfolk  VA  23517 

CHIAVARINI,  MD,  Robt  Louis  DR 

3843  Thaxton  Ln 
Virginia  Beach  VA  23452 

CHILDRESS  JR  , MD,  A Jack  OBG 

4462  Holland  Road 
Virginia  Beach,  VA  23452 

CHOI,  MD,  Koo  Young  PD 

352  Level  Green  Ct 
Hampton  VA  23669 


CHRISTENSEN,  DO,  Doran  Michael  OST 
7979  Kings  Gate  Way 
West  Chester,  OH  45069 
CHRISTIAN,  MD,  George  Henry  DR 

3912  Coverdale  Circle 
Virginia  Beach  VA  23452 


CICCONE,  MD.  Alvin  Jacob  FP 

5205  Colley  Ave 
Norfolk  VA  23508 

CLAPP  JR,  MD,  Henry  W AN 

404  Medical  Tower 
Norfolk,  VA  23507 

COBBS,  MD,  Wilson  N U 

549  E Brambleton  Ave 
Norfolk  VA  23510 

COFER  JR  , MD,  Vernon  L IM 

5326  Edgewater  Drive 
Norfolk  VA  23508 

COOLEY,  MD,  Carl  Conrad  OPH 

2000  S Ocean  Blvd 
Apartment  5K 

Pompano  Beach.  FL  33062 

CRISLER  JR  , MD,  Crile  CDS 

400  West  Brambleton  Ave 
Ste  200 

Norfolk  VA  23507 

CROCKFORD,  MD,  Jon  Lee  OBG 

903  Medical  Tower 
Norfolk,  VA  23507 

CROSS,  MD.  James  Parker  OT 

930  Redgate  Ave 
Norfolk  VA  23507 

CROUCH  JR  , MD,  Earl  Russell  OPH 

2109  Windward  Shore  Dr 
Virginia  Beach  VA  23451 

CULLEN  JR  , MD,  Richard  L IM 

401  Medical  Tower 
Norfolk  VA  23507 

D AMATO,  MD,  Nicholas  Anthony  CLP 

De  Paul  Hospital 
150  Kingsley  Lane 
Norfolk,  VA  23505 

DAVIS  JR  , MD,  Chas  Emmett  GS 

810  Med  Tower 
Norfolk  VA  23507 

DE  LAURA,  MD,  Frank  Anthony  GP 

9229  Granby  St 
Norfolk  VA  23503 

DEATON,  MD,  Richard  Thos  FP 

6004  High  Street,  West 
Portsmouth  VA  23703 

DERRING  JR  , MD,  Eldridge  H PUD 

400  W Brambleton  Avenue 
Suite  203 

Norfolk,  VA  23510 

DEVEREUX.  MD,  James  Pefer  ORS 

844  Kempsville  Rd  Ste  101 
Norfolk  VA  23502 

DEVINE  JR  , MD,  Chas  Jos  US 

400  W Brambleton  Ave  Ste  100 
Norfolk  VA  23510 

DEVINE.  MD,  Patrick  Campbell  U 

400  W Brambleton  Ave  Ste  100 
Norfolk  VA  23510 

DICKERSON,  MD,  John  Wm  OPH 

703  Medical  Tower 
Norfolk  VA  23507 

DOWNS,  MD,  Edward  Jay  EM 

3352  Prince  Of  Wales  Court 
Virginia  Beach  VA  23454 

DREW,  MD,  Donald  W CD 

P O Box  298 
Norfolk  VA  23507 

DRUCKER,  MD,  Jacob  R U 

509  De  Paul  Med  Bldg 
Norfolk  VA  23505 

DUNDON,  MD,  Suzanne  E P 

20  Koger  Executive  Center 
Suite  212 
Norfolk  VA  23502 

DZIATKIEWICZ,  MD,  Jowita  PD 

1204  Level  Green  Blvd 
Virginia  Beach,  VA  23464 

EDMONDSON  JR  , MD,  Wm  P IM 

844  Kempsville  Rd  Ste  100 
Norfolk  VA  23502 

EDWARDS,  MD,  Oscar  Edmunds  IM 

530  Wamwnght  Bldg 
Norfolk  VA  23510 

EL-MAHDI,  MD,  Anas  Morsi  TR 

Radiation  Oncology  Dept 
600  Gresham  Drive 
Norfolk  VA  23507 

ELDER,  MD,  Thos  David  RHU 

844  Kempsville  Rd  Ste  100 
Norfolk  VA  23502 

ELSASSER  JR  , MD.  Geo  F IM 

229  W Bute  St 
Norfolk  VA  23510 

ENG,  MD,  Benjamin  Pefer  FP 

Ghent  Family  Practice 
840  Redgate  Avenue 
Norfolk,  VA  23507 

ESCALANTE,  MD.  Guido  Roger  FP 

9229  Granby  St 
Norfolk  VA  23503 

ESPEJO  JR  , MD,  Guillarmo  CD 

308  De  Paul  Med  Bldg 
Norfolk  VA  23505 

ESPINOSA,  MD,  Myrna  Mendiola  US 

1053  Birnam  Woods  Dr 
Virginia  Beach  VA  23464 

ESTEP,  MD,  Herschel  Leonard  IM 

De  Paul  Hosp  Dept  Int  Med 
Granby  St  And  Kingsley  Lane 
Norfolk,  VA  23505 

ETHERIDGE  JR  , MD,  James  E PD 

855  W Brambleton  Ave 
Norfolk  VA  23510 

EVETT,  MD,  Russell  Dougherty  IM 

530  Wamwnght  Bldg 
Norfolk  VA  23510 

FAULCONER,  MD,  Robt  Jamieson  PTH 

201  Med  Tower  Bldg 
Norfolk  VA  23507 


FAULKNER.  MD,  Donald  T A 

901  Hampton  Blvd 
Norfolk  VA  23507 

FAY,  MD,  Joseph  Wayne  IM 

901  Hampton  Blvd 
Norfolk,  VA  23507 

FEKETE,  MD,  Andrew  Maurice  IM 

7930  F Chesapeake  Blvd 
Norfolk  VA  23518 

FELDMAN,  MD,  Frances  R P 

1000  Leigh  St 
Norfolk  VA  23507 

FERGUSON,  MD,  Chas  Lee  OS 

2409  Broad  Bay  Rd 
Virginia  Beach  VA  23451 

FINCH,  MD,  Albert  B PD 

844  Kempsville  Rd 
Suite  204 
Norfolk  VA  23502 

FINK,  MD,  H Wm  PD 

De  Paul  Med  Bldg 
Norfolk  VA  23505 

FITCHETT,  MD,  Claiborne  W GS 

844  Kempsville  Rd  Ste  105 
Norfolk  VA  23502 

FITZER,  MD,  Peter  Malcolm  DR 

501  Riverside  Drive 
Newport  News,  VA  23606 

FIVEASH  JR  , MD,  Jos  Gardner  U 

400  W Brambleton  Ave  Ste  100 
Norfolk  VA  23510 

FLYNN,  MD,  Thos  Francis  EM 

3616  Harding  Drive 
Chesapeake,  VA  23321 

FRANKLIN,  MD,  John  IM 

844  Kempsville  Rd  Ste  100 
Norfolk  VA  23502 

FREUND,  MD,  Bernard  Wm  P 

705  Westover  Ave 
Norfolk,  VA  23507 

FRIEDEN,  MD,  Harry  M FP 

510  Med  Tower 
Norfolk  VA  23507 

FRIEDMAN,  MD,  Asher  Arthur  D 

Wamwright  Bldg 
Norfolk  VA  23510 

FURR,  MD,  John  H P 

844  Kempsville  Rd 
Suite  212 
Norfolk  VA  23502 

GAHAGAN,  MD,  Robt  Barrett  IM 

844  Kempsville  Rd  Ste  100 
Norfolk  VA  23502 

GAJAWEERA,  MD,  Percy  N P 

3356  Middle  Plan  Quay 
Virginia  Beach.  VA  23452 

GALLO,  MD,  David  Alexander  U 

509  De  Paul  Med  Bldg 
Norfolk  VA  23505 

GAMSEY.  MD.  Alan  Jay  IM 

400  W Brambleton  Ave 
Suite  103 

Norfolk,  Va_  23510 

GARNETT,  MD.  Alfred  Randolph  GYN 

903  Medical  Tower 
Norfolk  VA  23507 

GARRETT,  MD,  James  Ellis  EM 

1305  Five  Point  Road 
Virginia  Beach  VA  23454 

GAYLE,  MD,  Robert  Gordon  CDS 

400  W Brambleton  Ave 
Suite  101 

Norfolk,  VA  23510 

GEORGE,  MD,  Edward  Richard  HEM 

1377  Dunstan  Lane 
Virginia  Beach,  VA  23455 

GIBBS,  MD,  Wm  F P 

307  De  Paul  Med  Bldg 
Norfolk  VA  23505 

GIBSON,  MD.  William  Russell  AN 

Medical  Tower  Ste  404 
Norfolk  VA  23507 

GILBERT,  MD,  David  Alan  PS 

Plastic  Surg  Specialists 
400  W Brambleton  Ave  #300 
Norfolk,  VA  23510 

GIVEN  JR  , MD,  Frederick  True  OBG 

Tidewater  Phys  For  Women 
844  Kempsville  Rd,  #208 
Norfolk  VA  23502 

GLICKMAN,  MD.  Marc  Harris  GS 

844  Kempsville  Road 
Suite  104 

Norfolk,  VA  23502 

GOCO,  MD,  Evelyna  Santos  AN 

809  Brandon  Ave 
Norfolk  VA  23517 

GOLDBERG  JR  , MD,  Marvin  NEP 

907  Medical  Tower 
Norfolk  VA  23507 

GOLDING.  MD,  Trevor  Newton  DR 

1401  Tidewater  Drive,  #2 
Norfolk,  VA  23504 

GOLDMAN,  MD,  Chas  Jay  IM 

935  Redgate  Ave 
Norfolk  VA  23507 

GOODWIN,  MD,  Ambler  Ray  PTH 

De  Paul  Hosp 
Norfolk  VA  23505 

GOUGH,  MD,  Wm  Wood  RHU 

844  Kempsville  Rd  Ste  100 
Norfolk  VA  23502 

GOULDIN.  MD,  Thos  Winston  FP 

9615  Granby  St 
Norfolk  VA  23503 

GRAVES.  MD.  Chas  Coakley  OS 

2452  Jasper  Court 
Norfolk  VA  23518 
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GREENSPAN.  MD.  Mark  GS 

802  Medical  Tower 
Norfolk  V A 23507 

GREGORY,  MD,  Roger  Thorpe  CDS 

Suite  101 

400  West  Brambleton  Ave 
Norfolk  VA  23510 

GRIFFEY,  MD,  Richard  Thos  OPH 

801  Medical  Tower 
Norfolk  V A 23507 

GRIFFIN  JR,  MD,  Edward  E ORS 

330  W Brambleton  Ave 
Hague  Towers,  # 120 
Norfolk,  VA  23510 

GRINNAN  JR  . MD.  R Bryan  IM 

5216  Edgewater  Dr 
Norfolk  VA  23508 

GRINNAN.  MD,  Geo  Lamb  Buist  CDS 

400  W Brambleton  Ave  Ste  200 
Norfolk  VA  23510 

GRULKE,  MD.  David  Carl  IM 

Suite  100 
844  Kempsville  Rd 
Norfolk  VA  23502 

GUILARAN,  MD.  Eddie  Z FP 

68  Downtown  Plaza 
Norfolk  V A 23510 

GWATHMEY,  MD,  Frank  W HS 

400  Gresham  Dr 
Norfolk  VA  23507 

HALL  III,  MD,  James  H N 

208  53rd  Street 
Virginia  Beach,  VA  23451 

HARKINS,  MD.  Geo  Archer  PDS 

400  W Brambleton  Ave  Ste  200 
Norfolk  VA  23510 

HARRELL,  MD,  Gordon  F OTO 

5343  Studeley  Avenue 
Norfolk  VA  23508 

HARRIS,  MD.  Edward  Davis  GP 

2409  Spinnaker  Cl 
Virginia  Beach  VA  23451 

HARTMAN.  MD  Carl  Wm  CD 

Hague  Medical  Center 
Suite  201 

Norfolk  VA  23510 

HASKELL  JR,  MD.  Edward  G FP 

P O Box  1980 
Norfolk,  VA  23501 

HAYES,  MD,  Henry  Desmond  FP 

840  Redgate  Ave 
Norfolk  VA  23507 

HEARST.  MD,  Earl  David  P 

Ste  331  Pembroke  Five 
Virginia  Beach  VA  23462 

HEATON,  MD,  William  A L HEM 

American  Red  Cross 
P O Box  1836 
Norfolk.  VA  23501 

HECHT,  MD,  Gary  Michael  GP 

1 125  Azalea  Garden  Road 
Norfolk,  VA  23502 

HEIDE,  MD,  Roberf  Kay  IM 

5115  Studeley  Ave 
Norfolk  VA  23508 

HENNELLY,  MD,  Patrick  Jos  IM 

100  Professional  Arts  Bldg 
Norfolk  VA  23510 

HENRY  JR  , MD,  Reginald  B IM 

844  Kempsville  Rd  Ste  100 
Norfolk  VA  23502 

HENRY,  MD  C Allan  OPH 

212  Southern  Office  Bldg 
Norfolk,  VA  23505 

HERBERT,  MD,  Anita  J.  IM 

454  Westover  Mews 
Norfolk.  VA  23507 

HERRINGTON,  MD.  Marvin  S GP 

1 10  Herrington  Lane 
Chesapeake.  VA  23325 

HESS.  MD.  John  Milton  AN 

Medical  Tower  404 
Norfolk  VA  23507 

HIGGINS,  MD.  Elizabeth  M ON 

600  Gresham  Drive 
Norfolk.  VA  23507 

HIGGINS.  MD.  Michael  R IM 

Renal  Dialysis  Unit 
600  Gresham  Drive 
Norfolk.  VA  23507 

HILL  JR  , MD,  Norman  N GYN 

405  De  Paul  Med  Bldg 
Norfolk  VA  23505 

HIRSCH,  MD,  Kurt  GS 

943E  Armfield  Circle 
Apartment  201 
Norfolk  VA  23505 

HODGE  JR,  MD,  Edwin  Beaumont  IM 

844  Kempsville  Road,  Suite  100 
Norfolk,  VA  23507 

HOFFLER  JR.  MD.  Richard  W IM 

P O Box  898 
Norfolk,  VA  23501 

HOFFLER  JR.  MD,  William  M IM 

549  E Brambleton  Avenue 
Norfolk.  VA  23510 

HOFFLER.  MD,  Oswald  W GS 

549  E Brambleton  Ave 
Norfolk  VA  23510 

HOFFMAN,  MD,  George  Charol  GS 

844  Kempsville  Rd  Ste  105 
Norfolk  VA  23502 

HOOVER,  MD,  Wm  GS 

7304  Colony  Pt  Rd 
Norfolk  VA  23505 

HOPKINS  JR  MD.  John  David  NM 

5312  Halter  Lane 
Norfolk  VA  23502 


HORDEN,  MD,  Harold  Milton  FP 

9615  Granby  St 
Norfolk  VA  23503 

HORTON,  MD,  Chas  Edwin  PS 

400  W Brambleton  Ave 
Suite  300 
Norfolk  VA  23510 

HOSSAIN,  MD,  Mohammad  Akhtar  EM 

De  Paul  Hospital 
Norfolk  VA  23505 

HOTCHKISS,  MD,  Wm  S TS 

2147  Old  Greenbrier  Rd 
Chesapeake.  VA  23320 
HOVLAND,  MD,  William  Neal  IM 

Suite  309 

De  Paul  Medical  Bldg 
Norfolk  VA  23505 

HUMPHREY,  MD,  William  Trowell  OPH 
935  Redgate  Ave 
Norfolk  VA  23507 

HURWITZ,  MD,  Richard  L CDS 

844  Kempsville  Road 
Suite  104 
Norfolk  VA  23502 

IBARRA,  MD.  Jorge  GS 

210  Southern  Off  Bldg 
Norfolk  VA  23505 

IRVIN,  MD,  Wm  P OBG 

910  Med  Tower 
Norfolk  VA  23507 

ISAAC,  MD.  Joseph  William  OBG 

1 16  Brentwood  Circle 
Virginia  Beach  VA  23452 
ISLAM,  MD,  Mohammad  Ammul  IM 

3736  Westerm  Branch  Blvd 
Portsmouth  VA  23701 

IVES,  MD,  Charles  Everett  GS 

Suite  209 

De  Paul  Medical  Bldg 
Norfolkd,  VA  23505 

JACKSON,  MD,  Robert  T OTO 

901  Hampton  Blvd 
Norfolk,  VA  23507 

JACOBS,  MD,  Johathan  S PS 

400  W Brambleton  Ave 
Suite  300 

Norfolk,  VA  23510 

JAFFE,  MD,  Alan  Harvey  GS 

401  De  Paul  Med  Bldg 
Norfolk  VA  23505 

JEAN-GILLES,  MD,  Brunet  GS 

809  Medical  Tower 
Norfolk  VA  23507 

JEFFERIES.  MD,  Allan  H PD 

312  De  Paul  Med  Bldg 
Norfolk  VA  23505 

JMD,  EFFREYM  Graves  IM 

844  Kempsville  Road 
Suite  100 

Norfolk,  VA  23502 

JENNETTE.  MD.  Arthur  Harris  AN 

21 1 De  Paul  Med  Bldg 
Norfolk  VA  23505 

JENNINGS  JR  , MD.  Rufus  B PDC 

800  W Olney  Road 
Norfolk  VA  23507 

JEROY,  MD.  Harry  Keirn  AN 

4327  Thoroughgood  Drive 
Virginia  Beach  VA  23455 
JOHNSON,  MD.  David  H PD 

609  Colley  Ave 
Norfolk  VA  23507 

JOHNSTON,  MD,  Russell  G AN 

404  Medical  Tower 
Norfolk  VA  23507 

JONES  JR  , MD,  Brock  Darden  OBG 

910  Med  Tower 
Norfolk  VA  23507 

JONES  JR  , MD,  Warren  Jeffrey  OS 

2600  Sterling  Pt  Dr 
Portsmouth  VA  23703 
JONES  JR,  MD,  Howard  Wilbur  GYN 

603  Medical  Tower 
Norfolk,  VA  23507 

JONES.  MD,  Georgeanna  Seegar  GYN 
603  Medical  Tower 
Norfolk,  VA  23507 

JORDAN,  MD,  Louis  R ORS 

844  Kempsville  Rd 
Suite  101 

Norfolk  VA  23502 

KAGAN.  MD  Harvey  Jay  PD 

410  De  Paul  Med  Bldg 
Norfolk  VA  23505 

KAPLAN,  MD,  Arthur  Sanford  IM 

935  Redgate  Ave 
Norfolk  VA  23507 

KAUFMAN,  MD,  Steven  H PUD 

400  W Brambleton  Ave 
Suite  203 

Norfolk,  VA  23510 

KEENAN.  MD.  Thos  P OPH 

302  South  Cameron  Street 
Winchester  VA  22601 

KEITER,  MD.  Mary  Beth  PD 

2 Koger  Executive  Center 
Norfolk.  VA  23502 

KERPELMAN,  MD.  Earle  Jerome  GP 

1000  Sunset  Dr 
Norfolk  VA  23503 

KESLER,  MD,  Robt  Milton  R 

Norfolk  Gen  Hosp 
Norfolk  VA  23507 

KIGHT.  MD,  John  Randolph  GYN 

P O Box  5207 
Virginia  Beach,  VA  23455 
KING.  MD.  John  Norman  GS 

51 1 Medical  Tower 
Norfolk  VA  23507 


KING,  MD,  John  Winston  GS 

549  E Brambleton  Ave 
Norfolk  VA  23510 

KING.  MD  M Kirwan  GS 

914  Graydon  Avenue 
Norfolk  VA  23507 

KITTERMAN,  MD  James  S GP 

1 105  North  Shore  Road 
Norfolk  VA  23505 

KLOTZ  JR  , MD,  Jeremiah  A OPH 

821  Wamwright  Bldg 
Norfolk  VA  23510 

KNIGHT  JR,  MD.  Morris  Reed  R 

1900  Lynn  Cove  Lane 
Virginia  Beach,  VA  23454 
KOEHL,  MD,  Geo  Wm  PD 

330  Brambleton  Ave 
Norfolk  VA  23510 

KOH,  MD,  Hae  Kyung  P 

335  Woodside  Drive 
Hampton,  VA  23669 

KREGER,  MD,  David  Lawrence  GE 

400  W Brambleton  Ave  Ste  103 
Norfolk  VA  23510 

KRISCHER,  MD,  Meyer  I LM 

6027  River  Rd 
Norfolk  VA  23505 

KRUGER,  MD,  David  B P 

160  Newtown  Road 
Suite  409 

Virginia  Beach,  V a 23462 
KRUGER,  MD,  Howard  I FP 

1723  Cromwell  Rd 

Norfolk  VA  23509 

KUMAR,  MD.  Achla  PM 

Depaul  Med  Bldg 
Suite  305 

Norfolk,  VA  23505 

LADAGA.  MD,  Leopoldo  Elio  PTH 

4713  Five  Forks  Court 
Virginia  Beach  VA  23455 
LAIBSTAIN,  MD,  Alter  GP 

1012  Mac  Donald  Road 
Chesapeake  VA  23325 
LAIBSTAIN,  MD,  Herman  A 

1 12  E Little  Creek  Rd 
Norfolk  VA  23505 

LANGLEY,  MD,  Beryl  Cecilia  E CHP 

1353  Dunstan  Lane 
Virginia  Beach  VA  23455 
LE  HEW,  MD,  Willette  Lewis  OBG 

903  Medical  Tower 
Norfolk  VA  23507 

LEDERMAN,  MD.  Ira  Robert  OPH 

7312  Qranby  St 
Norfolk  VA  23505 

LEE,  MD,  John  Edward  OBG 

130  Blake  Road 
Norfolk,  VA  23505 

LEVIN,  MD.  Gershon  J GYN 

815  Colonial  Ave 
Norfolk  VA  23507 

LEVINS.  MD,  Arnold  I OPH 

135  Cedro  Way 
San  Francisco,  CA  94127 
LEVY,  MD,  Donald  L OBG 

600  Gresham  Drive 
Norfolk.  VA  23507 

LEVY,  MD,  Donald  Marvin  N 

208  Medical  Tower 
Norfolk.  VA  23507 

LEVY,  MD,  Edward  David  IM 

401  Medical  Tower,  Gresham  Dr 
Norfolk  VA  23507 

LEWIS,  MD,  David  Owen  EM 

1920  Dundee  Lane 
Martinsville  VA  24112 
LIEN,  MD,  Buu  That  PD 

5528  Bayberry  Drive 
Norfolk,  VA  23502 

LILLY,  MD.  Edward  Lewis  GE 

530  Wamwright  Bldg 
Norfolk  VA  23510 

LIM,  MD.  Angelita  Agustin  IM 

816  Independence  Blvd 
Virginia  Beach  VA  23455 

LIN,  MD.  James  Mm  AN 

21 1 De  Paul  Med  Bldg 

Norfolk  VA  23505 

LIND,  MD,  James  F GS 

Norfolk  Gen  Hosp 

600  Gresham  Drive 
Norfolk.  VA  23507 

LITTLEPAGE,  MD,  Eleanor  G M GYN 

941  Baldwin  Avenue  #B-1 
Norfolk  VA  23507 

LOVE,  MD,  Carolyn  A IM 

221  W Bute  St 
Norfolk  VA  23510 

LOVELL  JR  , MD,  Charles  F PH 

2142  Haverford  Dr 
Chesapeake  VA  23320 
LOWE,  MD,  Scott  Miller  OBG 

549  E Brambleton  Ave 
Norfolk  VA  23510 

LOWELL,  MD,  William  G PD 

1025  N George  Wash  Hwy 
Chesapeake,  VA  23323 
LUNA,  MD,  Federico  Marlin  CD 

100  Marcy  St 
Norfolk  VA  23505 

MADDOCK,  MD,  Robt  Kent  IM 

601  Med  Tower 
Norfolk  VA  23507 

MAGEE  JR  , MD,  William  P PS 

400  W Brambleton 
Suite  300 
Norfolk  VA  23510 


MAGNESS  II,  MD.  Alfred  P 
935  Redgale  Avenue 
Norfolk.  VA  23507 

NS 

MAHAN.  MD.  Jack  Delano 
Norfolk  General  Hosp 
Norfolk  VA  23507 

R 

MANALO  JR,  MD.  Buenaventura 
490  Smoke  Rise  Lane 
Virginia  Beach,  VA  23452 

IM 

MANICKAVASAGAR.  MD.  Marie  J 
409  Maiden  Lane 
Chesapeake  VA  23325 

NEP 

MANICKAVASAGAR.  MD  S 

409  Maiden  Lane  Georgetown  Pt 
Chesapeake  VA  23325 

GS 

MANN  MD,  Robt  Fletcher 
901  Hampton  Blvd 
Norfolk  VA  23507 

IM 

MARESH,  MD.  Chas  Geo 
309  De  Paul  Med  Bldg 
Norfolk  VA  23505 

IM 

MARKHAM,  MD,  Thomas  Carl 
844  Kempsville  Road 
Suite  101 

Norfolk.  VA  23502 

ORS 

MAROTO  JR  , MD.  Felix 
404  Medical  Tower 
Norfolk  VA  23507 

AN 

MARTENS  JR  . MD  Werner 
902  Graydon  Ave 
Norfolk  VA  23507 

IM 

MARTINEZ.  MD  Horacio  Duarte 
404  Medical  Tower 
Norfolk  VA  23507 

AN 

MASON,  MD,  Joel  A 
400  Gresham  Dr 
Norfolk  VA  23507 

ORS 

MAY,  MD.  Wm  Heath 
5121  Greenwich  Rd 
Virginia  Beach  VA  23462 

PD 

MAYER,  MD,  Andrew  Anthony 
600  Gresham  Dr 
Norlolk  VA  23507 

R 

MAYER,  MD.  William  Dixon 
P O Box  1980 
Norfolk.  VA  23501 

PTH 

MC  ALPINE,  MD,  Robt  E 
2024  Fairway  Drive 
Cedar  Point 
Suffolk,  VA  23324 

GS 

MC  BRAYER  JR  , MD,  Reuben  H 
Respiratory  Care  Ngh 
600  Gresham  Dr 
Norfolk  VA  23507 

PUD 

MC  COY,  MD,  Cullen  M 
7218  Shirland  Ave 
Norfolk  VA  23505 

OPH 

MC  COY,  MD,  Stephen  Hartzell 
844  Kempsville  Rd  Ste  101 
Norlolk  VA  23502 

ORS 

MC  CRAW,  MD,  John  Barry 
400  West  Brambleton 
Norfolk  VA  23510 

PS 

MC  DANIEL,  MD.  Sami  M 
506  Med  Tower 
Norfolk  VA  23507 

TS 

MC  FADDEN,  MD,  Jos  T 
607  Med  Towers 
Norfolk  VA  23507 

NS 

MEREDITH  II  , MD  George  Minor 
844  Kempsville  Rd  Ste  206 
Norfolk  VA  23502 

OTO 

MEREDITH  JR  , MD,  H Clarkson 
915  Hampton  Blvd 
Norfolk  VA  23507 

IM 

MERLE-IGNACIO,  MD,  Eleodora  C 
1200  So  Military  Highway 
Chesapeake,  VA  23320 

FP 

MERRICK,  MD,  H Curtiss 
6429  Newport  Ave 
Norfolk,  VA  23505 

AN 

MILLER.  MD.  Alfred  Beni 
Norfolk  Plasma  Corp 
102  West  Olney  Rd 
Norfolk  VA  23510 

D 

MILLER.  MD,  Donald  Harner 
5301  Providence  Road 
Suite  100 

Virginia  Beach.  VA  23464 

OBG 

MILLER,  MD,  Jonathan  W 
844  Kempsville  Road 
Suite  100 
Norfolk,  VA  23502 

IM 

MILLER.  MD.  Maurice  M 
207  Med  Tower 
Norfolk  VA  23507 

GS 

MILLER,  MD,  Richard  H 
520  Gleneagle  Dr 
Virginia  Beach  VA  23462 

R 

MILLER,  MD,  Scott  Arnold 
844  Kempsville  Road 
Suite  100 

Norfolk,  VA  23502 

IM 

MOORE,  MD,  Alfred  Andrew  D 
609  Colley  Ave 
Norfolk  VA  23507 

CD 

MOORE-HINES,  MD.  Sylvia  B 
2810  Tidewater  Drive 
Norfolk,  VA  23504 

OBG 

MORALES,  MD,  Lawrence  R. 
809  Meighan  Drive 
Virginia  Beach,  VA  23464 

ORS 

MORENO,  MD,  Leopold  S D 
7927  Old  Ocean  View  Rd 
Norfolk  VA  23518 

FP 

MORTON,  MD,  Robt  A 
915  Hampton  Blvd 
Norfolk  VA  23507 

IM 

MOSQUERA  MD  Guillermo  U 

De  Paul  Medical  Bldg 
Suite  512 
Norfolk  VA  23505 

MOSS.  MD  Burton  Alan  Al 

112  E Little  Creek  Rd 
Norfolk  VA  23505 

MUHLENDORF,  MD  Ivan  Kenneth  OBG 

844  Kempsville  Rd  Ste  208 
Tidewater  Phys  For  Women 
Norfolk  VA  23502 


MULLEN,  MD,  Jos  Terrance  GS 

7339  Ruthven  Road 
Norfolk  VA  23505 

MURPHY  JR  , MD.  Wm  F PD 

330  W Brambleton  Hague  Tower 
Norfolk  VA  23510 

MURRAY,  MD.  Kevin  Patrick  IM 

142  W York  St 
Norfolk  VA  23507 

NAVARRO  JR.,  MD  Ramon  G PD 

200  Medical  Parkway 
Suite  315 

Chesapeake,  VA  23320 

NAYLOR,  MD,  Wm  Talbott  IM 

902  Graydon  Avenue 
Norfolk.  VA  23507 

NEAL.  MD.  Richard  King  NS 

935  Redgate  Ave 
Norfolk  VA  23507 

NEFF,  MD,  Robert  S ORS 

400  Gresham  Dr 
Norfolk  VA  23507 

NICHOLLS,  MD.  Richard  B GYN 

901  Hampton  Blvd 
Norfolk  VA  23507 

NOLD,  MD.  Ralph  John  R 

4700  Pruden  Blvd 
Suffolk  VA  23434 

NUSS  JR  , MD,  Donald  PDS 

400  W Brambleton  Ave  Ste  200 
Norfolk  VA  23510 

NYE,  MD,  Glenn  Carlyle  IM 

De  Paul  Hosp 
150  Kingsley  Lane 
Norfolk  VA  23505 

OBER.  DO,  Vincent  Hides  OST 

1806  Hampton  Blvd 
Norfolk  VA  23517 

OELRICH,  MD.  Wm  Lyle  CD 

844  Kempsville  Road 
Suite  100 
Norfolk  VA  23502 

OLD  JR  , MD.  Levi  GS 

406  De  Paul  Med  Bldg 
Norfolk  VA  23505 

OPPLEMAN,  MD.  Leslie  Barri  IM 

1 10  Maycox  Ave.  O 10 
Norfolk.  VA  23505 

ORBETA,  MD,  Nelia  Anarna  US 

Box  Drawer  I 
Keyser,  WV  26726 

PALAT,  MD,  Meera  K PD 

5336  Powhatan  Ave 
Norfolk.  VA  23508 

PANGALOS,  MD.  Themis  V.  A 

405  Med  Tower 
Norfolk  VA  23507 

PARISER  JR  , MD,  Harry  D 

406  Medical  Tower 
Norfolk  VA  23507 

PARISER.  MD.  David  Michael  D 

406  Medical  Tower 
Norfolk  VA  23507 

PARISER,  MD,  Robert  Jay  D 

406  Medical  Tower 
Norfolk,  VA  23507 

PARKER.  MD,  John  Patrick  CD 

Norfolk  Diagnostic  Clinic 
Suite  100 

Norfolk.  VA  23502 

PARRISH,  MD,  Bernard  L GYN 

Deltaville  VA  23043 

PASSANTINO  JR  , MD.  Giuseppe  AN 

922  Magnolia  Ave 
Norfolk  VA  23508 

PAVON,  MD,  Humberto  Francisco  IM 

7428  Tidewater  Drive 
Norfolk.  VA  23505 

PAYNE  JR  . MD.  Robt  L GS 

844  Kempsville  Rd  Ste  105 
Norfolk  VA  23502 

PAYNE  JR.  MD,  Charles  Franklin  D 

1456  Five  Hill  Trail 
Virginia  Beach,  VA  23452 

PAYNE,  MD,  William  Duncan  GS 

209  De  Paul  Med  Bldg 
Norfolk  VA  23505 

PEARLMAN,  MD.  Edwin  OPH 

7312  Granby  St 
Norfolk  VA  23505 

PEEPLES,  MD.  William  J TR 

Radiation  Oncology  Dept 
600  Gresham  Drive 
Norfolk  VA  23507 

PENIX,  MD,  Jerry  O Don  NS 

607  Medical  Tower 
Norfolk  VA  23507 

PERLMAN,  MD,  Jerome  David  FP 

7925  Halpr.n  Dr 
Norfolk  VA  23518 

PHILIPPAKIS,  MD,  Spyros  GS 

203  Medical  Tower 
Norfolk  VA  23507 

PICOU,  MD,  Wally  John  EM 

605  Sarah  Court 
Virginia  Beach  VA  23464 


604 


VIRGINIA  MEDICAL/SEPTEMBER  1982 


VOLUME  109 


NORFOLK-NORTHAMPTON-NORTHERN  NECK  17 


PLUNKETT  JR  , MD.  Harry  G FP 

4301  Altriends  Trail 
Virginia  Beach  V A 23455 

POLE,  MD,  William  C ORS 

844  Kempsville  Rd 
Suite  101 

Norfolk  VA  23502 

PORETTA,  MD,  Jerome  C AN 

Ste  404  Medical  Tower 
Norfolk  VA  23507 

PORTER  JR  , MD,  Frederick  S PD 

800  West  Olney  Road 
Norfolk  VA  23507 

PORTER,  MD,  Ira  Stanley  ORS 

400  Gresham  Drive 
Norfolk,  VA  23507 

POSNER,  MD.  Irvin  L OPH 

210  De  Paul  Med  Bldg 
Norfolk  VA  23505 

POUTASSE.  MD,  Eugene  F U 

400  W Brambleton  Ave  Ste  100 
Norfolk  VA  23510 

POWELL  JR  , MD  Albert  Henry  P 

20  Koger  Executive  Center  212 
Norfolk  VA  23502 

PRICE,  MD,  James  Dalton  IM 

6833  Gardner  Dr 
Norfolk  VA  23518 

PRYOR,  MD,  Donald  Chas  EM 

1629  Arrowhead  Rd 
Virginia  Beach  VA  23455 

QUARLES  JR  , MD,  Jos  James  GP 

P 0 Box  5564 
Norfolk  VA  23516 

RAFELSON,  MD,  Stephen  A IM 

Norfolk  Diagnostic  Clinic 
844  Kempsville  Rd 
Norfolk  VA  23502 

RAFF,  MD.  James  Chaney  PD 

2619  Somme  Ave 
Norfolk  VA  23509 

RAMPULLA,  MD,  Elliot  John  AN 

1445  Waylon  Ave 
Norfolk  VA  23502 

RANDALL,  MD,  Eugene  H P 

100  Kingsley  Lane 

Norfolk  . VA  23505 

RASHTI,  MD,  Robl  Aaron  NS 

601-A  Medical  Tower 
Norfolk  VA  23507 

RAVITZ,  MD,  Leonard  J P 

807  Medical  Tower 
Norfolk  VA  23507 

RAWLS,  MD,  Harvey  P U 

509  De  Paul  Med  Bldg 
Norfolk  VA  23505 

READ  JR  , MD.  Mallory  Jos  US 

551  Warren  Crescent 
Norfolk  VA  23507 

RECTOR.  MD,  Geo  Harry  Morris  AN 

404  Medical  Tower 
Norfolk  VA  23507 

REDA,  MD,  Annette  Williams  OPH 

801  Medical  Tower 
Norfolk.  VA  23507 

REED,  MD.  Richard  C GP 

439  Westover  Mews 
Norfolk  VA  23507 

REINA  III.  MD.  Abdon  NS 

De  Paul  Med  Bldg  Ste  302 
Norfolk  VA  23505 

REINGOLD,  MD,  Wm  N OBG 

4462  Holland  Road 
Virginia  Beach.  VA  23452 

RESHEFSKY,  MD,  Bonnie  Louis  OPH 

De  Paul  Med  Bldg  Ste  301 
Norfolk  VA  23505 

RICE,  MD,  Marcus  Charles  N 

844  Kempsville  Road 
Suite  100 

Norfolk,  VA  23502 

RICHARDS,  MD,  A Dewey  FP 

Dept  Fam  Med  Box  1980 
Norfolk,  VA  23501 

RISH,  MD,  Berkley  Lamont  NS 

501  Medical  Tower 
Norfolk  VA  23507 

ROBERTO,  MD  Frank  A CHP 

844  Kempsville  Road 
Norfolk,  VA  23502 

RODGERS,  MD,  Terry  C PYA 

330  West  Brambleton  Ave 
Norfolk  VA  23510 

RODRIGUEZ  JR  , MD,  Claudio  GP 

9551  Granby  St 
Norfolk  VA  23503 

ROGERS  JR  , MD.  Henry  Moore  PD 

101  #2  Koger  Executive  Center 
Norfolk  VA  23502 

ROMERO,  MD,  Aleli  G FP 

6505  Auburn  Drive 
Virginia  Beach,  VA  23462 

ROPER,  MD,  Albert  L OTO 

901  Hampton  Blvd 
Norfolk  VA  23507 

ROSSHEIM,  MD,  Edgar  Herbert  IM 

841  Redgate  Ave 
Norfolk  VA  23507 

ROWELL,  MD,  Frank  E US 

1 12  Burleigh  Ave 
Norfolk  VA  23505 

ROYER.  MD,  Thos  C GP 

3153  Azalea  Garden  Road 
Norfolk  V A 23513 

RUBIO,  MD.  Tomas  ID 

800 

Norfolk  VA  23507 


RUFFIN  JR  , MD.  Willcox  PS 

Med  Towers  Suite  41 1 
Norfolk  VA  23507 

SAENZ,  MD,  Enrique  Antonio  GS 

154  Newtown  Road 
Suite  B-7-A 

Virginia  Beach,  VA  23462 

SALASKY.  MD.  Milton  OTO 

7342  Millbrook  Road 
Norfolk  VA  23505 

SANTACRUZ.  MD,  N Daniel  IM 

7428  Tidewater  Drive 
Norfolk,  VA  23505 

SANTOS,  MD,  Amelia  Limcaco  AN 

809  E Brandon  Ave 
Norfolk  VA  23517 

SANTOS,  MD,  Josefino  Santos  IM 

318E  Battlefield  Blvd  S 
Chesapeake,  VA  23320 

SAUL,  MD,  Slater  Cumbermac  OBG 

610  Medical  Tower 
Norfolk  VA  23507 

SCHAEFER,  MD,  John  Chas  ID 

De  Paul  Med  Bldg  Ste  309 
Norfolk  VA  23505 

SCHECHNER  JR  , MD.  Jos  GP 

6023  Chesapeake  Blvd 
Norfolk  VA  23513 

SCHECHTER.  MD,  Gary  Lee  OTO 

901  Hampton  Blvd 
Norfolk  VA  23507 

SCHELLHAMMER,  MD,  Paul  F U 

400  W Brambleton  Ave  Ste  100 
Norfolk  VA  23510 

SCHOENFELD,  MD,  Jos  Morton  GP 

300  Boush  St 
Norfolk  VA  23510 

SCHOLTEN,  MD.  James  Robt  EM 

518  Mowbray  Arch 
Norfolk  VA  23507 

SCHREIBER,  MD,  Mark  Traudt  P 

Pembroke  Five,  Suite  331 
Virginia  Beach,  VA  23462 

SCHULMAN,  MD,  Joseph  PD 

Children's  Hospital 
800  West  Olney  Road 
Norfolk.  VA  23507 

SCHULWOLF,  MD,  Alfred  Morton  PD 

5121  Greenwich  Rd 
Virginia  Beach  VA  23462 

SCHUSTER,  MD,  Rudolf  Franz  IM 

327  W Bute  Street 
Norfolk  VA  23510 

SCHWAB,  MD,  Charles  William  GS 

600  Gresham  Drive 
Norfolk,  VA  23507 

SCOTT,  MD,  Robt  Francis  P 

844  Kempsville  Rd 
Suite  212 
Norfolk  VA  23502 

SELIG  JR  , MD,  Julian  Wood  P 

5903  Studeley  Avenue 
Norfolk  VA  23508 

SELLERS,  MD.  John  G OTO 

1232  W Little  Creek  Rd 
Norfolk  VA  23505 

SHAPIRO,  MD,  Sami  Leon  N 

844  Kempsville  Rd  # 100 
Norfolk  VA  23502 

SHELTON.  MD,  Aubrey  L FP 

De  Paul  Med  Bldg  Suite  413 
Norfolk  VA  23505 

SHELTON,  MD,  Jean  Elizabeth  PD 

816  Mayflower  Ave 
Suffolk  VA  23434 

SHOAIBI  III,  MD,  Ahmad  PD 

408  De  Paul  Med  Bldg 
Norfolk  VA  23505 

SIMPSON,  MD,  Geo  Winslow  GP 

3808  E Indian  River  Rd 
Chesapeake,  VA  23325 

SKEPPSTROM,  MD.  Richard  H N 

707  Medical  Tower 
Norfolk  VA  23507 

SLATKIN,  MD.  Stephen  E P 

Suite  505,  Medical  Tower 
400  Gresham  Drive 
Norfolk  VA  23507 

SLY,  MD.  Donald  Eugene  OTO 

901  Hampton  Blvd 
Norfolk  VA  23507 

SMITH  II,  MD,  Hugh  Dorsey  OBG 

139  S Ridgley  Road 
Norfolk,  VA  23505 

SMITH,  MD,  Bobby  L AN 

404  Medical  Tower 
Norfolk  VA  23507 

SMITH,  MD,  Claude  Armistead  OBG 

901  Medical  Tower 
Norfolk  VA  23507 

SMITH,  MD,  Jos  Paul  GP 

1003  Hazel  Ct 
Chesapeake  VA  23325 

SMITH,  MD.  Thos  Emmett  PH 

330  W Brambleton 
Norfolk  VA  23510 

SNIDER,  MD,  Gary  Boyd  FP 

5205  Colley  Avenue 
Norfolk,  VA  23508 

SNIDER,  MD,  Gilbert  M N 

400  Gresham  Drive 
Suite  208 
Norfolk.  VA  23507 

SNYDER  JR,  MD,  Stanley  O CDS 

400  W Brambleton  Ave 
Suite  101 

Norfolk.  VA  23510 


SOKOL,  MD,  Richard  Andrew  FP 

5205  Colley  Avenue 
Norfolk,  VA  23508 

SOLINAP,  MD.  Danl  Tarrosa  GP 

1 140  Janaf  Place 
Norfolk  VA  23502 

SOLINAP,  MD,  Perla  Juaneza  FP 

1 140  Janaf  Place 
Norfolk  VA  23502 

SPEAR  JR  , MD.  Curtis  Varnell  ORS 

400  Gresham  Dr 
Norfolk  VA  23507 

SPECKHART,  MD,  Vincent  Jos  ND 

902  Graydon  Ave 
Norfolk  VA  23507 

SPERBER,  MD,  Edward  Ephraim  PTH 

4117  Faber  Rd 
Portsmouth  VA  23703 

SPERLING,  MD,  Michael  H GE 

712  Medical  Tower 
Norfolk,  VA  23507 

STALLINGS,  MD,  Valerie  Ann  L PD 

2828  Ashwood  Dr 
Chesapeake  VA  23321 

STARK,  MD,  James  J ON 

844  Kempsville  Rd  Ste  100 
Norfolk  VA  23502 

STECKER  JR  , MD,  John  F U 

400  W Brambleton  Ave  Ste  100 
Norfolk  VA  23510 

SMD,  TEINGOLDBen  GP 

480  Westover  Mews 
Norfolk  VA  23507 

STEPHENS.  MD,  Ralph  Rousseau  PTH 

Norfolk  Gen  Hosp 
Norfolk  VA  23507 


STEVENSON.  MD,  Donald  V 
20  Koger  Executive  Center 
Suite  212 
Norfolk  VA  23502 

P 

STOKES,  MD,  Thos  Lane 
406  De  Paul  Med  Bldg 
Norfolk  VA  23455 

GS 

SUTELAN,  MD,  Harry  E 
511  Mayflower  Rd 
Norfolk  VA  23508 

FP 

TARKINGTON,  MD,  John  L 
401  Medical  Tower 
Norfolk  VA  23507 

IM 

TAYLOR  JR  , MD,  Gervas  S 
7419  Chipping  Road 
Norfolk  VA  23505 

ORS 

TAYLOR  JR  , MD,  Harry  B 
508  Med  Tower 
Norfolk  VA  23507 

OPH 

TAYLOR,  MD,  Helen  Wickham 
1015  E Princess  Anne  Rd 
Norfolk  VA  23507 

US 

TAYLOR,  MD.  Jack  Borden 
De  Paul  Hospital 
Norfolk  VA  23505 

CD 

TAYLOR,  MD,  Wm  Wickham 
908  Med  Towers 
Norfolk  VA  23507 

OPH 

TERZIS,  MD,  Julia  K 
400  W Brambleton  Ave 
Suite  300 

Norfolk.  VA  23510 

PS 

THIEMEYER  JR  , MD,  John  S 
7701  Argyle  Ave 
Norfolk  VA  23505 

ORS 

THOMAS,  MD,  P Varkey 
1 12  East  Little  Creek  Road 
Suite  202 
Norfolk  VA  23505 

AN 

THRASHER.  MD,  Patrick  D 
844  Kempsville  Road 
Suite  212 

Norfolk,  VA  23502 

P 

THRASHER,  MD,  Robt  Henry 
7433  Flicker  Point 
Norfolk  VA  23505 

P 

THRELKELD.  MD,  William  L 
479  Wythe  Creek  Road 
Poquoson,  VA  23662 

FP 

TOLAND,  MD,  Joseph 
1232  West  Little  Creek  Rd 
Norfolk  VA  23505 

PD 

TROWER,  MD,  Clarence  B 
8256  Buffalo  Ave 
Norfolk  VA  23518 

GS 

TURALBA,  MD.  Cornelius 
Eastern  Virginia  Med  Sch 
600  Gresham  Drive 
Norfolk,  VA  23507 

ON 

TYNES  II  , MD,  William  Vernon 
400  W Brambleton  Ave  Ste  100 
Norfolk  VA  23510 

U 

TYSON,  MD,  Wm  Roberts 
1008  Covington  Ave 
Norfolk  VA  23508 

IM 

VALONE  JR,  MD,  James  Austin 
935  Redgate  Avenue 
Norfolk,  VA  23507 

OPH 

VAN  GEERTRUYDEN,  MD,  H H 

Chesapeake  Med  Bldg 
200  Med  Parkway,  # 1 15 
Chesapeake,  VA  23320 

GS 

VAN  HORN,  MD,  Chas  Newton 
81 1 Med  Tower 
Norfolk  VA  23507 

GS 

VANN.  MD,  John  A 
844  Kempsville  Rd 
Suite  101 

Nortolk  VA  23502 

ORS 

VANSANT,  MD,  John  H 
844  Kempsville  Rd  Ste  105 

GS 

Norfolk  VA  23502 


VARNELL  JR,  MD,  James  H CD 

150  Kingsley  Lane 
De  Paul  Hosp 
Norfolk,  VA  23505 

VENKATESAN,  MD,  Ranganathan  IM 

907  Medical  Tower 
Norfolk.  VA  23507 

VERYKOUKIS,  MD,  Athanasios  IM 

207  De  Paul  Medical  Bldg 
Norfolk  VA  23505 

VIA,  MD,  James  Dillard  OBG 

903  Medical  Tower 
Norfolk  VA  23507 

VINSON,  MD.  Alfred  Mitchell  DR 

Nortolk  Gen  Hosp  Dept  Rad 
Norfolk  VA  23507 

WALBURGH,  MD,  Carl  Eric  PDS 

400  W Brambleton  Ave 
Suite  200 

Norfolk,  VA  23510 

WALLACE,  MD,  K K R 

5224  Powhatan  Ave 
Norfolk  VA  23508 

WALTERS.  MD,  Wm  B AN 

404  Medical  Tower 
Norfolk  VA  23507 

WARFIELD,  MD,  Melissa  Anthony  HEM 
Childrens  Hospital 

800  West  Olney  Road 
Norfolk  VA  23507 

WEAVER,  MD,  David  Lee  DR 

2616  Boush  Quarter 
Virginia  Beach,  VA  23452 

WEST,  MD,  David  Martin  AN 

404  Medical  Tower 
Norfolk,  VA  23507 

WHEELER,  MD,  Jock  Rodgers  GS 

Suite  101 

400  W Brambleton  Ave 
Norfolk  VA  23510 

WHITE,  MD,  Danl  Henry  NS 

60L  A Medical  Tower 
Nortolk  VA  23507 

WHITE,  MD,  Forrest  P PD 

Hague  Tower  330  W Brambleton 
Norfolk  VA  23510 

WHITELOCK  JR  , MD,  Leland  D OPH 

801  Medical  Tower 
Norfolk  VA  23507 

WHITLOCK,  MD,  Lee  Elias  GS 

De  Paul  Med  Bldg  Suite  206 
Norfolk  VA  23505 

WHITMORE  JR  , MD,  Wm  Harvey  GP 
1477  Norview  Ave 
Norfolk  VA  23513 

WILCOX  JR  , MD,  Clyde  W DR 

681  Masefield  Circle 
Virginia  Beach  VA  23452 

WILDS,  MD.  Preston  Lea  OBG 

Norfolk  General  Hosp 
600  Gresham  Dr 
Norfolk  VA  23507 

WILLARD,  MD.  Richard  Norman  OBG 

4600  Southern  Pines  Dr 
Virginia  Beach  VA  23462 

WILLIAMS,  MD,  Armistead  D IM 

1 1 15  Old  Colony  Lane 
Williamsburg  VA  23185 

WILLIAMSON,  MD,  Sterling  R ORS 

400  Gresham  Dr 
Norfolk  VA  23507 

WILLIE.  MD,  James  Oliver  OBG 

549  Brambleton  Ave  E 
Norfolk  VA  23510 

WILSON,  MD.  Robt  Marion  NEP 

907  Medical  Tower 
Norfolk,  VA  23507 

WINDLE,  MD,  Charles  Beverly  AN 

404  Medical  Tower 
Nortolk  VA  23507 

WINSLOW,  MD,  Boyd  Holden  U 

Hague  Med  Cen,  # 100 

400  W Brambleton  Ave 
Norfolk,  VA  23510 

WIRTH  JR,  MD,  Frederick  H PD 

800  W Olney  Road 
Norfolk.  VA  23507 

WISE,  MD,  Harry  Stephen  PH 

401  Colley  Ave 
Norfolk  VA  23507 

WISOFF,  MD,  Carl  P NM 

Norfolk  Gen  Hosp 
Norfolk  VA  23507 

WOLCOTT,  MD,  James  M OBG 

Tidewater  Phys  For  Women 
844  Kempsville  Rd.  #208 
Norfolk  VA  23502 

WOMBOLT,  MD,  Duane  Geo  NEP 

907  Medical  Tower 
Norfolk  VA  23507 

WOOD  JR  , MD  Henry  Wise  R 

21 1 Medical  Tower 
Norfolk  VA  23507 

WOODSON,  MD,  Frederick  Gaston  P 

408  Med  Tower 
Norfolk  VA  23507 

WOOLFITT,  MD,  Robert  A R 

1017  Graydon  Avenue 
Norfolk,  VA  23507 

WORK  III,  MD,  Granville  B AN 

404  Medical  Tower 
Norfolk,  VA  23507 

YOO,  MD,  Hee  Dong  AN 

5537  Westward  Drive 
Virginia  Beach  VA  23462 

YOUNG,  MD,  David  B ORS 

844  Kempsville  Rd 
Suite  101 
Norfolk  VA  23502 


YU,  MD,  James  Cheng-Mmg  AN 

21 1 De  Paul  Med  Bldg 
Norfolk.  VA  23505 

NORTHAMPTON 

ALLEN  JR  , MD,  James  Calvin  GP 

P O Box  452 
Eastville  VA  23347 

BERNART,  MD,  Wm  Francis  IM 

Nassawadox  VA  23413 
BOYER,  MD,  A Stephen  GS 

Northampton-Accomack  Mem  Hosp 
Nassawadox  VA  23413 
BURGER  JR  , MD,  Ray  Edward  GS 

The  General  Surgical  Group,  P 
Nassawadox,  VA  23413 
BURTON,  MD,  Wm  Stewart  IM 

Nassawadox  VA  23413 
CARMICHAEL,  MD,  Elizabeth  R AN 

Nam  Hospital 
Nassawadox  VA  23413 
DIXON  II  , MD,  Henry  Bryon  CD 

Internal  Medical  Group  Inc 
Nassawadox  VA  23413 
DOSS,  MD,  Otis  Wm  GS 

Gen  Surg  Group 
Nassawadox  VA  23413 
ERDMAN,  MD,  Robert  L R 

Nassawadox  VA  23413 
GIBB  JR,  MD,  Ernest  C FP 

Nassawadox,  VA  23413 
GLADSTONE,  MD,  Jos  E GP 

P O Box  6 
Exmore  VA  23350 

GUBB,  MD,  Geoffrey  W EM 

Box  455 

Onley  VA  23418 

HALL,  MD,  Courtland  J AN 

# 1 Chesawadox  Drive 
Jamesville.  VA  23398 
HENDERSON,  MD,  Edmund  M GP 

Nassawadox  VA  23413 
HOLCOMB  III,  MD,  Harry  Sherman  ORS 

Nassawadox  VA  23413 
KELLAM,  MD,  E Milton  GS 

The  General  Surgical  Group 
Nassawadox  VA  23413 
MAPP,  MD,  John  R R 

NAM  Hosp 

Nassawadox  VA  23413 
MC  DANIEL.  MD,  James  Lund  PD 

Internal  Medicine  Group,  Inc 
Nassawadox,  VA  23413 
MC  INTYRE,  MD,  William  Wallace  GE 

Internal  Medicine  Group 
Nassawadox  VA  23413 
MIHALYKA,  MD,  Eugene  E OTO 

Cherry-Core 
Cheriton  VA  23316 

PAYNE  11,  MD  Philip  M U 

Nassawadox,  VA  23413 
RODGERS,  MD.  Stephen  Quarles  PD 

Box  493 

Nassawadox  VA  23413 
STICKLEY,  MD,  Wm  Sproul  AN 

Box  1 19 

Saxis,  VA  23427 

STITH,  MD,  Drury  Martin  IM 

Internal  Medicine  Group 
Nassawadox  VA  23413 

NORTHERN  NECK 

BAILEY  JR  , MD,  Robt  Liston  IM 

Rt  2.  Box  207B 
Weems,  VA  22576 

BALLOU  JR,  MD,  N Talley  OPH 

Box  306 

Reedville,  VA  22539 

BEATLEY,  MD,  Robt  Eugene  GP 

Reedville  VA  22539 

BERGHUIS,  MD,  Jacob  CDS 

Box  9 

Dutton,  VA  23050 

BOOKER.  MD,  J Motley  FP 

Lottsburg  VA  22511 

BRAND,  MD  Eugene  D P 

P O Box  1238 
Kilmarnock.  VA  22482 
BROADDUS  JR,  MD,  Carl  A TS 

P O Box  1119 
Kilmarnock,  VA  22482 
CHILDS,  MD,  Theron  Baker  DR 

Fleets  Bay  Road 
Box  622 

White  Stone,  VA  22578 
CROSETT  JR  , MD,  Alexander  D TR 

P O Box  1417 
Kilmarnock  VA  22482 

CUNNINGHAM.  MD,  James  K PH 

P O Box  527 
White  Stone,  VA  22578 
DU  PREY,  MD.  Robt  Edward  OPH 

Rappahannock  Medical  Center 
P O Box  1448 
Kilmarnock  VA  22482 

FISHBURNE,  MD,  Cary  N D IM 

Rt  1 Box  131 
Ditchley 

Kilmarnock,  VA  22482 
GILLIAM.  MD,  Robt  L US 

Warsaw  VA  22572 

GOODE  JR  , MD,  Harvey  W FP 

P O Box  220 
Kilmarnock  VA  22482 
GRAVATT.  MD.  Arthur  B OBG 

Box  310 

Kilmarnock  VA  22482 
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GRIFFITH,  MO,  Lloyd  Tayloe 
Mount  Holly  VA  22524 
HAMILL,  MD,  Carroll  Francis 
Box  308 

Reedville.  VA  22539 
HARRIS,  MD,  David  Lea 
P 0 Box  148 
Irvington  VA  22480 
HIMES,  MD,  Thomas  R 
1403  Valley  Ave 
Winchester,  VA  22601 
HOYT,  MD,  Robert  Eugene 
Box  1599 

Kilmarnock,  VA  22482 
JOHNSON,  MD,  John  Walter 
P 0 Box  608 
Kilmarnock  VA  22482 
KLIMOCK,  MD.  Gregory 
Rappahannock  Gen  Hosp 
Kilmarnock.  VA  22482 
LACEY,  MD,  John  Robt 
P O Box  1599 
Kilmarnock  VA  22482 
LAMBERTH  JR  , MD.  Melvin  B 
P O Bo*  1717 
Kilmarnock  VA  22482 
LEWIS  JR  , MD.  Wallace  Emory 
Rtd  1 

Reedville  VA  22539 
MOORE,  MD,  George 
Box  890  Little  Bay 
White  Stone,  VA  22578 
NICHOLS,  MD,  David  B 
P O Box  46 

White  Stone.  VA  22578 
PEARSON,  MD,  Paul  C 
Warsaw  VA  22572 
POOLE,  MD.  Robert  William 
Box  608 

Kilmarnock.  VA  22482 
POWELL,  MD,  Betty 
Rappahannock  Gen  Hosp 
Kilmarnock,  VA  22482 
PRICE  III,  MD,  Charles  Daniel 
P O Box  1599 
Kilmarnock  VA  22482 
SISSON,  MD,  Harold  Edward 
Warsaw  VA  22572 
SUMMERS,  MD.  David  Howard 
Rappahannock  Medical  Complex 
P O Box  1299 
Kilmarnock  VA  22482 
SUMMERS,  MD.  Paul  Richard 
P O Box  1299 
Kilmarnock  VA  22482 
TINGLE,  MD.  Norman  R 
Box  8 

Lively  VA  22507 
TRAVIS,  MD.  Thos  Roper 
Box  385 

Montross  VA  22520 
WILLIAMS  JR  , MD.  Carrington 
Kilmarnock  VA  22482 
WOLSKI,  MD.  Eugene  J 
P O Box  B 
Callao.  VA  22435 

NORTHERN  VIRGINIA 

ADAMS,  MD,  John  M 
P O Box  850 
Winchester  VA  22601 
ANCHETA,  MD,  Romulo  Andres 
1 North  Broad  St 
Luray  VA  22835 

ANDERSON  JR  , MD.  Wm  Clayton 
214  W Boscawen  St 
Winchester  V A 22601 
APOSTLE,  MD,  Thos  Christ 
142  Hawthorne 
Winchester  VA  22601 
ARMSTRONG,  MD.  John  H 
2132  Lavnchris  Drive 
Winchester  VA  22601 
BACON,  MD,  Anne  M 
433  Marion  Streel 
Winchester.  VA  22601 
BASSO.  MD.  Alessandro  G 
130  Peyton  Street 
Winchester  VA  22601 
BECHAMPS,  MD.  Gerald  Jos 
Wmcester  Surg  Clinic  Box  554 
Winchester  VA  22601 
BELL,  MD,  Leslie  M 
126  N Braddock  St 
Winchester  VA  22601 
BOTT,  MD,  D Gregory 
1002  Amherst  Street 
Winchester,  VA  22601 
BOYD,  MD,  Robt  Stewart 
1 16  S Stewart  St 
Winchester  VA  22601 
BUCHANAN,  MD.  Chas  Stuart 
1220  Amherst  St 
Winchester  VA  22601 
BURNS  JR  , MD.  Chas  Leon 
133  W Boscawen  St 
Winchester  VA  22601 
BURSLEM  JR  , MD,  Wm  Ashworth 
230  W Boscawen  St 
Winchester  VA  22601 
CAGGIANO.  MD.  Gian  Battista  A 
415  West  Monmouth  St 
Winchester  VA  22601 
CALEY,  MD,  David  Wm 
Post  Office  Box  830 
Leesburg.  VA  22075 


FP 

IM 

U 

PTH 

IM 

ORS 

PTH 

IM 

GP 

FP 

PM 

FP 

GP 

ORS 

P 

IM 

GP 

PD 

OBG 

FP 

GP 

GS 

FP 


CHAMBERS.  MD,  Beverly  Noe 
Hawthorne  House 
Berry ville  VA  22611 
CHANACHOTE  JR  , MD,  Udom 
920  Shenandoah  Avenue 
Front  Royal  VA  22630 
CHERNOCK,  MD.  David  Mark 
106  South  Loudoun  Mall 
Winchester  Anesthesiologists. 
Winchester.  VA  22601 
CHRISTY,  MD.  Michael  G 
P 0 Box  151 
Woodstock  VA  22664 
CHURCH,  MD,  David  Russell 
33  North  Bank  Street 
Luray.  VA  22835 
CLINE,  MD,  Robt  Frederick 
618  Tennyson  Ave 
Winchester  VA  22601 
CLORE  JR  , MD,  Jesse  Newton 
P 0 Box  2004 
Winchester  VA  22601 
COOK  111,  MD.  JohnH 
Jackson  Bldg  Suite  217 
65  Gibson  Road 
Leesburg,  VA  22075 
COTTRELL  JR,  MD.  John  Austin 
Doctors'  Offfice  Bldg 
Woodstock,  VA  22664 
COVER,  MD,  Eliz  Mickley 
105  W Mam  St 
Luray  VA  22835 
CREASY,  MD,  Richard  A 
Route  4,  Box  35 
Winchester,  VA  22601 
CROSS,  MD.  John  Earle 
423  West  Cork  Street 
Winchester,  VA  22601 
CUSTER  JR  , MD,  Monford  D 
Box  554 

Winchester  VA  22601 
DAMRON.  MD.  Joseph  Mcdonald 
1330  Amherst  St 
Winchester,  VA  22601 
DAUGHERTY,  MD,  Thomas  W 
20  S Stewart  Street 
Winchester,  VA  22601 
DEIGNAN  JR  . MD.  Jos  Michael 
1 16  South  Stewarl  St 
Winchester  VA  22601 
DENGEL,  MD,  Gisela  Annamarie 
Rt  1 Box  246 
Front  Royal  VA  22630 
DURCAN,  MD.  Frank  J 
1701  Fall  Hill  Ave 
Fredericksburg,  VA  22401 
EASTHAM  JR  , MD,  Edwin  M 
32  E Jackson  St 
Front  Royal  VA  22630 
EDDINE,  MD.  FS 
5021  Seminary  Road 
Suite  106 

Alexandria,  VA  22311 
ELLIS,  MD.  Wm  Wallace 
110  Lee  St 


DR 

GS 

OPH 

AN 

IM 

IM 

U 

GS 

CRS 

PD 

GS 

D 

OPH 

IM 

EM 

EM 


Winchester  VA  22601 
FAVAREAU,  MD,  James  E 
Macgill  Clinic  Bldg 
128  N Royal  Avenue 
Front  Royal,  VA  22630 
FIEO,  MD,  Richard  L 
1330  Amherst  St 
Winchester  VA  22601 
FISCHER.  MD.  Stephen  A 
Route  2,  Box  53-A 
Woodstock,  VA  22664 
FLEMING,  MD,  Martin  Patrick 
Loudoun  Memorial  Hospital 
70  W Cornwall  St 
Leesburg  VA  22075 
FUTRAL  JR  , MD.  Allen  Ashley 
1 10  Lee  St 

Winchester  VA  22601 
GAUNT,  MD.  Hunter  Marshall 
1 16  S Stewart  St 
Winchester  VA  22601 
GEBHARDT,  MD,  Robt  W 
R R 2 - Box  260A 
Winchester  VA  22601 
GHRAMM,  MD.  John  William 
423  W Cork  St 
Winchester  VA  22601 
GIANGOLA  JR  , MD.  John 
Winchester  Memorial  Hospital 
South  Stewart  St 
Winchester  VA  22601 
GIBSON,  MD.  James  W 
P 0 Box  147 
Middleburg  VA  22117 
GIBSON,  MD,  Thomas  Jesse 
20  South  Stewart  St 
P 0 Box  554 
Winchester  VA  22601 
GILDERSLEEVE,  MD.  Gerald  Alan 
P 0 Box  850 
Winchester  VA  22601 
GINDHART,  MD.  John  H 
1 North  Broad  St 
Luray  VA  22835 
GRAY,  MD,  Patrick  Bruce  M 
423  W Cork  St 
Winchester  VA  22601 
GREEN  JR  , MD,  Robt  Castleman 
230  W Boscawen  St 
Winchester  VA  22601 
GREGORY,  MD  Warren  C 
1002  Amherst  Street 
Winchester  VA  22601 


OS 

OBG 

AN 


GS 

GP 

GP 

R 


IM 


GROVE,  MD,  Pembroke  T 
423  W Cork  SI 
Winchester  VA  22601 
GUIRGUIS,  MD.  Adel  Bassily 
130  Peyton  St 
Winchester  VA  22601 
HANBACK  JR  , MD,  Lawrence  D 
1 16  South  Stewart  St 
Winchester  VA  22601 
HANCOCK,  MD,  Wm  Jos 
110  Lee  St 

Winchester  VA  22601 
HARPER,  MD,  Michael  Roy 
902  Jonathan  Street 
Woodstock  VA  22664 
HARRIS,  MD,  Jeffrey  Peden 
801  South  Loudoun  St 
Winchester  VA  22601 
HAUN,  MD,  Eloise  F Clymer 
336  South  Mam  Street 
Woodstock,  VA  22664 
HELM.  MD,  W Jackson 
230  W Boscawen  St 
Winchester  VA  22601 
HILL,  MD,  Douglass  Orville 
1400  Amherst  St 
Winchester  VA  22601 


GP 

AN 

OBG 

GS 

PD 

ORS 

TS 

PD 

OBG 

GP 

GP 


IM 

ORS 

OBG 

EM 

DR 


CD 

GS 

EM 

OBG 

EM 


GP 

GS 

R 

GS 

P 

IM 

PD 


HIRSCHBERG,  MD,  Stanley  M 
1816  Amherst  Street 
Winchester  VA  22601 
HOLSINGER,  MD,  James  R 
33  N Bank  St 
Luray  VA  22835 
HOPEWELL,  MD,  Edward  Lee 
105  E Queen  St 
Strasburg  VA  22657 
HORNG,  MD,  Fang-Shuh 
218  Page  Street 
Luray  VA  22835 
HOUCK  JR  , MD,  Wm  Albert 
104  Selma  Dr 
Winchester  VA  22601 
HUBER,  MD,  Chas  Mac 
315  W 10th  Street 
Front  Royal  VA  22630 
HYLTON  JR  , MD,  Paul  Hampton 
1002  Amherst  Street 
Winchester  VA  22601 
IDEN,  MD,  Thos  Carroll 
1 15  S Church  Street 
Berry  ville  VA  22611 
IRANI,  MD,  Furadoon  Adi 
315  W 10th  Street 
Front  Royal  VA  22630 
JACKSON,  MD,  Randolph  M 
517  Merrimans  Lane 
Winchester  VA  22601 
JOHNSON,  MD,  Wm  Rayner 
230  W Boscawen  St 
Winchester  VA  22601 
JOHNSTON,  MD,  Randolph  Page 
133  South  Braddock  St 
Winchester  VA  22601 
KALBIAN,  MD,  Vicken  V 
801  S Loudoun  St 
Winchester  VA  22601 
KANAL,  MD.  Nirmal 
920  Shenandoah  Ave 
Front  Royal,  VA  22630 
KARMY,  MD,  Regina  E 
Shenandoah  Valley  Ob-Gyn  Group 
Doctors'  Office  Bldg 
Woodstock  VA  22664 
KARMY,  MD,  Robert  John 
Shenandoah  Valley  Ob-Gyn  Group 
Doctors'  Office  Bldg 
Woodstock  VA  22664 
KAROLYI,  MD,  Don  Gary 
418  N Loudoun  St,  #6 
Winchester,  VA  22601 
KELLEHER  JR,  MD,  Kenneth  S 
Doctors  Office  Bldg 
Suite  105 

Woodstock,  VA  22664 
KENDALL,  MD,  Robert  Gentry 
Box  431 

Winchester  VA  22601 
KERNS,  MD,  John  William 
842  Shenandoah  Ave 
Front  Royal  VA  22630 
KESSLER  JR  , MD,  Geo  H 
230  W Boscawen  St 
Winchester  VA  22601 
KICZALES,  MD,  Adolphe  Chas 
423  W Cork  Street 
Winchester  VA  22601 
KINGREE,  MD,  Wm  Blame 
602  Water  Street  Ext 
Edinburg,  VA  22824 
KLEMMER,  MD,  Philip  John 
801  S Loudoun  Street 
Winchester,  VA  22601 
LACY  JR  , MD.  Edgar  W 
104  Selma  Dr 
Winchester  VA  22601 
LAIDLAW,  MD,  James  Carter 
104  Selma  Dr 
Winchester  VA  22601 
LANDES,  MD.  Harold  Brian 
1220  Amherst  St 
Winchester  VA  22601 
LANDIS,  MD.  John  Dennis 
315  W 10th  Street 
Front  Royal  VA  22630 
LEWIS,  MD.  B Franklin 
1400  Amherst  Street 
Winchester,  VA  22601 


OBG 

U 


LUTZ,  MD.  Roy  Winston 
1002  Amherst  St 
Winchester  VA  22601 
MAC  LELLAN,  MD  John  F 
1 140  Senseny  Road 
Winchester  VA  22601 


GS 

IM 

FP 

NEP 

CHP 

IM 

IM 

PS 

FP 

GP 

GS 

ON 

IM 

PD 

FP 

IM 

AN 

OPH 

P 

IM 

OPH 

OBG 


OBG 


GP 

GS 

NS 

FP 

GE 

P 

IM 

IM 

IM 

CD 

D 


MACCUBBIN,  MD,  Harry  P 
Winchester  Memorial  Hospital 
Winchester  VA  22601 
MADDOX,  MD  Joseph  Edward 
1330  Amherst  St 
Winchester  VA  22601 
MALTA,  MD,  Vito  J 
P 0 Box  1258 
Front  Royal  VA  22630 
MARINO.  MD.  John  James 
706  Academy  Circle 
Winchester  VA  22601 
MARSHALL,  MD,  Douglas  Lyle 
Route  2A,  Box  143A 
Boyce.  VA  22620 
MARTIN  II  , MD,  Lewis  K 
Ryton 

Millwood  VA  22646 
MC  ALLISTER,  MD.  John  Eldon 
Box  431 

Winchester  VA  22601 
MC  CARTY,  MD,  Dennis  P 
POBox  61 
Delaplane  Va  22025 
MC  GUIRE,  MD,  Wm  P 
P 0 Box  408 
Winchester  VA  22601 
MC  NEILL,  MD,  Donald  Hanson 
P 0 Box  1619 
Front  Royal  VA  22630 
MC  QUEEN,  MD,  Robert  C 
202  N Washington  St 
Winchester,  VA  22601 
MC  WHORTER,  MD,  W David 
1330  Amherst  St 
Winchester  VA  22601 
MELTON,  MD,  Harvey  Edward 
522  Amherst  St 
Winchester  VA  22601 
MILAM.  MD.  John  Holloway 
130  Peyton  St 
Winchester  VA  22601 
MILLER  JR  , MD,  Harold  W 
Box  151 

Woodstock  VA  22664 
MILLER,  MD.  Chas  Harner 
418  Jackson  Street 
Woodstock.  VA  22664 
MILLER,  MD,  Stage  Edmund 
Box  337 

Mount  Jackson  VA  22842 
MOORE,  MD,  Geo  Robt 
1 16  Medical  Circle 
Winchester  VA  22601 
MULLIGAN,  MD.  Edward  K 
207  N Muhlenberg  St 
Woodstock  VA  22664 
MURPHY,  MD,  Geo  Herman 
Winchester  Memorial  Hosp 
South  Stewart  St 
Winchester  VA  22601 
0 CONNELL.  MD,  Patrick 
Winchester  Memorial  Hosp 
South  Stewart  St 
Winchester  VA  22601 
O'DONNELL,  MD.  Philip  J 
104  Selma  Drive 
Winchester,  VA  22601 
OKSANEN,  MD.  Owen  David 
Route  3,  Box  60  B 
Luray,  VA  22835 
PATTESON  III.  MD.  Thomas  Earl 
107  Accomac  Road 
Front  Royal  VA  22630 
PETERSON,  MD,  Wesley  Harold 
125  Medical  Circle 
Winchester  VA  22601 
PHILLIPS,  MD,  Geo  Lauren 
Rt  3 Box  59A 
Strasburg,  VA  22657 
PIFER,  MD,  William  H 
1 16  Medical  Circle 
Winchester  VA  22601 
POLING,  MD,  Harry  Emerson 
Route  5 Box  634 
Winchester  VA  22601 
PURAY,  MD.  Teofilo  Aparis 
920  Shenandoah  Ave 
Front  Royal  VA  22630 
QUINN,  MD,  John  Charles 
1 10  Lee  Street 
Winchester,  VA  22601 
REULING  JR  , MD.  Frank  Harold 
302  S Cameron  St 
Winchester  VA  22601 
REZBA,  MD.  Benjamin  Victor 
P 0 Box  2217 
Winchester  VA  22601 
RICHARDSON,  MD,  Don  Harlor 
Winchester  Memorial  Hosp 
South  Stewart  St 
Winchester,  Va  22601 
RILEY,  MD,  Chester  Loris 
423  W Cork  St 
Winchester  VA  22601 


GS  SCHIAVONE  JR,  MD.  D C 

125  Medical  Circle 
Winchester  VA  22601 
PUD  SCHNEIDER,  MD.  Robt  Edward 
130  Peyton  Street 
Winchester  VA  22601 


PD  SCHULZ,  MD,  Thomas  J 
P 0 Box  2217 
Winchester  VA  22601 
AN  SCORGIE.  MD.  Robert  Darling  F 
1 10  W Cork  St 
Winchester  VA  22601 


IM 


SHAFER  SR,  MD.  Wm  H 

25  W Boscawen  St 
Winchester  VA  22601 


OBG 


SHEA.  MD.  Nicholas  H 
409  Fairmont  Ave 
Winchester.  VA  22601 


AN 

EM 

R 

NS 

GS 

OPH 

EM 

A 

OBG 

GP 

U 

GS 

GS 

GP 

OTO 

GP 


SHELTON  JR  , MD,  Rawley  M 
Box  1 18 

Edinburg  VA  22824 
SHEPPARD  JR  . MD.  Geo  Lester 
Box  431 

Winchester  VA  22601 
SHERMAN,  MD,  Elizabeth  Bowman 
Box  141 

Front  Royal  VA  22630 
SINCLAIR,  MD,  Terry  Louis 
P 0 Box  554 
Winchester  VA  22601 
SMITH  JR  . MD,  Geo  Henry 
1 14  W Boscawen  St 
Winchester  VA  22601 
SMITH  JR  . MD,  Mark  A H 
128  N Royal  Ave 
Front  Royal  VA  22630 
SMITH,  MD,  Norman  J 
521  S Washington  St 
Winchester,  VA  22601 
SNEAD,  MD,  Howard  Garnett 
Route  3,  Box  82 
Winchester,  VA  22601 
STAFFORD  JR  , MD.  James  H 
423  Cork  St 
Winchester  V A 22601 
TALLEY,  MD,  Lilburn  Tngg 
Box  850 

Winchester  VA  22601 
THOMPSON,  MD.  Edward  Guerrant 

1 16  Medical  Circle 
Winchester  VA  22601 

TIMBERLAKE.  MD.  Byron  Burton 
125  Medical  Circle 
Winchester  V A 22601 
TOXOPEUS.  MD.  Margaret  E 
323  Walker  Street 
Winchester  VA  22601 
TROUP,  MD.  James  B 
P 0 Box  554 
Winchester  VA  22601 
TROXEL,  MD,  Geo  E 

1 17  W Boscawen  St 
Winchester  VA  22601 

TROXEL,  MD,  James  Roy 
1 17  W Boscawen  St 
Winchester  VA  22601 


URENA,  MD,  DA 
P 0 Box  280 


PTH 


PTH 


IM 

FP 

GE 

PD 

AN 

OTO 

AN 

OBG 

CD 

OPH 

ORS 

CLP 


Stephens  City.  VA  22655 
VAN  OSTEN,  MD,  George  K 
2379  Cooper's  Lane 
Winchester.  VA  22601 
VAUGHAN,  MD  Ward  Pierman 
1 10  W Corx  St 
Winchester  VA  22601 
WAKE,  MD.  Gary  Wentworth 
522  Amherst  St 
Winchester  VA  22601 
WALK.  MD,  J Frederick 

110  W Cork  St 
Winchester  VA  22601 

WATERMAN,  MD,  Geo  Richard 
P 0 Box  507 
Woodstock  VA  22664 
WAY,  MD,  Wm  Greene 
1330  Amherst  Street 
Winchester  VA  22601 
WESTFALL,  MD.  Roger  K 
842  Shenandoah  Ave 
Front  Royal,  VA  22630 
WHITACRE,  MD.  Sami  N 
522  Amherst  St 
Winchester  VA  22601 
WHITE  JR  , MD.  H George 
P 0 Box  2217 
Winchester  VA  22601 
WHITWORTH,  MD,  Frank  Dixon 
Box  1429 

Front  Royal  VA  22630 
WILLEY,  MD,  John  Boyd 
2495  Greenfield  Road 
Winchester  VA  22601 
WINGERD,  MD.  Max  E 
315  West  10th  Street 
Front  Royal.  VA  22630 
WINKFIELD,  MD,  James  M 

1 1 1 Massanutten  St 
Strasburg  VA  22657 

WISE,  MD.  Dennis  W 
P 0 Box  2217 
Winchester  VA  22601 


OBG 

PD 

U 


WOOD,  MD.  Herbert  Austin 
110  Lee  St 

Winchester  VA  22601 
YORK,  MD,  James  R 
Hawthorne  House 
Berry  ville  VA  22611 
ZONTINE,  MD.  David  Herbert 
P 0 Box  431 
Winchester  VA  22601 


ORS 

OBG 

IM 

EM 

GP 

N 

GP 

GS 

OTO 

ORS 

TR 

GP 

OBG 

R 

OTO 

OTO 

R 

ORS 

GP 

FP 

GP 

IM 

OBG 

FP 

OBG 

GP 

PD 
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GP 
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GS 

GP 

ORS 

IM 

GP 
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THE 

NATIONAL 

CHILDREN’S  REHABILITATION  CENTER 

a psychiatric  facility  for  children  and  adolescents 
accredited  by  JCAH  licensed  by  the  Commonwealth  of  Virginia 

The  Center  provides  a treatment  program  for  those  children  and  adolescents  who 
no  longer  need,  or  do  not  need,  an  acute-care  setting  but  require  ongoing  24-hour 
treatment  and  structure.  An  individual  treatment  plan  is  developed  for  each  patient, 
including  individual  and  group  therapy,  family  therapy  if  indicated,  and  a complete 
educational  and  activities  program. 

Bernard  Haberlein,  Blair  Jamarik,  M.D.,  Daniel  Steck  Riley, 

Executive  Director  Clinical  Director  Admissions  Director 

For  more  detailed  information  contact 
The  National  Children’s  Rehabilitation  Center 

301  Childrens  Center  Road,  Leesburg,  Virginia  22075,  (703)  777-3485 
a non-profit  corporation 


Hill) 


LONG-TERM  CARE: 
FIVE  DECADES 
OF  EXCELLENCE 


The  Windsor 


Accredited  by  JCAH 
3600  Grove  Ave..  Richmond  VA  23221 
804  353-3881 


Accredited  by  JCAH 

2420  Pemberton  Rd..  Richmond  VA  23229 
804  747-9200 


Mrs.  Plyler’s 

Residential  Care 

1615  Grove  Ave..  Richmond  VA  23220 
804  353-3981 


University  Park 


IS  THERE  ANYTHING 
YOU  MISSED? 


As  you  know,  patients  you  see  frequently 
may  be  seeking  treatment  for  one  illness 
or  injury,  but  are  actually  presenting  a 
symptom  or  the  consequences  of  another 
disease  — alcoholism. 

If  one  of  your  patients  has  a problem 
with  alcohol,  please  call  Serenity  Lodge  for 
a consultation. 

Serenity  lodge 

THE  ALCOHOLISM  REHABILITATION  CENTER  OF  TIDEWATER 

2097  South  Military  Highway,  Chesapeake, Virginia  23320 
(804)  543-6888 

Accredited  by  the  JCAH  • Approved  for  coverage  by  most  health 
insurance  programs. 


THE  PRATT  CLINIC,  LTD. 

1701  Fall  Hill  Avenue,  Fredericksburg,  Virginia  22401,  (703)  373-5501 

Established  in  1937 


CARDIOLOGY 

Robert  C.  Wheeler,  M.D. 

Michael  J.  Olichney,  M.D. 

Robert  B.  Vranian,  M.D. 

Thomas  E.  Wheeler,  M.D. 

FAMILY  PRACTICE 

David  L.  Johnson,  M.D. 

Donald  E.  Bley,  M.D. 

J.  Thomas  Ryan,  M.D. 

Joseph  D.  Paquette,  M.D. 

Nurse  Practitioner 
Patricia  Sutherland 

GASTROENTEROLOGY 

John  C.  Spivey,  Jr.,  M.D. 

David  B.  Rice,  M.D. 

GENERAL  SURGERY 

Lawrence  R.  Moter,  M.D. 

Richard  N.  Thompson,  M.D. 

GYNECOLOGY  & OBSTETRICS 

T.  Stacy  Lloyd,  Jr.,  M.D. 

Donald  R.  Stoker,  M.D. 

Frank  J.  Durcan,  M.D. 


HEMATOLOGY-ONCOLOGY 

LeRoy  J.  Essig,  M.  D. 

INTERNAL  MEDICINE 

Lloyd  F.  Moss,  M.D. 

Michael  J.  Olichney,  M.D. 

Jerry  A.  Trice,  M.D. 

David  B.  Rice,  M.D. 

Robert  C.  Wheeler,  M.D. 

John  C.  Spivey,  Jr.,  M.D. 

LeRoy  J.  Essig,  M.D. 

Robert  B.  Vranian,  M.D. 

Thomas  E.  Wheeler,  M.D. 

Philip  B.  Fuller,  M.D. 

NEUROLOGY 

Richard  E.  Ranels,  M.D. 

OTOLARYNGOLOGY 
HEAD  & NECK  SURGERY 

Raymond  E.  Matson,  M.D. 

PULMONARY  DISEASE 

Jerry  A.  Trice,  M.D. 

Philip  B.  Fuller,  M.D. 

CLINIC  ADMINISTRATOR 

Thomas  A.  Girt  on 


ORANGE-PATRICK  HENRY-PORTSMOUTH  19 


ORANGE 

BOST,  MD.  Michael  Anthony  FP 

362  Madison  Road 
Orange.  V A 22960 

BRUCE  JR  , MO,  James  Garnett  GP 

Gordonsville  VA  22942 
CROWDER,  MD.  Patrici?  Elliott  GP 

Route  1.  Box  453 
Rapidan  VA  22733 

GROLLMAN.  MD,  Jaye  OBG 

Box  56 1 

Gordonsville.  VA  22942 
LE  GARDE.  MD,  Rector  S PH 

Drawer  51 1 
Orange  VA  22960 

OZINAL,  MD.  Hasan  Gungor  IM 

1927  Swanson  Drive 
Charlottesville.  VA  22901 
OZINAL.  MD.  Ulku  IM 

1927  Swanson  Drive 
Charlottesville,  VA  22901 
PASTERNACK,  MD.  Samuel  IM 

362  Madison  Road 
Orange,  VA  22960 

SILVESTER,  MD.  Michael  Joseph  FP 

379  East  Mam  Street 
Orange.  VA  22960 

PATRICK  HENRY 

ADAMS,  MD.  Sami  Webster  FP 

9 Hickory  Ridge  Rd 
Martinsville  VA  24112 
ALBANESE  JR  . MD,  Robt  EM 

1005  Cherokee  Trail 
Martinsville  VA  24112 
BERGMAN.  MD.  Stuart  M U 

15  Cleveland  Ave 
Martinsville.  VA  24112 
BESTLER.  MD.  J Michael  PS 

Med  Center  Ste  204  Hosp  Dr 
Martinsville  VA  24112 
CAMPBELL,  MD,  Jos  Cameron  R 

Medical  Center,  Box  4546 
Martinsville  VA  24112 
CAMPELL,  MD.  Henry  S.  OPH 

Box  3151 

Martinsville  VA  24115 
CASTILLO  JR  , MD.  Vincente  A IM 

Stuart  Clinic  Po  Box  497 
Stuart  VA  24171 

CHADDUCK.  MD.  William  Moran  NS 

P 0 Drawer  4666 
Martinsville  VA  24112 
CLARK  JR  . MD,  John  Robt  U 

Med  Ctr  Hosp  Dr  Suite  105 
Martinsville  VA  24112 
COFFELT,  MD,  Kenneth  Clayton  PTH 

Route  8.  Box  67 
Martinsville  VA  24112 
CURWEN,  MD.  Geoffrey  Wm  GP 

P 0 Box  646 
Fieldale  VA  24009 

DAUM.  MD,  Conrad  Henry  P 

1906  Braeburn  Dr 
Salem  VA  24153 

DICKERSON.  MD.  Thos  Henry  OM 

721  E Indian  Trail 
Martinsville  VA  24112 
EBERHART,  MD,  Jack  Henry  OTO 

Martinsville 
Otolaryngology  Assoc 
Martinsville,  VA  24112 
ENGEL,  MD.  John  Jos  PD 

P 0 Box  5351 
Martinsville  VA  24112 
FAUDREE.  MD.  Leslie  Allen  GP 

Box  152 

Bassett  VA  24055 

FINCH,  MD,  Robt  Delmar  R 

207  Woodlawn  Rd 
Collinsville  VA  24078 

FOX,  MD.  Nelson  Moffett  GS 

Medical  Center 
Martinsville  VA  24112 
FRENCH.  MD.  John  D PD 

P 0 Box  5351 
Martinsville  VA  24115 
GRAYSON,  MD,  Donald  M OPH 

749  A East  Church  St 
Martmsvile.  VA  24112 
HERRING  JR  . MD.  Russell  E R 

P 0 Box  4546 
Martinsville  VA  24112 
HOLSINGER,  MD,  Donald  Rider  IM 

15  Cleveland  Ave 
Martinsville  VA  24112 
HOLYFIELD,  MD,  Paul  Alfred  OBG 

Suite  201 
Hospital  Dr 

Martinsville  VA  24112 
IRBY,  MD.  Jethro  Hurt  GP 

Hospital  Drive 
Martinsville  VA  24112 
JESNECK.  MD,  Edward  FP 

Route  1.  Box  147 
Blackberry  Road 
Bassett  VA  24055 

JOHNSTON.  MD.  John  Dorrens  U 

261  Court  Street  Ne 
Abingdon  VA  24210 

KASTRETSIOS.  MD.  John  A GS 

Patrick  Med  Ctr  Box  439 
Stuart  VA  24171 

KING,  MD,  Mervyn  Robt  AN 

Route  1.  Box  136 
Fieldale  VA  24089 


LAFAVE,  MD.  John  Bradley  PD 

Box  535 1 

Martinsville  VA  24112 
LAYTON,  MD,  James  Edward  OM 

1500  White  Oak  Court 
Martinsville  VA  24112 
LEWIS  JR  , MD.  Wm  Dulaney  CD 

Hospital  Dr 

Martinsville  VA  24112 
LEWIS.  MD.  David  Howe  GS 

Medical  Center  Hospital  Dr 
Martinsville  VA  24112 
MADONIA,  MD,  Eugene  C N 

P 0 Drawer  4666 
Martinsville.  VA  24115 
MASSIE,  MD,  Sami  Powell  GP 

Box  409 

Stuart  VA  24171 

MAUCK,  MD,  Robert  H OM 

Dupont  Company 
Dupont  Road 
Martinsville.  VA  24112 
MC  NAMEE  JR  , MD.  Edwin  T GP 

Chestnut  St 
Stuart  VA  24171 

MOORMAN  JR  , MD.  John  Hope  OBG 

15  Cleveland  Ave 
Martinsville  VA  24112 
PERRY.  MD.  Peter  L ORS 

P 0 Box  3923 
Martinsville  VA  24112 
PRICE.  MD,  Homer  H GP 

Hospital  Dr 

Martinsville  VA  24112 
PRINCE  III,  MD.  William  D IM 

314  Fairy  Street 
Martinsville,  VA  24112 
RICHMAN,  MD.  Donald  Wm  OPH 

Box  3151 

Martinsville  VA  24112 
RICHMOND.  MD.  Marion  D PD 

P 0 Box  5351 
Martinsville  VA  24112 
RIDER,  MD,  Robt  Edward  PD 

Box  5351 

Martinsville,  VA  24112 
ROBBINS  JR  , MD  Wm  Lacy  GP 

Box  4 1 1 1 

Martinsville  VA  24112 
ROUTSON,  MD.  Gary  Wayne  ORS 

312  Fairy  Street 
Suite  101 

Martinsville.  VA  24112 
ROYCROFT,  MD.  David  Wm  PTH 

P 0 Box  5308 
Martinsville  VA  24112 
SCOURAS,  MD.  Geo  Pete  GP 

Hospital  Dr 

Martinsville  VA  24112 
SELMAN,  MD,  John  William  OTO 

435  Commonwealth  Blvd 
Martinsville.  VA  24112 
SELOVE.  MD.  Peter  T GP 

1227  Lanier  Road 
Martinsville,  VA  24112 
SHERMAN,  MD.  Claude  Porter  ORS 

P 0 Box  3723 
Martinsville  VA  24112 
SMITH,  MD,  John  Randolph  IM 

The  Professional  Building 
314  Fairy  Street 
Martinsville  VA  24112 
SZULECKI,  MD.  Judith  Marie  D 

15  Cleveland  Avenue 
Martinsville  VA  24112 
TOMS  JR  , MD  Bate  C GS 

107  Medical  Cntr  Hospital  Dr 
Martinsville  VA  24112 
WALLACE,  MD.  George  Lamar  IM 

1 100  Spruce  Street 
Martinsville,  VA  24112 
WALLACE,  MD  Pat  Barrow  IM 

1 100  Spruce  Street 
Martinsville,  VA  24112 
WARREN,  MD.  Norman  M FP 

Route  1,  Box  148 
Bassett,  VA  24055 


PORTSMOUTH 

ABESA.  MD.  Cenon  Capucao  GP 

1053  Autumn  Harvest  Drive 
Virginia  Beach.  VA  23464 
ALLEN,  MD,  Joseph  J CHP 

301  Fort  Lane 
Portsmouth,  VA  23704 
BAKER,  MD,  Robt  E OPH 

3603  County  St 
Portsmouth  VA  23707 
BARHAM,  MD,  Edward  Adolphus  FP 

640  North  Street 
Portsmouth  VA  23704 
BARNARD,  MD.  John  W P 

Center  Psychiatrists 
Crawford  Parkway  At  Fort  Lane 
Portsmouth  VA  23704 
BARRECA  JR  , MD.  Joseph  Peter  OS 
3500  South  St 
Portsmouth  VA  23707 
BARROW  II  MD.  Frederick  P R 

109  West  Road 
Portsmouth  VA  23707 
BAUER,  MD.  Paul  Richard  GYN 

500  Rodman  Ave 
Portsmouth  VA  23707 
BOOKER  JR  , MD.  George  E IM 

3300  High  St 
Portsmouth  VA  23707 


BREIT,  MD.  Harvey  Jerome  IM 

3736  Western  Branch  Blvd 
Portsmouth  VA  23707 
BRITTMAN,  MD.  Stanley  L FP 

355  Crawford  Parkway 
Suite  610 

Portsmouth,  VA  23704 
BUCHANAN,  MD.  John  Goodwin  P 

Parkway  1,  Suite  101 
2697  International  Parkway 
Virginia  Beach,  VA  23452 
BUCHANAN,  MD.  Robt  James  GP 

1324  Joliff  Rd 
Chesapeake  VA  23321 
BUTTERY,  MD,  Christopher  MG  FP 

P 0 Drawer  9727 
Corpus  Christi,  TX  78408 
CAMPBELL,  MD,  Robt  M GS 

3315  County  St 
Portsmouth  VA  23707 
CAPLAN,  MD,  Julius  GP 

1 Crawford  Parkway  #1304 
Portsmouth  VA  23704 
CARR  JR  , MD.  Fay  I R 

Portsmouth  Rad  Associates 
3117  Tyre  Neck  Road 
Portsmouth  VA  23703 
CHAUDHURI.  MD.  Mohan  Lai  OTO 

Dominion  National  Bank 
Suite  210 

Portsmouth,  VA  23704 
CHEN  III,  MD.  Chun-Mmg  AN 

3419  King  St 
Portsmouth  VA  23707 
CHENAULT  JR,  MD.  Oran  Ward  U 

226  Fort  Lane 
Portsmouth,  VA  23704 
CHOUDHURY,  MD,  All  Azam  NEP 

402  Citizens  Trust  Bldg 
Portsmouth  VA  23704 
CHOUGH,  MD,  Dae  Been  CD 

500  Rodman  Ave 
Suite  3 

Portsmouth,  VA  23707 
CHOY,  MD.  Yoon  Keun  AN 

3419  King  Street 
Portsmouth,  VA  23707 
CHRISTENSEN,  DO.  Cherryl  June  OST 
7979  Kings  Gate  Way 
West  Chester,  OH  45069 
CLARE.  MD.  Frank  B NS 

3500  Queen  St 
Portsmouth  VA  23707 


COLLIER  JR.  MD,  James  Campbell  ORS 


3300  High  Street 
Portsmouth,  VA  23707 
CORBO,  MD.  Joseph  P 

Portsmouth  Psychiatric  Cen 
Portsmouth,  VA  23704 
COX,  MD.  Harry  Duffield  PD 

3217  Stamford  Rd 
Portsmouth  VA  23703 
CRETEUR,  MD.  Christian  E AN 

3419  King  St 
Portsmouth  VA  23707 
DAJAO,  MD.  Rise  Faith  GP 

1 105  Halifax  Avenue 
Portsmouth  VA  23707 
DARBY.  MD.  Daniel  Lee  P 

209  62nd  Street 
Virginia  Beach.  VA  23451 
DAVIS  JR  , MD,  Leonard  Leslie  GP 

591 1 Portsmouth  Blvd 
Portsmouth  VA  23701 
DAYANIM  III.  MD.  Behrooz  GS 

620  London  Blvd 
Suite  300 

Portsmouth  VA  23704 
DE  LA  CRUZ.  MD.  Gloria  V PD 

620  Chandler  Harper  Drive 
Portsmouth  VA  23701 
DEBNATH,  MD,  Kiran  Sankar  AN 

3419  King  Street 
Portsmouth,  VA  23707 
DENARO  JR  . MD.  Frank  OBG 

3315  County  St 
Portsmouth  VA  23707 
DEXTERS,  MD,  Yvonne  L PD 

500  Rodman  Avenue 
Portsmouth  VA  23707 
DOMMISSE  JR  , MD.  John  P 

1801  Airline  Blvd 
Portsmouth  VA  23707 
DOZORETZ,  MD.  Ronald  Irving  P 

Crawford  Parkway  At  Fort  Lane 
Portsmouth  VA  23704 
DURICA,  MD.  David  L ORS 

3315  County  St 
Portsmouth  VA  23707 
EDINGER,  MD.  Gregory  John  FP 

1513  Franklin  Dr 
Virginia  Beach  VA  23454 
FERGUSON.  MD.  William  US 

8848  Bridge  Rd 
P 0 Box  6031 
Suffolk  VA  23433 

FREEMAN.  MD  Eric  J PUD 

1318  Westover  Ave 
Norfolk,  VA  23509 

FRYER.  MD.  Lois  L Fox  AN 

3419  King  St 
Portsmouth  VA  23707 
GARRISON  III.  MD.  Jos  Shermer  R 

Portsmouth  Rad  Associates 
31 17  Tyre  Neck  Road 
Portsmouth  VA  23703 
GEIB.  MD.  Philip  Oldham  GS 

4309  Duke  Drive 
Portsmouth  VA  23703 


GOLDIN,  MD,  Milton  FP 

3315  King  St 
Portsmouth  VA  23707 
GREENWALD.  MD.  Michael  GP 

4421  Duke  Drive 
Portsmouth  VA  23703 
GREGORY,  MD.  Fleta  A FP 

500  Rodman  Ave 
Portsmouth  VA  23707 
GUANZON,  MD.  Rafael  Fajardo  GP 

517  Washington  Street 
Portsmouth,  VA  23704 
HALMAI  III,  MD.  Zoltan  GP 

3858  Geo  Washington  Hgwy 
Portsmouth  VA  23702 
HARGROVES  JR  , MD,  Andrew  W R 

31 17  Tyre  Neck  Road 
Portsmouth  VA  23703 
HELFER,  MD.  Sidney  P EM 

8185  Tidal  Road 
Norfolk  VA  23518 

HESS,  MD,  Leonard  Wayne  OBG 

10948  Middleboro  Drive 
Damascus,  MD  20872 
HOFFMAN,  MD  Chas  Jacobs  IM 

2994  Churchland  Blvd 
Chesapeake  VA  23321 
HOLLIS,  MD,  Joseph  B GE 

1211  Rodman  Ave 
Portsmouth,  VA  23707 
HOLLOWELL,  MD.  John  W U 

226  Fort  Lane 
Portsmouth  VA  23704 
HOLMES,  MD,  Francis  Hammond  R 

3336  Courtney  Rd 
Portsmouth  VA  23703 
HOQ,  MD,  Kasedul  FP 

31 16-A  Tyre  Neck  Road 
Portsmouth  VA  23703 
IGLECIA,  MD.  Raymond  P 

P 0 Box  62243 
Virginia  Beach.  VA  23462 
JACKSON,  MD,  John  A GP 

3329  Deep  Creek  Boulevard 
Portsmouth  VA  23702 
JMD,  AMESHillman  Holmes  P 

Pass  House  Crawford  At  London 
Portsmouth  VA  23704 
JUGUILON,  MD,  Bernardino  T GP 

126  Yorkshire  Rd 
Portsmouth  VA  23701 
KASTNER,  MD,  Lee  Norman  PD 

715  Loudoun  Ave 
Portsmouth  VA  23707 
KIM,  MD,  Sung  Yong  PD 

3409  South  Street 
Portsmouth  VA  23707 
KING.  MD,  Ronald  Lester  DR 

Maryview  Hosital 
X-Ray  Department 
Portsmouth  VA  23707 
KIRK,  MD.  Arthur  Abbitt  ORS 

3300  High  St 
Portsmouth  VA  23707 
KNAPP,  MD.  Robt  Woodruff  GS 

620  London  Blvd 
Suite  300 

Portsmouth  VA  23704 
KNAUFT,  MD,  Richard  David  ORS 

3300  High  Street 
Portsmouth  VA  23707 
KOSTINAS,  MD.  John  E HEM 

4037  Taylor  Road 
Chesapeake  VA  23321 
KULL,  DO.  Robert  Joseph  OST 

Dept  Of  Pediatrics 
Portsmouth  Naval  Hosp 
Portsmouth,  VA  23708 
KUNKLE,  MD.  H Melvin  ORS 

3300  High  St 
Portsmouth  VA  23707 
KUO.  MD.  Hwang  Ren  FP 

618  Geo  Washington  Hwy  N 
Chesapeake  VA  23323 
LAMBDIN,  MD,  Charles  S ORS 

5301  Peake  Lane 
Portsmouth.  VA  23703 
LENTZ,  MD.  Edmund  T OM 

P 0 Box  103 
% Naomi  Thomas 
Greentown.  PA  18426 
LEONCIO.  MD.  Jose  D IM 

1920  Garret  Street 
Portsmouth  VA  23702 
LIAU  III,  MD.  Yhi-Hong  AN 

3419  King  St 
Portsmouth  VA  23707 
LINDSAY  JR  . MD.  Frank  Gold  OM 

214  East  Rd 
Portsmouth  VA  23707 
LIPMAN  JR  . MD.  Ansel  R 

520  Peninsula  Ave 
Portsmouth  VA  23704 
LOEW,  MD,  Albert  G.  NS 

3500  Queen  Street 
Portsmouth,  VA  23707 
LONG  JR  . MD,  Alvin  Penrose  PTH 

850  Crawford  Parkway 
Portsmouth  VA  23704 
LUNA-CARO.  MD.  Roberto  CHP 

301  Fort  Lane 
Portsmouth.  VA  23704 
MAC  PHAIL,  MD.  Jos  C OPH 

3300  High  St 
Portsmouth  VA  23707 
MAHIN.  MD.  Harry  Paul  OS 

2312  Sterling  Point  Drive 
Portsmouth  VA  23703 


MANCUSO.  MD,  Frank  Smith  PD 

3620  Clifford  St 
Portsmouth  VA  23707 
MATSUSHIGE  JR  , MD,  Kouichi  PUD 

810  Loudoun  Avenue 
Portsmouth  VA  23707 
MAYES.  MD  Kenneth  Lee  OTO 

2848  West  Meadow  Wood  Dr 
Chesapeake  VA  23321 
MAYO  JR  . MD,  Lemuel  E GS 

3100  London  Blvd 
Portsmouth  VA  23707 
MAYO,  MD,  Alexander  T FP 

105  West  Road 
Portsmouth  VA  23707 
MONTERO,  MD,  Juan  Murillo  GS 

2147  Old  Greenbrier  Rd 
Chesapeake  VA  23320 
MONTOYA,  MD.  Gregory  R P 

301  Fort  Lane 
Portsmouth.  VA  23704 
MOORE,  MD,  Grover  L AM 

610  Citizens  Trust  Bldg 
Portsmouth  VA  23703 
MORGAN  JR  . MD.  Elma  A CD 

3300  High  Street 
Suite  6 

Portsmouth  VA  23707 
MORGAN.  MD.  James  L PD 

3620  Clifford  Si 
Portsmouth  VA  23707 
MUNOZ,  MD,  Hector  M P 

4740  Michaex  Drive 
Virginia  Beach  VA  23464 
MURDEN  JR  . MD,  Ernest  Aubrey  OTO 
430  Jamestown  Ave 
Portsmouth  VA  23704 
NATALIO,  MD,  Nestor  Fuentes  FP 

3100  London  Blvd 
Portsmouth  VA  23707 
NEWBY,  MD.  John  Gregory  PTH 

124  Yorkshire  Road 
Portsmouth,  VA  23701 
NEWMAN,  MD.  Cyril  OBG 

2845  Meadowood  Dr  West 
Chesapeake  VA  23321 
0 BRIEN,  MD.  David  Chas  GP 

601  Rodman  Avenue 
Portsmouth  VA  23707 
OSTROFF,  MD,  Edward  Benj  U 

226  Fort  Lane 
Portsmouth  VA  23704 
PADGETT,  MD.  Thos  E R 

16  Shamrock  Dr 
Portsmouth  VA  23701 
PARK,  MD.  Crawford  Dick  CDS 

Olde  Towne  Medical  Center 
Portsmouth  VA  23704 
PARK,  MD.  Philip  Marlin  OBG 

Portsmouth  Ob-Gyn  Assoc 
3211  American  Legion  Road 
Chesapeake,  VA  23321 
PASCUAL,  MD,  Vianmar  G EM 

409  King  James  Court 
Virginia  Beach  VA  23452 
PERWAIZ,  MD.  Javaid  A OBG 

321 1 Amer  Legion  Rd 
Chesapeake.  VA  23321 
PISCIOTTA,  MD,  Vincent  Joseph  OBG 
4133  Faber  Rd 
Portsmouth  VA  23703 
POPE  JR  . MD.  Wm  Barrett  GP 

3100  London  Blvd 
Portsmouth  VA  23707 
POWELL,  MD,  Stanley  H GP 

1 3 Afton  Pkwy 
Portsmouth  VA  23702 
PRESPER,  MD.  John  H NS 

3500  Queen  St 
Portsmouth  VA  23707 
PSIMAS.  MD,  George  N ORS 

3315  County  St 
Portsmouth  VA  23707 
PYLE  JR  . DO.  Wellden  OST 

31 16  A Tyre  Neck  Rd 
Portsmouth  VA  23703 
RAMIREZ,  MD,  Renato  Fajardo  CRS 

Olde  Towne  Medical  Center 
620  London  Blvd 
Portsmouth  VA  23704 
ROBERTSOk,  MD.  Wm  Clayton  OPH 

416  Citizens  Trust  Bldg 
Portsmouth  VA  23704 
ROBINETT,  MD  Paul  Ward  GS 

620  London  Blvd  # 1 1 
Portsmouth  VA  23704 
ROOT,  MD,  Carl  Fredrick  PH 

4205  Pmeridge  Court 
Chesapeake.  VA  23321 
ROSIN,  MD,  David  Aaron  P 

Pass  House 
Crawford  At  London 
Portsmouth  VA  23704 
RUIZ,  MD  Abelardo  Antonio  GS 

522  Citizens  Trust  Bldg 
Portsmouth  VA  23704 
SAN  DIEGO.  MD,  Carmehta  M CLP 

Portsmouth  Gen  Hosp  Dept  Path 
Portsmouth  VA  23704 
SARKAR,  MD,  Dilip  Kumar  GS 

618  Citizens  Trust  Bldg 
Portsmouth,  VA  23704 
SATKO,  MD,  Frank  Gregory  AN 

4114  Tarnywood  Drive 
Portsmouth  VA  23703 
SAUNDERS.  MD.  James  T US 

2221  High  St 
Portsmouth  VA  23704 
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SAYEGH,  MD.  Emile  Selim  U 

226  Fori  Lane 
Portsmouth  V A 23704 
SCHLANGER,  MD,  Maurice  R IM 

601  Rodman  Ave 
Portsmouth  VA  23707 
SCHWEIGER  JR  , MD,  Ernst  IM 

2486  Airline  Blvd 
Portsmouth  VA  23701 
SCUTERO,  MD,  James  Vincent  PUD 

4037  Taylor  Road 
Chesapeake  VA  23321 
SEAL,  MD,  R B PTH 

Maryview  Hospital 
Portsmouth  VA  23707 
SEIBERT,  MD,  John  Douglas  GP 

1920  Hidden  Valley 
Virginia  Beach,  VA  23464 
SETTER,  MD,  John  Geo  IM 

I I Early  Dr 

Portsmouth  VA  23781 
SNYDER.  MD,  Scott  P 

Portsmouth  Psychiatric  Cen 
Crawford  Pky  & Fort  Lane 
Portsmouth,  VA  23704 
SPIERS,  MD,  Dennis  Michael  P 

Center  Psychiatrists 
301  Fort  Lane 
Portsmouth  VA  23704 
SPONAUGLE,  MD,  Harlan  Dale  OPH 

3603  County  Street 
Portsmouth  VA  23707 
ST  GEORGE,  MD,  John  R GP 

3100  London  Blvd 
Portsmouth  VA  23707 
STENICKA.  MD,  Francis  John  EM 

5907  High  Street  W 
Portsmouth,  VA  23703 
SU,  MD.  Robert  K AN 

2905  Tanbark  Lane 
Portsmouth  VA  23703 
SWAN,  MD,  Robt  John  N 

5000  Portsmouth  Blvd 
Box  3156 

Portsmouth  VA  23701 
TANAKA  JR  , MD,  Zenji  AN 

3419  King  St 
Portsmouth  VA  23707 
TENEKJIAN,  MD,  Vasken  Kevork  TS 

Olde  Towne  Medical  Center 
620  London  Boulevard 
Portsmouth,  VA  23704 
TERRY,  MD,  Wm  Sanford  IM 

3300  High  St 
Portsmouth  VA  23707 
THANADAR,  MD,  Abu  Md  Abdur  R U 
422  Citizens  Trust  Bldg 
Portsmouth  VA  23704 
THOMASON,  MD,  Phillip  Ray  PD 

3217  Stamford  Rd 
Portsmoufh  VA  23703 
TIESENGA,  MD,  Sidney  W ORS 

1 10  American  Legion  Rd 
Chesapeake,  VA  23321 
TRUE,  MD,  De  Witt  Sidney  GYN 

4426  Point  West  Drive 
Portsmouth  VA  23703 
TURNER,  MD,  Franklin  C IM 

2800  Acres  Rd 
Portsmouth  VA  23707 
VALDIVIESO,  MD,  Jorge  R OPH 

3800  Shoreline  Dr 
Portsmouth  VA  23703 
VARGAS,  MD.  Honesto  Belaro  GP 

4224  Portsmouth  Blvd 
Portsmouth.  VA  23701 
VULPE,  MD,  Michael  N 

3105  Western  Branch  Blvd 
Chesapeake,  VA  23321 
WARDELL,  MD,  Arthur  W ORS 

3315  County  Street 
Portsmouth,  VA  23707 
WARING,  MD,  Milton  G CHP 

Portsmouth  Psychiatric  Ctr 
301  Fort  Lane 
Portsmouth,  VA  23704 
WEBB,  MD,  Thos  Harry  IM 

3300  High  St 
Portsmouth  VA  23707 
WEITZMAN,  MD,  Gerald  ORS 

3315  County  St 
Portsmouth  VA  23707 
WHEELER,  MD,  William  F DR 

Portsmouth  Radiological 
31 17  Tyre  Neck  Road 
Portsmouth,  VA  23703 
WHITBECK,  MD,  John  Volkert  DR 

4512  Pmyon  Drive 
Virginia  Beach  VA  23462 
WILHITE  JR  , MD,  Philip  A D 

3100  London  Blvd 
Portsmouth  VA  23707 
WILLIAMSON,  MD,  Neihl  J US 

I I I Oliver  Street 
Jersey  Shore,  PA  17740 

WINSTON,  MD,  Wm  O OBG 

3300  High  St 
Portsmouth  VA  23707 
WITT,  MD,  Frederick  Jos  OBG 

3108  Tyre  Neck  Rd 
Portsmouth  VA  23703 
WOLF,  MD,  Jeffrey  Stephen  GS 

620  London  Blvd 
Portsmouth,  VA  23704 
WOLOY,  MD,  Eleanora  Mane  CHP 

4696  Honeygrove  Road 
Suite  104 

Virginia  Beach,  VA  23455 


WU,  MD,  Shue  Chen  OBG 

3701  South  Street 
Portsmouth,  VA  23707 
YARBROUGH,  MD,  Terry  Pinckney  IM 
3300  High  St 
Portsmouth  VA  23707 

PRINCE  WILLIAM 


ABELA,  MD,  Augusto  V OPH 

14316  Jefferson  Davis  Hwy 
Woodbridge,  VA  22 1 9 1 
ALISUAG  JR,  MD.  Andres  IM 

8703  Digges  Road 
Manassas,  VA  22110 

ALVIR,  MD,  Rene  B U 

61 1 S Carlin  Springs  Road 
Suite  206 

Arlington,  VA  22204 

ANTUS,  MD,  John  Lawrence  IM 

8727  Digges  Road 
Manassas,  VA  22110 

AULT,  MD.  Wendy  C.  PD 

9394  Forrestwood  Lane 
Manassas,  VA  22110 

BABIERA,  MD,  Rodolfo  V A 


803  Tamworth  Drive 
Danville,  VA  24541 
BANIAN,  MD  Barkev  H 
P O Box  432 
Woodbridge  VA  22191 


BARRERA,  MD,  Francisco  R IM 

P O Box  M 

Woodbridge  VA  22194 
BAS  JR  , MD,  Mauricio  D TS 

18404  Cedar  Dr 
Triangle  VA  22172 

BENTREM,  MD,  George  C OBG 

9625  Surveyor  Court 
Suite  100 

Manassas  VA  22110 

BOLVARI,  MD,  Jos  J OBG 

9615  Champion  Ct 
Manassas  VA  22110 

BRADY  JR  , MD,  John  W D 

8725  Digges  Road 
Manassas  VA  22110 

BROWN,  MD,  Toby  L R 

832  Blackwell  Road 
Warrenton,  VA  22186 

CHUNG,  MD.  Kyung  Yil  AN 

4538  Pmecrest  Hgts  Dr 
Annandale  VA  22003 

CIOLETTI,  MD.  Roy  Robert  PD 

9625  Surveyor  Court 
Manassas  VA  22110 

COHEN,  MD.  Michael  E IM 

14334  Jeff-Davis  Hwy 
Woodbridge,  VA  22191 
COLLETTI,  MD,  Nicholas  George  FP 

14904  Jefferson  Davis  Highway 
Woodbridge  VA  22191 
CONNER,  MD,  Alvin  Eugene  PD 

8722  Sudley  Rd 
Manassas  VA  22110 

COONE,  MD,  Herbert  W PH 

Box  687 

Melrose,  FL  32666 

COPPA,  MD,  Michael  Geo  PD 


9394  Forestwood  Lane 
Manassas  VA  22110 
CORDERO,  MD,  Jimmy  P 
510  Woodland  Ct 
Vienna  VA  22180 


DE  LOS  SANTOS,  MD,  Arturo  F GS 

1968  Opitz  Blvd 
Woodbridge,  VA  22191 

DEL  PILAR,  MD,  Jaime  V EM 

9379  Forestwood  Lane 
Suite  2B 

Manassas,  VA  22110 

DEL  PILAR,  MD,  Leticia  C Q AN 

11914  Bluebird  Lane 
Catharpm,  VA  22018 

DESPER,  MD,  Paul  Carlton  IM 

9608  Champion  Court 
Manassas  VA  22110 

FERLAZZO,  MD,  Steve  Lawrence  OTO 
Post  Office  Box  442 
Woodbridge  VA  22194 

FINEMAN,  MD,  Bill  L GER 

3126  Davis  Ford  Road 
Woodbridge,  VA  22191 

FRANCIS,  MD,  Jamison  K D 

Woodbridge  Prof  Building 
14904  Jeff  Davis  Hiway 
Woodbridge,  VA  22191 

GARVEZ,  MD,  Magdalena  D OBG 

2321  Princess  Anne  Lane 
Woodbridge  VA  22191 

GILMONTERO,  MD,  Guillermo  H U 

9580  Surveyor  Court 
Manassas  VA  22110 

GLUCK,  MD,  Gabriel  ORS 

8702  Sudley  Road 
Manassas  VA  22110 

GOWER,  MD,  Arthur  Gaillard  PD 

8722  Sudley  Rd 
Manassas  VA  22110 

GUERIERA,  MD,  Chas  Jos  OBG 

8717  Digges  Rd 
Manassas  VA  22110 

GUERRERO,  MD,  Victor  N ORS 

9036  Sudley  Rd 
Manasas  VA  22110 

GUIEB,  MD,  Adelaida  G GP 

9407  Lafayette  Ave 
Manassas  VA  22110 


HAHN,  MD,  Gunter  Ernst  IM 

8708  Sudley  Road 
Manassas  VA  22110 

HENRICHS,  MD  Charles  W EM 

Eds  Prince  Wm  Hosp 
8700  Sudley  Road 
Manassas,  VA  22110 

HYLTON,  MD,  Claude  Kavilla  GP 

9202  Centreville  Road 
Manassas  VA  22110 

IRWIN,  MD,  Gilbert  Raymond  IM 

9590  Surveyor  Court 
Manassas  VA  22110 

JARBADAN,  MD.  Ignaz  Papa  IM 

1966  Opitz  Boulevard 
Potomac  Professional  Village 
Woodbridge  VA  22191 
JOUBIN,  MD,  Jahan  M ORS 

14904  Jefferson  Davis  Hwy 
Suite  8 12 

Woodbridge  VA  22191 
KATCHER,  MD,  Daniel  HEM 

1986  Opitz  Blvd 
Woodbridge.  VA  22191 
KAYE,  MD,  Zachary  Alin  EN 

14904  Jeff  David  Hwy 
Suite  305 

Me  Lean,  VA  22191 

KEATING,  MD,  James  Louis  GP 

7900  Sudley  Road 
Manassas,  VA  22110 

KENT,  MD,  James  Carl  GP 

24 1 S Fraley  Blvd 
Dumfries  VA  22026 

KESHMIRI,  MD,  Abolhasan  AN 

Anesthesiology  Dept 
Potomac  Hospital 
Woodbridge,  VA  22191 
KIM,  MD,  Chin  Moon  PD 

4236  Elizabeth  Lane 
Annandale  VA  22003 

KIM,  MD,  Heeshm  NEP 

14904  Jefferson  Davis  Hwy 
Woodbridge,  VA  22191 
KOTSELAS,  MD,  Evangelos  N GS 

14904  Jefferson  Davis  Hwy 
P O Box  F 

Woodbridge  VA  22194 
KRENYTZKY,  MD,  Stephen  Marc  PD 

9394  Forestwood  Lane 
Manassas,  VA  22110 

LATIMER  JR  , MD,  Robt  AW  GP 

9202  Centreville  Rd 
Manassas  VA  22110 

LAWANDE,  MD,  Ratnakar  L OTO 

8707  Digges  Road 
Manassas  VA  22110 

LEE.  MD,  Kok  Seah  GE 

14904  Jefferson  Davis  Hwy 
Woodbridge  VA  22191 
LEET,  MD,  Christopher  J CD 

12004  Robin  Drive 
Catharpm  VA  22018 

LEHMAN,  MD,  Robert  F ORS 

8315  Sunset  Dr 
Manassas  VA  22110 

LI,  MD,  Si- Ju  AN 

108  Princess  St 
Alexandria  VA  22314 

LORENZ,  MD,  Richard  Lawrence  PD 

1247  Easy  St 
Woodbridge  VA  22191 
LOU,  MD,  Ek  Seng  U 

Suite  306 

14904  Jeff  Davis  Hwy 
Woodbridge  VA  22191 
MAC  NAY,  MD,  Donald  L ORS 

8702  Sudley  Road 
Manassas  VA  22110 

MAOURY,  MD,  Stanley  D OPH 

8705  Professional  Place 
Manassas  VA  22110 

MASON,  MD,  Mark  S.  GP 

8723  Digges  Road 
Manassas,  VA  22110 

MATHEWS  JR  , MD,  J Lee  GP 

Pr  William  Hospital 
Manassas  VA  22110 

MC  CARTHY,  MD,  William  C FP 

236  S Fraley  Blvd 
Dumfries,  VA  22026 

MC  GINN,  MD,  James  Sylvester  GS 

314  Fairy  Street 
Martinsville,  VA  24112 
MILLER,  MD  Paul  I GE 

14404  Jeff  Davis  Hwy 
Woodbridge,  VA  22191 
MITCHELL  JR  . MD,  John  Wayne  PD 
9105  Tall  Oaks  Court 
Manassas  VA  22110 

MOGHTADER,  MD,  All  OTO 

14904  Jeff  Davis  Hwy 
Suite  201 

Woodbridge  VA  22191 
NAFZINGER,  MD,  Moses  Le  Roy  GP 

13416  Marumsco  Dr 
Woodbridge  VA  22191 
OCEAN,  MD,  Ronald  Hugh  GS 

2616  Sherwood  Hall  Lane 
Alexandria  VA  22306 

ODEND  HAL  IV,  MD,  Fortune  GP 

9590  Surveyor  Ct 
Manassas  VA  22110 

OPAL,  MD.  John  A P 

484 1 Kempair  Dr 
Woodbridge  VA  22193 


PAPAS,  MD,  Alexander  J CD 

14904  Jeff  Davis  Hiway 
Suite  302 

Woodbridge  VA  22191 
PARK  JR  , MD,  Hyungsoon  P 

9625  Surveyor  Ct 
Manassas  VA  22110 

PARKER  III,  MD,  Frederick  W U 

8620  Rolling  Road 
Manassas,  VA  22110 

PATTON,  MD,  Leo  Richard  PD 

1247  Easy  St 
Woodbridge  VA  22191 
PAUSWINSKI,  MD,  John  Robt  FP 

9613  Champion  Court 
Manassas  VA  22110 

PEARSE,  MD  Warren  H OBG 

2558  Treehouse  Dr 
Woodbridge,  VA  22192 
PIERCE,  MD,  Roger  J OBG 

1531  Walnut  Street 
Woodbridge  VA  22191 
PUGLISE,  MD,  Jos  V PD 

8006  Apollo  St 
Lorton  VA  22079 

RATHKE,  MD,  Chas  Ernest  PD 

8722  Sudley  Rd 
Manassas  VA  22110 

REGAN.  MD.  Robt  Michael  OBG 

9625  Surveyor  Ct  Ste  100 
Manassas  VA  22110 

RHOADS,  MD,  John  Chas  OBG 

9625  Surveyor  Ct  Ste  100 
Manassas  VA  22110 

RICHTER,  MD,  Geraldine  ORS 

9580  Surveyor  Court 
Manassas,  VA  22110 

RINGLER,  MD  John  Geo  GP 

9202  Centreville  Road 
Manassas  VA  22110 

SCHEELE,  MD,  Andrew  F PH 

9200  Stonewall  Rd 
Manassas  VA  22110 

SECRIST,  MD,  Wilbur  Lowell  GS 

201  South  Mam  Street 
Dumfries  VA  22026 

SEHN,  MD,  James  T U 

9580  Surveyor  Court 
Manassas  VA  22110 

SEITZ,  MD.  Georg  Karl  OBG 

8717  Digges  Rd 
Manassas  VA  22110 

SHAPIRO,  MD,  Carol  Sadie  PS 

1940  Opitz  Blvd 
P O Box  431 
Woodbridge,  VA  22191 
SHEVLIN,  MD,  Wm  Anthony  NS 

8701  Digges  Road 
Manassas  VA  22110 

SIMOPOULOS  III.  MD,  Chris  OBG 

Box  12 

Woodbridge.  VA  22194 
STEINGASZNER,  MD,  Laszlo  C PTH 

Potomac  Hospital 
Woodbridge  VA  22191 
SZELE  III,  MD,  Geo  AN 

10515  Vale  Rd 
Oakton  VA  22124 

TAN-GATUE,  MD,  Leonardo  Gan  PD 

3090  N Acorn  Ct 
Woodbridge  VA  22191 
TRAVERS,  MD,  Richard  D GE 

9625  Surveyor  Court 
Suite  260 

Manassas,  VA  22110 

VENTZEK,  MD,  Albert  Theodore  FP 

2000  Opitz  Blvd 
Woodbridge  VA  22191 
VON  OETTINGEN,  MD,  Dieter  R GS 

8701-A  Diggs  Lane 
Manassas  VA  22110 

WADLEY,  MD,  John  Kenneth  OTO 

9625  Surveyor  Court 
Suite  440 

Manassas  VA  22110 

WAMPLER.  MD,  J Paul  GS 

8709  Digges  Road 
Manassas  VA  22110 

WERNER,  MD,  Wallace  James  FP 

9202  Centreville  Rd 
Manassas  VA  22110 

WHITE,  MD,  James  Latham  GS 

8709  Digges  Road 
Manassas  VA  221 10 

WILLIAMS,  MD,  Harvey  Bernard  US 

13416  Marumsco  Dr 
Woodbridge  VA  22191 
WLADYKA,  MD.  George  A R 

6305  Castle  Place 
Falls  Church  VA  22044 
WOODSIDE,  MD,  Nina  B P 

8712-2  Sudley  Rd 
Manassas,  VA  22110 

YADAO,  MD,  Alex  Peralta  OS 

Box  366 

Triangle  VA  22172 

ZAREMBA,  MD,  Kathleen  Susan  OPH 

2938  Madeira  Court 
Woodbridge,  VA  22192 
ZAZZARO.  MD,  Patrick  Francis  DR 

9703  Sudley  Manor  Drive 
Manassas,  VA  22110 


RICHMOND 

ABBOTT  MD,  James  Easton  US 

13308  Thornridge  Court 
Midlothian  VA  23113 


ABEDI  MD.  Esrafil  Asl  OTO 

Box  183 

Richmond  VA  23298 

ABEDI,  MD,  Shahla  Asl  OPH 

Box  262 

Richmond  VA  23298 

ABERNATHY.  MD  Ted  R PD 

Box  549 

Midlothian.  VA  23113 

ACKELL,  MD,  Edmund  F HNS 

910  West  Franklin  St 
Richmond  VA  23220 

ADAMS,  MD,  Raymond  Atwell  N 

1805  Monument  Ave 
Richmond  VA  23220 

AGATE,  MD  Geo  H PH 

6 A P Hill  Avenue 
Highland  Springs  VA  23075 

AGHDAMI,  MD.  Aliasghar  AN 

141  Redmead  Lane 
Richmond  VA  23236 

AL-ABDULLA.  MD  Hamid  CD 

3604  Monument  Ave 
Richmond  VA  23230 

AL-MEFTY,  MD.  Ossama  NS 

7601  Forest  Ave  Suite  116 
Richmond  VA  23229 

ALAVI,  MD,  S Manuchehr  R 

1602  Skipwith  Rd 
Richmond  VA  23229 

ALLEN  JR  , MD,  Benj  Randolph  NS 

7702  Parham  Rd  Ste  K 
Richmond  VA  23229 

ALLEN,  MD.  Benj  Randolph  GP 

5110  Sulky  Dr  Apt  204 
Richmond  VA  23228 

ALMOND,  MD,  Hilton  Robinson  GE 

7702  Parham  Road 
Richmond  VA  23229 

ALPERN,  MD,  Frederick  P PD 

1515  Grove  Avenue 
Richmond.  VA  23220 

ANDERSON,  MD,  Wm  Morris  IM 

306  Tuckahoe  Blvd 
Richmond,  VA  23226 

ANDRAKO,  MD,  John  David  PD 

6823  Kensington  Avenue 
Richmond.  VA  23226 

ANDREWS,  MD,  Jack  Preston  PD 

1001  Hioaks  Road 
Richmond  VA  23225 

ANSELL,  MD,  Burness  Ferdinand  IM 

7702  Parham  Road 
Richmond  VA  23229 

ANTE  MD.  Nilda  Ong  Rivera  OBG 

5855  Bremo  Road 
Richmond  VA  23226 

ANTHONY,  MD,  Scott  Bryan  ORS 

Box  515 

Richmond,  VA  23298 

APPERSON,  MD.  Luther  H GP 

3306  Semmes  Ave 
Richmond  VA  23225 

APPERSON,  MD,  Wm  Eugene  PUD 

905  Pine  Ridge  Rd 
Richmond  VA  23226 

ARCHER  JR  , MD.  John  Stanard  OTO 

209  Med  Arts  Bldg 
Richmond  VA  23219 

ARCHULETA,  MD,  Bobby  Arnold  PD 

4757  Cochise  Trail 
Richmond,  VA  23234 

ARNOLD,  MD,  Gayle  G PD 

Box  7348 

Richmond  VA  23221 

ARRINGTON,  MD.  Thomas  M GP 

7722  Brookside  Road 
Richmond,  VA  23229 

ASHBY,  MD,  Franklyn  Henry  OM 

3601  Commerce  Road 
Box  26603 
Richmond  VA  23261 

ASHWORTH,  MD.  John  Sheriden  IM 

3540  Floyd  Ave 
Richmond  VA  23221 

ATIYEH,  MD,  Wasfi  A OTO 

3500  Kensington  Ave 
Richmond  VA  23221 

ATKINSON,  MD,  Gerald  Wesley  N 

1415  Johnston  Willis  Dr 
Richmond  VA  23235 

ATWILL,  MD,  Wm  Henry  U 

5855  Bremo  Rd 
Richmond  VA  23226 

AUDET,  MD,  Harold  Hudson  OM 

Box  26603 
Richmond  VA  23261 

AUSTEIN,  MD,  David  H PD 

4865  Finlay  Street 
Richmond.  VA  23231 

AUSTIN,  MD  Leonard  Anthony  PD 

205  Oxford  Circle  East 
Richmond  VA  23221 

AWAD,  MD,  Allen  J OBG 

2301  Hilliard  Rd 
Richmond  VA  23228 

AYRES.  MD,  John  W ORS 

7135  Jahnke  Rd 
Richmond  VA  23225 

BABB,  MD,  Emerson  Macaulay  IM 

Imperial  Plaza  Bldg  D Apt  217 
Richmond  VA  23227 

BAGLEY,  MD.  John  J OBG 

9606  Patterson  Ave 
Richmond.  VA  23229 

BAILIE,  MD,  Allston  Gibbes  PUD 

204  N Hamilton  St 
Richmond  VA  23221 
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BAIN,  MD.  Francis  Nott  FP 

Box  30 

Goochland.  VA  23063 
BAIRD  JR  , MD.  Chas  Lewis  CD 

205  N Hamilton  Street 
Richmond  VA  23221 

BALL.  MD.  Michael  J IM 

71 15  Jahnke  Road 
Richmond.  VA  23225 

BARNES,  MD.  Robert  W CDS 

Box  221 

Richmond  VA  23298 

BARR,  MD,  Wm  Clayton  R 

1000  W Franklin  St 
Richmond  VA  23220 

BARRETT,  MD.  Francis  E PUD 

2815  Wighton  Drive 
Richmond  VA  23235 

BARRINGER.  MD.  Michel  Laron  PD 

Box  7348 

Richmond  VA  23221 

BARTON.  MD.  Sam  FP 

1 105  East  Clay  St 
Richmond.  VA  23219 

BASKERVILLE.  MD,  Archer  L CD 

601  Med  Arts  Bldg 
2nd  & Franklin  Streets 
Richmond.  VA  23219 

BATES  111,  MD.  Robley  D U 

1805  Monument  Ave,  Ste  51 1 
Richmond.  VA  23220 

BATES  JR  , MD.  Robley  D CD 

3500  Kensington  Ave 
Richmond  VA  23221 

BATES  JR.  MD,  Hampton  Robert  NM 

7101  Jahnke  Road 
Richmond  VA  23225 

BATTISTA  JR  , MD.  Jos  Victor  OBG 
5855  Bremo  Rd  Ste  205 
Richmond  VA  23226 

BAXTER.  MD,  Robt  Wallace  GP 

1600  Confederate  Ave 
Richmond  VA  23227 

BEACHLEY.  MD.  Michael  Chas  R 

Box  2 

Richmond  VA  23298 

BEAZLEY  III,  MD.  Wyatt  S GS 

1805  Monument  Ave 
Richmond  VA  23220 

BECK,  MD.  Ralph  Edmund  PTH 

5801  Bremo  Rd 
Richmond  VA  23226 

BECKER,  MD.  Donald  Paul  NS 

Box  631 

Richmond.  VA  23298 

BECKER.  MD.  Elmore  James  IM 

5801  Bremo  Rd 
Richmond  VA  23226 

BECKER,  MD.  Stanley  Harolc  D 

2807  Pennington  Rd 
Richmond  VA  23229 

BEDINGER.  MD,  Robt  Wright  IM 

7702  Parham  Road 
Richmond  VA  23229 

BEHM,  MD,  Frederick  George  PTH 

Box  597,  Dept  Of  Path 
Dept  Of  Pathology 
Richmond.  VA  23298 

BEIRNE,  MD,  Edward  B FP 

341 1 Wythe  Avenue 
Richmond  VA  23221 

BELGRAD,  MD.  Richard  TR 

601  Heathfield  Rd 
Richmond  VA  23229 

BELLE.  MD.  Walton  Me  Neil  GS 

2901  Brook  Rd 
Richmond  VA  23220 

BELTER,  MD.  Lester  Francis  PTH 

Box  26783 
Richmond  VA  23261 

BENNETT,  MD.  L P Robinson  PD 

2809  North  Ave 
Richmond  VA  23222 

BENNETT,  MD.  Robert  M CD 

6337  Ridgeway  Road 
Richmond  VA  23226 

BENTLEY,  MD.  Jack  Kitchener  R 

1 1540  Rexmoor  Drive 
Richmond  VA  23235 

BEORN,  MD.  Charles  F IM 

2101  Carbon  Hill  Drive 
Midlothian.  VA  23113 

BERREY,  MD.  Bedford  H ORS 

4431  Old  Foxtrail 
Midlothian,  VA  23113 

BETTS.  MD,  Martin  Frederick  PUD 

7601  Forest  Ave.  Ste  222 
Richmond  VA  23229 

BICK,  MD.  Michael  S P 

5855  Bremo  Road 
Suite  G 4 

Richmond.  VA  23226 

BICKERS.  MD,  Wm  M GYN 

1802  Brooktree  Court 
Richmond  VA  23233 

BINFORD.  MD.  Charles  A P 

7 149  Jahnke  Rd 
Richmond  VA  23225 

BLACK  JR  . MD,  James  B IM 

1833  Monument  Ave 
Richmond  VA  23220 

BLACKMORE,  MD.  John  Robt  D 

5700  Old  Richmond  Ave 
Richmond  VA  23226 

BLADES,  MD.  James  Franklin  GYN 

4908  Monument  Ave 
Richmond  VA  23230 


BLAIR  III,  MD,  Chas  Jos  OPH 

201  N Hamilton  Street 
Richmond  VA  23221 

BLAKEY.  MD.  Peter  P PD 

Box  549 

Midlothian.  VA  23113 

BLANCHARD  111,  MD.  Lawrence  E D 
5600  Grove  Avenue 
Richmond,  VA  23226 

BLANKINSHtP,  MD,  Rex  P 

1500  Westbrook  Ave 
Richmond  VA  23227 

BLANTON  JR  , MD.  Wyndham  B IM 

1526  West  Ave 
Richmond  VA  23220 

BLANTON.  MD.  Erika  M OBG 

901  Hioaks  Road 
Richmond,  VA  23225 

BLANTON.  MD.  Frank  M IM 

2201  Grove  Ave 
Richmond  VA  23220 

BLAYLOCK,  MD.  Wilmer  Kenneth  D 

Box  164 

Richmond.  VA  23219 

BLOUNT,  MD,  Alston  Wilcox  CD 

2002  Bremo  Rd  Lower  Level 
Richmond  VA  23226 

BLUMBERG.  MD.  Michael  Zangwill  Al 

2000  Bremo  Rd 
Suite  204 

Richmond  VA  23226 

BOARD.  MD,  Anne  J Woodrum  PA 

1407  Cummgs  Dr  A H Robins  Co 
Richmond  VA  23220 

BOARD,  MD.  John  Arnold  OBG 

Box  34 

Richmond  VA  23219 

BOATWRIGHT  III,  MD.  Joseph  W PD 

P 0 Box  26591 
Richmond,  VA  23261 

BOISCLAIR,  MD.  Thos  Geo  P 

2816  East  Texas  Ave 
Milwaukee,  Wl  53207 

BOKINSKY,  MD,  Gary  Brooks  U 

5855  Bremo  Road 
Richmond,  VA  23226 

BONES,  MD,  Jos  Thos  PD 

4906  Forest  Hill  Ave 
Richmond  VA  23225 

BONNER,  MD,  Charles  H PM 

131 1 Palmyra  Ave 
Richmond,  VA  23227 

BOON.  MD,  Franklin  F CHP 

6509  Park  Ave 
Richmond  VA  23226 

BOONE  JR  , MD.  Elwood  Bernard  U 

1400  Westwood  Ave  Ste  304 
Richmond  VA  23227 

BOOTH,  MD,  Jerry  Clark  D 

1 12  Charnwood  Rd 
Richmond  VA  23229 

BOSHER  JR  , MD.  Lewis  Hinton  TS 

103  Seneca  Road 
Richmond  VA  23226 

BOSHER,  MD,  Lmwood  Paul  GS 

417  Libbie  Avenue 
Richmond.  VA  23226 

BOWEN  JR  . MD.  John  Raymond  IM 

4500  S Laburnum  Ave 
Richmond  VA  23231 

BOWERS,  MD,  Russell  V GP 

3500  Mechamcsville  Pk 
Richmond  VA  23223 

BOWMAN,  MD.  John  David  ORS 

4325  Grove  Avenue 
Richmond.  VA  23221 

BOWSER,  MD.  Barrington  H PD 

1807  Hampton  St 
Richmond  VA  23220 

BOYAN,  MD.  Chas  P AN 

7 Calycanthus  Lane 
Richmond  VA  23221 

BOYCE  JR  , MD,  Edward  L FP 

Box  9046 

Richmond  VA  23225 

BOYCE,  MD,  Stanley  Carlton  GP 

1 14  Homestead  Drive 
Colonial  Heights,  VA  23834 
BOYD,  MD,  Milton  Alexander  IM 

Parham  Med  Center 
Richmond  VA  23229 

BRADENHAM,  MD.  Ben  Persons  IM 

7601  Forest  Ave,  Ste  332 
Richmond,  VA  23229 

BRADLEY.  MD,  Robt  Willoughbee  GP 

Box  9 

Powhatan  VA  23139 

BREDRUP  JR  , MD,  Ole  C R 

St  Mary  Hosp  Dept  R 
Richmond  VA  23226 

BREEDEN.  MD.  Louis  M FP 

7702  Parham  Road 
Richmond,  VA  23229 

BREHMER,  MD.  Chas  Edward  GP 

731  Milbrae  Rd 
Richmond  VA  23235 

BRESSLER,  MD,  Bernard  P 

104  Berrmgton  Court 
Richmond.  VA  23221 

BREWER,  MD,  William  Henry  DR 

Box  615 

Richmond.  VA  23298 

BREWERTON,  MD,  Conway  N GP 

4301  Meadowdale  Blvd 
Richmond.  VA  23234 

BRIERE,  MD.  Russell  Ovide  CLP 

Chippenham  Hospital 
Richmond  VA  23225 


BROADDUS  JR,  MD,  Reuben  H EM 

307  St  Davids'  Lane 
Richmond,  VA  23221 

BRODIE,  MD.  Owen  Wingfield  P 

1500  Westbrook  Ave 
Richmond  VA  23227 

BROECKER,  MD,  Bruce  H U 

Box  118 

Richmond.  VA  23298 

BROOCKER,  MD,  Warren  Alan  OBG 

7151  Jahnke  Road 
Richmond  VA  23225 

BROOKS  JR  , MD,  Geo  K P 

5855  Bremo  Road  Ste  303 
Richmond  VA  23226 

BROOKS,  MD.  James  W TS 

1200  E Broad  St 
Richmond  VA  23298 

BROOKS,  MD.  Kenneth  Phillip  P 

7149  Jahnke  Road 
Richmond.  VA  23225 

BROSNAN,  MD,  Kathleen  Angela  P 

4500  Whitestone  Drive 
Richmond  VA  23234 

BROWN  III,  MD.  Alexander  G IM 

1615  Hanover  Avenue 
Richmond,  Va  23220 

BROWN  JR  . MD,  Leon  Junius  FP 

1923  Decatur  Street 
Richmond  VA  23224 

BROWN,  MD,  Edwin  Merriman  PH 

Va  St  Hlth  Dept  109  Governor 
Richmond  VA  23219 

BROWN,  MD,  James  La  Velle  OPH 

2004  Bremo  Road 
Richmond,  VA  23226 

BROWN,  MD,  Peter  Wilcox  GS 

417  Libbie  Avenue 
Richmond  VA  23226 

BRUCH,  MD,  Wm  Mark  PD 

Box  802 

Richmond  VA  23298 

BRUGH  III.  MD.  Victor  Miller  EM 

10307  Maremont  Dr 
Richmond  VA  23233 

BRUMMER,  MD.  Donald  Louis  ID 

Box  204 

Richmond  VA  23298 

BRYCE  II  , MD,  Edwin  Clinton  OPH 

5406  New  Kent  Rd 
Richmond  VA  23225 

BRYCE  JR  , MD.  Wm  Fielding  FP 

87 16  Brown  Summit  Rd 
Richmond  VA  23235 

BRYSON,  MD,  Gilbert  Hamilton  GS 

7702  Parham  Rd 
Richmond  VA  23229 

BUDD  JR  , MD,  Sami  Walthall  IM 

5500  Monument  Ave.  Ste  1 
Richmond  VA  23226 

BUFFEY,  MD,  Walter  Humphrey  GS 

701  West  Grace  Street 
Richmond  VA  23220 

BUIS.  MD,  L James  PUD 

8802  Sierra  Rd 
Richmond  VA  23229 

BULLOCK  JR  , MD.  Henry  A OBG 

2019  Monument  Ave 
Richmond  VA  23220 

BULLOCK  JR,  MD,  John  Paul  OPH 

3500  Kensington  Avenue 
Richmond,  VA  23221 

BULLOCK,  MD.  John  Boyd  IM 

2019  Monument  Ave 
Richmond  VA  23220 

BUNDY  111,  MD.  Walter  E OPH 

5855  Bremo  Rd,  Ste  508 
Richmond,  VA  23226 

BUNDY  JR  , MD.  Walter  E PDA 

6823  Kensington  Ave 
Richmond  VA  23226 

BURCH,  MD,  Chas  Dick  PD 

5855  Bremo  Rd 
Suite  308 

Richmond  VA  23226 

BURKE  III,  MD,  George  Wilson  PUD 

1400  Westwood  Avenue.  #305 
Richmond,  VA  23227 

BURKE  JR  , MD.  Arthur  Wade  TR 

7702  Parham  Road 
Richmond  VA  23229 

BURKE,  MD.  Patrick  K IM 

Stuart  Circle  Hospital 
413  Stuart  Circle 
Richmond,  VA  23220 

BURKHARDT,  MD.  Barry  W ORS 

1447  Johnston  Willis  Dr 
Richmond,  VA  23235 

BUTTERWORTH  III.  MD.  John  F ORS 

Johnston-Willis  Med  Bldg 
1447  Johnston-Willis  Drive 
Richmond  VA  23235 

BUTTERWORTH,  MD.  Thomas  R ORS 

2500  Pocoshock  PI 
Richmond  VA  23235 

BUXTON  JR  , MD.  Ernest  Perry  GE 

5006  Cary  St 
Richmond  VA  23226 

BYRD.  MD,  Chas  Wm  GS 

4906  Forest  Hill  Ave 
Richmond  VA  23225 

CABILING.  MD.  Marino  M GS 

Lakeside  Medical  Center 
2301  Hilliard  Road 
Richmond  VA  23228 

CADER,  MD,  Josephine  B PD 

1400  Westwood  Ave  Ste  311 
Richmond  VA  23227 


CADY,  MD.  Allan  Bartlett  GE 

Rt  1 Box  422 
Mechamcsville  VA  23111 

CALABRESE.  MD.  Vincent  Paul  N 

Box  698 

Richmond  VA  23298 

CALDWELL,  MD.  John  Beale  H OPH 

301  Medical  Arts  Bldg 
Richmond  VA  23219 

CALKINS,  MD.  Ronald  Fleming  R 

St  Marys  Hosp 
Richmond  VA  23226 

CALL  II  , MD,  Frank  L ND 

5322  Cary  Street  Road 
Richmond  VA  23226 

CALL,  MD.  John  Danl  IM 

8921  Norwick  Rd 
Richmond  VA  23229 

CALLOWAY,  MD.  Wm  Christian  GP 

8 East  Leigh  St 
Richmond  VA  23219 

CAMETAS,  MD,  John  Gus  FP 

Va  Mutual  Bldg 
Parham  & Three  Chopt  Rds 
Richmond  VA  23229 

CAMP,  MD,  Paul  Douglas  CD 

7601  Forest  Ave  #340 
Richmond  VA  23229 

CAMPBELL,  MD,  James  Ashton  FP 

8325  Brookfield  Road 
Richmond,  VA  23227 

CAMPBELL.  MD,  Ruth  F Williams  PD 

7435  Riverside  Dr 
Richmond  VA  23225 

CARAVATI  JR  , MD,  Chas  Martin  D 

5600  Grove  Ave 
Richmond  VA  23226 

CARAVATI,  MD,  Chas  Martin  GE 

208  Gun  Club  Rd 
Richmond  VA  23221 

CARDEA,  MD.  John  A ORS 

13717  Hickory  Nut  Point 
Midlothian,  VA  23213 

CARDWELL,  MD.  Chas  Patteson  AN 

101  Tuckahoe  Blvd 
Richmond  VA  23226 

CARLIN,  DO,  Marshall  S.  OST 

10801  Whitaker  Woods  Rd 
Richmond,  VA  23233 

CARMICHAEL,  MD.  Miriam  W N 

3919  Seminary  Ave 
Richmond  VA  23227 

CARPENTER,  MD,  Earnest  B ORS 

4315  Grove  Ave 
Richmond  VA  23221 

CARRIGAN.  MD.  Edward  P ORS 

291 1 Grove  Avenue 
Richmond.  VA  23221 

CARTER  II  , MD,  B Noland  GS 

1401  Johnston  Willis  Dr 
Richmond  VA  23235 

CARTER  JR  , MD.  Hill  FP 

Box  958 

Ashland  VA  23005 

CARTER,  MD.  Wesley  Byrd  CHP 

2002  Bremo  Rd  Ste  200 
Richmond  VA  23226 

CASPAR!,  MD,  Richard  B ORS 

8919  Three  Chopt  Rd 
Richmond  VA  23229 

CATLETT,  MD,  John  B A 

7702  Parham  Road 
Richmond  VA  23229 

CAVALCANTI,  MD,  Eduardo  Jose  TR 

2701  Cherrytree  Lane 
Richmond  VA  23235 

CHALKLEY,  MD.  Thos  Spencer  PD 

301 1 Monument  Ave 
Richmond  VA  23221 

CHAN,  MD.  James  CM  PD 

Box  822 

Richmond  VA  23298 

CHAPIN,  MD.  Wm  Evans  PD 

Rt  1 Box  17 
Callands  VA  24530 

CHAPLIN  JR  , MD,  Robt  Rogers  FP 

7111  Jahnke  Rd 
Richmond  VA  23225 

CHARITY,  MD.  Cynthia  M PD 

1500  Semmes  Avenue 
Richmond.  VA  23224 

CHARITY,  MD,  Renard  Adkins  OBG 

Box  7939 

Richmond  VA  23223 

CHAUDHARY,  MD,  Nazir  Ahmad  P 

2324  Mountambrook  Dr 
Richmond  VA  23233 

CHEN,  MD,  Jen-Wen  AN 

27 10  Kenbury  Rd 
Richmond  VA  23225 

CHILDREY  JR,  MD.  Edgar  OPH 

Box  392 

Urbanna,  VA  23175 

CHISHOLM,  MD,  Louis  Randolph  FP 

Box  446 

Midlothian,  VA  23113 

CHRISTIAN,  MD.  Chas  Fletcher  P 

2809  North  Ave 
Richmond  VA  23222 

CHRISTIE,  MD,  Laurence  Glenn  GS 

7601  Forest  Ave  #115 
Richmond  VA  23229 

CHUN,  MD,  Thomas  Hwa  Young  AN 

1200  Loch  Lomond  Ct 
Richmond  VA  23221 

CLAIBORNE  JR  , MD.  Herbert  A OBG 

5855  Bremo  Rd  Ste  205 
Richmond  VA  23226 


CLARK.  MD,  Louise  Leland  FP 

Box  234 

Chester  VA  23831 

CLARKE,  MD.  Wm  Turkmgton  OTO 

3536  Grove  Ave 
Richmond  VA  23221 

CLARY,  MD,  Beverley  B ORS 

4315  Grove  Ave 
Richmond  VA  23221 

CLEMENT,  MD.  Stephen  GE 

7601  Forest  Ave 
Suite  332 

Richmond.  VA  23229 

CLEMENTS  JR  , MD.  Ernest  L ORS 

7601  Forest  Ave,  Ste  228 
Richmond.  VA  23229 

COBAUGH,  MD.  Donn  Stephen  US 

10050  Dimrock  Drive 
Richmond  VA  23235 

COHEN,  MD.  Irwin  Kelman  PS 

Box  154 

Richmond  VA  23298 

COHEN,  MD,  Stephen  Alan  OBG 

Box  34 

Richmond.  VA  23298 

COLE,  MD,  Dean  Baldwin  IM 

30  Maxwell  Rd 
Richmond  VA  23226 

COLE,  MD,  Waverly  Manson  AN 

1308  Grove  Ave 
Richmond  VA  23220 

COLEMAN,  MD,  Custis  Lansing  GS 

St  Mary's  Hosp  Office  Bldg  502 
5855  Bremo  Rd 
Richmond  VA  23226 

COLENDA  III,  MD,  Christopher  PH 

4753  Stornoway  Drive 
Richmond,  VA  23234 

COLL.  MD.  Jose  D GS 

3628  S Belmont  Rd 
Richmond  VA  23234 

COLLIER,  MD.  John  E GP 

Imperial  Plaza  Bldg  A 
1717  Bellevue  Avenue 
Richmond  VA  23227 

CONQUEST,  MD.  Henry  Fairfax  GS 

1617  Monument  Avenue 
Richmond  VA  23220 

CONSTANT  JR  , MD,  Tony  EM 

1603  Lake  Ave 
Richmond  VA  23226 

COOKE,  MD.  Chas  Lee  RHU 

Box  647 

Richmond  VA  23298 

COOKE,  MD.  Sami  L OTO 

917  W Murray  Ave 
Durham  NC  27704 

COOKSEY,  MD,  Wm  Perry  OBG 

5700  W Grace  St 
Richmond  VA  23226 

COOPER,  MD,  Kevin  Richard  PUD 

Box  50 

Richmond.  VA  23298 

CORCORAN,  MD.  James  FT  P 

Westbrook  Hospital 
1500  Westbrook  Ave 
Richmond,  VA  23227 

COUK,  MD,  Macon  Smiley  IM 

3800  Patterson  Ave  Ste  101 
Richmond  VA  23221 

COX.  MD.  Wm  Henry  OBG 

105  Virginia  Ave 
Richmond  VA  23226 

COXE  III,  MD.  Jos  Wentworth  GS 

7702  Parham  Rd 
Richmond  VA  23229 

CRAGGS  111,  MD,  Thomas  F FP 

4301  Meadowdale  Blvd 
Richmond.  VA  23234 

CRICHIGNO,  MD,  G A CHP 

1805  Monument  Ave 
Suite  314 

Richmond.  VA  23220 

CRITTENDEN,  MD.  David  Gray  OTO 

3536  Grove  Ave 
Richmond  VA  23221 

CROOKS  JR  , MD.  Lewis  Danl  OBG 

3802  Old  Gun  Road  West 
Midlothian  VA  23113 

CROSSEN,  MD.  Richard  Wm  FP 

2301  Hilliard  Road 
Richmond  VA  23228 

CRUIKSHANK,  MD.  Dwight  P OBG 

Box  34 

Richmond,  VA  23298 

CUMMINGS,  MD,  Charles  Edward  IM 

2809  North  Ave 
Richmond  VA  23222 

CURRY,  MD.  Wm  Lake  PD 

6823  Kensington  Ave 
Richmond  VA  23226 

DABNEY  JR,  MD,  Thos  Todd  OPH 

7702  Parham  Road 
Richmond  VA  23229 

DABNEY,  MD,  Wm  Taylor  IM 

Box  54 

Richmond  VA  23298 

DAGEFORDE,  MD,  James  R FP 

Family  Physicians,  Ltd 
Parham  & Quioccasm  Rds 
Richmond.  VA  23229 

DALTON  JR  , MD.  James  B ORS 

4315  Grove  Ave 
Richmond  VA  23221 

DANIEL  III,  MD,  John  M IM 

4312  Grove  Avenue 
Richmond,  VA  23221 
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DANIEL  JR  . MO,  Donald  Snead  IM 

3540  Floyd  Ave 
Richmond  VA  23221 

DANIEL,  MD,  Thos  Moore  TS 

7129  Jahnke  Rd 
Richmond  VA  23225 

DARDEN  JR  , MD,  James  Ryland  GS 
1005  Monument  Ave 
Richmond  VA  23220 

DAVID,  MD.  Marigail  Wynne  IM 

7702  Parham  Rd 
Richmond  VA  23229 

DAVID,  MD.  Ronald  B CHN 

2006  Bremo  Road 
Richmond,  VA  23226 

DAVIDSON,  MD,  Donald  Dale  ORS 

4315  Grove  Ave 
Richmond  VA  23221 

DAVIS  JR  . MD.  Edward  Garland  PD 

15  Buck  Branch  Drive 
Richmond  VA  23233 

DAVIS  JR  , MD,  Thos  Dewey  GE 

5055  Bremo  Rd  Sle  302 
Richmond  VA  23226 

DAVIS.  MD,  Frederick  Sterling  OPH 

3500  Kensington  Ave 
Richmond  VA  23221 

DAVIS.  MD.  Ronald  Kenneth  GS 

417  Libbie  Avenue 
Virginia  Surgical  Assoc 
Richmond  VA  23226 

DAWSON,  MD,  Alonzo  Ray  PM 

3416  Wythe  Ave 
Richmond  VA  23221 

DECKER,  MD.  Henry  Chesley  IM 

1400  Westwood  Ave  Ste  1 10 
Richmond  VA  23227 

DECKER,  MD.  Michael  John  US 

2004  Bremo  Road 
Richmond  VA  23226 

DEEP,  MD,  Anthony  Abraham  OBG 

2002  Bremo  Rd  Ste  201 
Richmond  VA  23226 

DEEP,  MD,  Wm  Danl  IM 

6912  Three  Chopt  Rd 
Richmond  VA  23226 

DEL  SORDO,  MD,  Andrew  Anthony  OS 
2500  Pocoshock  PI 
Richmond  VA  23235 

DEMAURIZI.  MD.  Lorenzo  A GP 

Out  Patient  Dept 
V A Hospital 
Richmond  VA  23249 

DENT,  MD.  Roy  Wm  OS 

45  Old  Mill  Rd 
Richmond  VA  23226 

DEYERLE,  MD,  William  Minor  ORS 

2222  Monument  Ave 
Richmond  VA  23220 

DIASIO,  MD,  Robert  Bart  IM 

Box  540 

Richmond  VA  23290 

DIEHL  JR  , MD,  Earl  Henry  GE 

900  N Hamilton  Street 
Richmond  VA  23221 

DINGLEDINE,  MD.  Wm  S IM 

5500  Monument  Ave 
Suite  1 

Richmond  VA  23226 

DIXON,  MD,  Leon  M IM 

1951  Reymet  Rd 
Richmond  VA  23234 

DODD,  MD.  Richard  Wine  OTO 

204  N Hamilton 
Richmond  VA  23221 

DODSON  JR  , MD.  Austin  Ingram  U 

2002  Bremo  Rd  Ste  202 
Richmond  VA  23226 

DOS  SANTOS  III,  MD,  Joao  G CLP 

2 Glenbrooke  Circle  West 
Richmond  VA  23229 

DRAKE,  MD,  John  Edward  CD 

2002  Bremo  Lower  Level 
Richmond,  VA  23226 

DRUMMOND  JR  , MD.  Chas  Stitt  GS 

7702  Parham  Rd 
Richmond  VA  23229 

DUCK,  MD,  George  Bryan  U 

2002  Bremo  Road.  #202 
Richmond.  VA  23226 

DUFF,  MD.  Pamela  US 

Box  207 

Powhatan,  VA  23139 

DULEY,  MD.  Robt  Kingston  GP 

622  N Boulevard 
Richmond  VA  23220 

DUMVILLE.  MD.  David  Milton  IM 

1015  Monument  Ave 
Richmond  VA  23220 

DUNFORD,  MD.  Jos  Leonard  GP 

2013  Grove  Ave 
Richmond.  VA  23220 

DUNN,  MD.  Harold  Paul  PTH 

2 Hillaire  Lane 
Richmond  VA  23229 

DUNN,  MD.  Leo  James  OBG 

Box  34 

Richmond  VA  23290 

DUNNINGTON,  MD,  Gansevoort  H CD 
5055  Bremo  Rd,  Ste  305 
Richmond  VA  23226 

DWYER,  MD.  James  Henry  PD 

4906  Forest  Hill  Ave 
Richmond  VA  23225 

DYSON,  MD,  Maynard  C A 

2000  Bremo  Road 
Suite  204 

Richmond.  VA  23226 


EAGLES,  MD,  Wm  Me  Coy  NS 

4600  Sylvan  Road 
Richmond  VA  23225 

EASTERLY  III.  MD.  Harry  Watkey  GS 
1005  Monument  Ave 
Richmond  VA  23220 

EISENBERG,  MD,  Stuart  J DR 

507  Honaker  Ave 
Richmond  VA  23226 

ELLEN,  MD,  Joseph  Harry  OBG 

7151  Jahnke  Road 
Richmond,  VA  23225 

ELLIOTT,  MD,  Billie  L Wright  CHP 

3614  Seminary  Avenue 
Richmond,  VA  23227 

ELMORE.  MD.  Stanley  M ORS 

7135  Jahnke  Rd 
Richmond  VA  23225 

EPPES  III.  MD.  Edward  M FP 

304  Medical  Arts  Bldg 
Richmond  VA  23219 

EVANS.  MD,  Eleanor  Freed  IM 

Ruthville.  VA  23147 

EVANS,  MD,  Martin  Terry  GS 

7702  Parham  Road 
Richmond,  VA  23229 

EWART,  MD,  Geo  E PUD 

0720  Chippenham  Rd 
Richmond  VA  23235 

FAIRLY  JR  , MD,  John  L PUD 

0256  Halstead  Rd 
Richmond  VA  23235 

FALLON,  MD.  Harold  Jos  GE 

Box  663 

Richmond  VA  23290 

FALLS  JR.  MD.  William  Franklin  IM 

2417  Scarsborough  Drive 
Richmond,  VA  23235 

FANTL,  MD,  Juan  Andres  E OBG 

Box  34 

Richmond  VA  23290 

FARLEY  JR  , MD.  Emerson  Dale  RHU 

2002  Bremo  Rd  Lower  Level 
Richmond  VA  23226 

FARNSWORTH,  MD.  David  I IM 

4709  Kensington  Ave 
Richmond  VA  23226 

FAUNCE.  DO,  Howard  F OST 

102  N Moreland  Rd 
Richmond  VA  23229 

FEORE,  MD,  John  Colman  OBG 

901  Hioaks  Road 
Richmond.  VA  23225 

FERRAR,  MD.  Wm  Lewis  IM 

Parham  Medical  Center 
Parham  And  Quioccasm  Rds 
Richmond  VA  23229 

FERRIS,  MD,  Gilbert  Nelson  P 

4000  Park  Avenue 
Richmond  VA  23221 

FIDLER,  MD,  Robt  Young  PD 

7601  Forest  Ave 
Suite  221 

Richmond  VA  23229 

FIEDLER,  MD,  Adam  J OBG 

901  Hioaks  Road 
Richmond.  VA  23225 

FIERRO.  MD,  Anthony  FP 

Parham  Medical  Center 
Parham  & Quioccasin  Roads 
Richmond,  VA  23229 

FIERRO,  MD.  Marcella  F FOP 

Oft  Of  The  Chf  Med  Exam 
9 North  14th  Street 
Richmond  VA  23219 

FIERRO,  MD.  Robert  J OBG 

2006  Bremo  Road 
Suite  202 

Richmond  VA  23226 

FISHER,  MD.  Dorothy  Gwendoline  P 

9202  Waterloo  Ct 
Richmond  VA  23229 

FISHER,  MD.  Lyman  Me  Arthur  CLP 

9202  Waterloo  Court 
Richmond  VA  23229 

FITCH,  MD,  Willard  M R 

13520  Heathbrook  Road 
Midlothian  VA  23113 

FITZHUGH,  MD.  William  Garth  OBG 

2016  Monument  Ave 
Richmond  VA  23220 

FLEET  JR,  MD,  Clifford  B OBG 

5055  Bremo  Road,  #207 
Richmond.  VA  23226 

FLOYD,  MD,  Harold  Leopold  R 

7300  Lookout  Drive 
Richmond  VA  23225 

FOGEL,  MD.  Wm  Martin  DR 

101  Gunby  Drive 
Richmond  VA  23229 


FOGELSON,  MD,  Frederick  Stephen  ORS 


7601  Forest  Ave,  Ste  225 
Richmond  VA  23229 

FOGLE,  MD.  Kelly  Ashworth  OPH 

3500 

Richmond,  VA  23221 

FOHL,  MD.  Richard  Bell  D 

5055  Bremo  Road  #503 
Richmond  VA  23226 

FORNARIS,  MD,  Ernest  A IM 

3309  Gloucester  Rd 
Richmond  VA  23227 

FORREST,  MD.  David  C OBG 

5055  Bremo  Road  #207 
Richmond  VA  23226 

FORRESTER,  MD,  Wm  Manning  T GP 

900  N Concord  Ave 
Richmond  VA  23227 


FOSTER  JR  , MD.  Merritt  W P 

414  W Franklin  St 
Richmond  VA  23220 

FOWLER,  MD,  Franklin  T OS 

Box  6597 

Richmond  VA  23230 

FRABLE,  MD.  Mary  Ann  Smith  OTO 

Box  1 15 

Richmond  VA  23290 

FRABLE,  MD.  Wm  Jackson  PTH 

1200  East  Broad  St 
Richmond  VA  23219 

FRANCO  JR  , MD,  Andres  P PTH 

7 River  Rd 

Richmond  VA  23226 

FRATKIN,  MD,  Melvin  Joel  R 

Box  461 

Richmond  VA  23290 

FREDERICK,  MD,  Louis  Arnold  U 

209  Clovelly  Rd 
Richmond  VA  23221 

FREEMAN,  MD,  John  R GP 

3415  Floyd  Ave 
Richmond  VA  23221 

FREUND,  MD,  Jack  PA 

310  Old  Bridge  Lane 
Richmond  VA  23229 

FREY,  MD,  Allen  Arthur  DR 

9319  Westmoor  Circle 
Richmond  VA  23229 

FRIEDEL,  RMD,  Obert  0 P 

Dept  Of  Psychiatry 
Box  710 

Richmond.  VA  23290 

FRIEDENBERG,  MD,  Milton  David  P 

5055  Bremo  Road  Ste  303 
Richmond  VA  23226 

FRISCHKORN  JR  , MD,  Hunter  B R 

10  Bridgeway  Rd 
Richmond  VA  23226 

FUNKHOUSER,  MD,  James  B P 

2 Albemarle  Ave 
Richmond  VA  23226 

GALESKI  III,  MD.  Joseph  IM 

7702  Parham  Road 
Richmond.  VA  23229 

GALSTON.  MD.  Herbert  Harold  R 

2030  Monument  Ave 
Richmond  VA  23220 

GARDNER,  MD,  Shockley  D GP 

Rt  1 Box  123 
Richmond  VA  23231 

GARGUS.  MD.  John  Newton  GS 

1344  Catleton  Road 
Richmond,  VA  23225 

GAYLE,  MD,  Sigsby  Warren  IM 

71 15  Jahnke  Rd 
Richmond  VA  23225 

GAZALA.  MD,  Jos  Richard  OPH 

4500  Grove  Ave 
Richmond  VA  23221 

GELRUD,  MD,  Louis  Gerald  IM 

5055  Bremo  Road 
Suite  206 

Richmond  VA  23229 

GENTILE,  MD.  Francis  G OBG 

Box  34 

Richmond.  VA  23290 

GERSZTEN,  MD,  Enrique  PTH 

Box  662 

Richmond  VA  23290 

GHAPHERY,  MD.  James  Louis  AN 

1443  Johnston  Willis  Dr 
Richmond  VA  23235 

GIANOULIS,  MD,  James  T GS 

609  West  Grace  Street 
Richmond,  VA  23220 

GILL,  MD.  Fleming  W GP 

2924  Chamberlayne  Ave 
Richmond  VA  23222 

GILL,  MD,  James  T GP 

100  Mannheim  Drive 
Ashland,  VA  23005 

GILL,  MD,  John  A AN 

7123  Jahnke  Rd 
Richmond  VA  23225 

GILLESPIE,  MD,  Harold  E GPM 

1027  Grove  Ave 
Richmond  VA  23220 

GILLESPIE,  MD,  Lester  Langdon  AN 

8 Rock  Garden  Lane 
Richmond.  VA  23228 

GILLIAM,  MD.  Darrell  Kay  FP 

2500  Pocoshock  Place 
Richmond  VA  23235 

GIORDANO,  MD.  Anthony  M OTO 

3215  Regatta  Point  Ct 
Mmidlothian,  VA  23113 
GLAZIER,  MD,  Richard  Lee  ON 

7702  Parham  Road 
Richmond  VA  23229 

GLEASON,  MD,  Margaret  Daley  P 

6161  River  Rd  Apt  3 
Richmond  VA  23226 

GOLDEN,  MD.  Richard  N 

5402  New  Kent  Road 
Richmond,  VA  23225 

GOLDMAN  JR  , MD.  David  NEP 

Div  Oncology  Dept  Medicine 
Richmond  VA  23298 

GOLDMAN,  MD,  Harold  L FP 

5855  Bremo  Rd 
Richmond  VA  23226 

GOLDMAN.  MD.  Stanley  Allen  CD 

5855  Bremo  Rd 
Richmond  VA  23226 

GOLDMANN,  MD,  Peter  Herbert  OPH 

5700  Old  Richmond  Ave  , #28 
Richmond  VA  23226 


GOLDSTONE,  MD  Alvin  I OTO 

8919  Three  Chopt  Road 
Richmond,  VA  23229 

GOMEZ,  MD  Humberto  CHP 

1500  Westbrook  Hospital 
Richmond,  VA  23227 

GOOD,  MD,  John  Russell  FP 

7127  Jahnke  Road 
Richmond  VA  23225 

GOODMAN,  MD,  Harold  DR 

3414  Walker's  Ferry  Rd 
Midlothian.  VA  23113 

GOODMAN.  MD,  Peter  Lewis  IM 

1400  Westwood  Ave 
Richmond  VA  23227 

GOODMAN,  MD,  Robert  Paul  IM 

8200  Gaylord  Road 
Richmond,  VA  23229 

GOODNER,  MD,  John  Wood  OBG 

Suite  18-D  Medical  Science  Bl 
Libbie  Ave  & Old  Richmond  Rd 
Richmond  VA  23226 

GOPLERUD,  MD,  Dean  Roy  GYN 

Box  34 

Richmond  VA  23298 

GORMAN,  MD.  Jerome  Davis  GP 

8319  Fulham  Court 
Richmond  VA  23227 

GORMAN,  MD,  Thos  Leo  OPH 

4906  Forest  Hill  Rm  208 
Richmond  VA  23225 

GOSPODNETIC,  MD.  Manjan  OBG 

7153  Jahnke  Road 
Richmond  VA  23225 

GOTTWALD,  MD,  William  D 

7239  Cherokee  Road 
Richmond,  VA  23225 

GRADY,  MD.  Ann  Elizabeth  IM 

3315  Gloucester  Road 
Richmond  VA  23227 

GRAHAM  JR  , MD,  Ota  Treville  FP 

3415  Floyd  Ave 
Richmond  VA  23221 

GRAHAM,  MD  A Stephens  GS 

81 1 Arlington  Circle 
Richmond  VA  23229 

GREENBERG,  MD.  David  Jeremiah  IM 

1805  Monument  Ave 
Richmond  VA  23220 

GREENFIELD,  MD,  Lazar  John  TS 

Box  645 

Richmond  VA  23298 

GREGORY,  MD,  James  Stewart  CRS 

2000  Bremo  Rd  #201B 
Richmond  VA  23226 

GRIFFITH,  MD,  Kenneth  Cornell  CD 

7601  Forest  Avenue 
Richmond  VA  23229 

GRINNAN  JR  , MD,  Richardson  PUD 

Box  27401 

Richmond  VA  23279 

GRINNAN.  MD,  Wm  C IM 

71 10  Club  Vista  Lane 
Richmond  VA  23229 

GUERRY  III,  MD,  Du  Pont  OPH 

2015  Monument  Ave 
Richmond  VA  23220 

GUERRY,  MD,  Richard  Kennon  OPH 

2015  Monument  Ave 
Richmond  VA  23220 

GUIRGUIS,  MD.  Habib  Habib  EM 

9925  Aldermead  Ct 
Bon  Air  VA  23235 

GUNDLE,  MD.  Michael  J P 

531 1 Patterson  Ave 
Richmond.  VA  23226 

GWATHMEY,  MD,  Owen  CD 

1400  Westwood  Ave 
Richmond  VA  23227 

HACKLER,  MD,  Robt  Hardin  U 

12105  Wexwood  Place 
Richmond  VA  23235 

HADDAD,  MD.  Joseph  Benny  OBG 

5901  Patterson  Avenue 
Richmond  VA  23226 

HADDOCK,  MD,  Edward  Ellis  GP 

1 133  W Franklin  St 
Richmond  VA  23220 

HAGAN.  MD.  Christine  D FP 

Goochland  Med  Center 
Box  30 

Goochland.  VA  23063 

HAGAN.  MD,  Ralph  Ernest  NS 

7702  Parham  Road 
Richmond  VA  23229 

HAKALA.  MD,  Edwin  W ORS 

2222  Monument  Ave 
Richmond  VA  23220 

HAKALA,  MD,  Michael  W ORS 

2222  Monument  Ave 
Richmond  VA  23220 

HALL  III,  MD.  Snowden  C IM 

2201  Grove  Avenue 
Richmond,  VA  23220 

HALLMANN,  MD,  Clemens  E EM 

1417  Johnston  Willis  Dr 
Richmond  VA  23235 

HALLORAN,  MD,  L Gregg  ABS 

Box  167 

Richmond  VA  23219 

HALLORAN,  MD,  Randolph  M IM 

7702  Parham  Road 
Richmond  VA  23229 

HAMILTON  JR  , MD.  Stuart  H OBG 

Rt  14  Box  289C 
Richmond  VA  23231 

HANCOCK.  MD,  Wm  C GP 

2803  Me  Rae  Road 
Richmond  VA  23235 


HANZEL,  MD,  Jeffrey  Sheldon  PD 

3603  Grove  Ave 
Richmond  VA  23221 

HARBISON,  MD.  John  William  N 

Med  Coll  Va  Hosp  Ne  Div  8x  698 
Richmond  VA  23298 

HARD  JR,  MD.  Richard  C P 

Box  662 

Richmond.  VA  23298 

HARKRADER.  MD  James  Collin  OPH 

121  Wyck  Streel 
Richmond  VA  23225 

HARLER  SR,  MD.  John  Ashby  IM 

4312  Grove  Avenue 
Richmond,  VA  23221 

HARLFINGER,  MD  Erwin  Herbert  OBG 

3715  Chellowe  Rd 
Richmond  VA  23225 

HARRELSON,  MD  Austin  B N 

1805  Monument  Ave 
Richmond  VA  23220 

HARRINGTON,  MD,  William  G.  FP 

4906  Forest  Hill  Ave 
Suite  114 

Richmond.  VA  23225 

HARRIS  JR  , MD,  Campbell  AN 

1805  Monument  Ave 
Suite  506 

Richmond  VA  23220 

HARRIS  JR  , MD,  Wm  Henry  IM 

108  Windsor  Way 
Richmond  VA  23221 

HARRISON,  MD.  Henry  Tucker  EM 

5801  Bremo  Rd  Emergency  Dept 
Richmond  VA  23226 

HARRISON.  MD.  Jacquelm  M GS 

7129  Jahnke  Rd 
Richmond  VA  23225 

HARTLEY,  MD,  A Howland  PD 

7159  Jahnke  Road 
Richmond,  VA  23225 

HARWOOD,  MD,  Chas  Pinchbeck  GP 

6 E Williamsburg  Rd 
Sandston  VA  23150 

HASTILLO,  MD,  Andrea  Karen  CD 

14031  Elmstead  Road 
Midlothian,  VA  23113 

HAUN  JR  , MD.  Jacob  EM 

1404  Park  Avenue 
Richmond  VA  23220 

HAYDEN,  MD,  Geo  Douglas  OTO 

331  Oak  Lane 
Richmond  VA  23226 

HAYNES  JR  , MD,  Boyd  W GS 

Box  661 

Richmond  VA  23298 

HAZRA,  MD,  Tapan  A TR 

Box  533 

Richmond  VA  23298 

HENCEROTH  II  , MD,  William  D ORS 
2222  Monument  Ave 
Richmond  VA  23220 

HENLEY  JR  , MD,  Robert  W IM 

3500  Kensington  Ave 
Richmond  VA  23221 

HERMAN,  MD,  Bernard  D PD 

2821  Parham  Road 
Richmond  VA  23229 

HERMANN.  MD.  Ernest  Conrad  GP 

3424  Pump  Rd 
Richmond  VA  23233 

HEYNER,  MD,  Gregory  James  OPH 

8133  Forest  Hill  Avenue 
Richmond  VA  23235 

HICKMAN.  MD,  Clifton  C OTO 

1423  Johnston  Willis  Dr 
Richmond,  VA  23235 

HIGGINS  JR  , MD,  Wm  Harrison  IM 

3540  Floyd  Ave 
Richmond  VA  23221 

HILL,  MD.  John  Edward  U 

2002  Bremo  Rd  Ste  202 
Richmond  VA  23226 

HILL,  MD,  Wm  R GS 

609  W Grace  St 
Richmond  VA  23220 

HLADYS,  MD.  Jacob  J P 

2111  W Mam  St 
Richmond  VA  23220 

HOFF,  MD,  Ebbe  Curtis  P 

E G Williams  Hosp  9th  Floor 
Richmond  VA  23219 

HOFFMAN,  MD,  Ivan  Bruce  P 

3600  West  Broad  St 
Suite  444 

Richmond,  VA  23230 

HOFFMAN,  MD,  Robt  Arnold  PD 

307  West  Drive  Circle 
Richmond  VA  23229 

HOGE,  MD,  Randolph  H GYN 

Longview 

Manakin  VA  23103 

HOKE,  MD,  Harry  Franklin  PTH 

2621  Grove  Ave 
Richmond  VA  23220 

HOLDEN  JR  , MD,  Norman  Brooks  P 

Box  398,  Route  1 
Mechamcsville.  VA  23111 
HOLLAND,  MD.  Henry  Davis  P 

3900  Monument  Avenue 
Suite  A 

Richmond  VA  23230 

HOLLAND,  MD.  William  Elisha  CD 

1602  Skipwith  Rd 
Richmond  VA  23229 

HOOKER  JR  , MD,  Raymond  C FP 

P 0 Box  13327 
Richmond  VA  23225 
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THE  HARD  PART 
COmES  AFTER  THE  DETOX 

Our  nationally  recognized  Alcoholism  Treatment  Program  at 
The  Arlington  Hospital  is  fully  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  We  are  successful  because  we  offer  a total 
treatment  program,  including: 

• 21-28  day  inpatient  treatment  including  detoxification 

• Separate  adolescent  program  for  patients  ages  13-18 

• Professional  counseling  staff 

• Primary  nursing  care 

• 1 5-week  aftercare  group  treatment 

• One-year  aftercare  follow-up 


For  an  informative  brochure  and  rate  information,  call  or  write: 


Alcoholism  Treatment  Program 
The  Arlington  Hospital 

1701  North  George  Mason  Drive 
Arlington.  Virginia  22205 
703/558-6536 


Charles  G.  Smith,  M D 
Medical  Director 
Morris  A.  Hill,  M.H.S. 

Program  Director 


The  Arlington  Hospital  is  a 350-bed  nonprofit  institution,  extending  a 
commitment  in  community  health  care. 


Dx:  recurrent  herpes  labialis 


'MlU  V*  * 


heRPecin- 


OTC. 

See  PDR  for 
Product  Information. 


For  samples,  write: 
Campbell  Laboratories  Inc. 
P.O.  Box  812-M,  FDR  Sta. 
New  York,  NY  10150 


In  Virginia,  “Herpeeln-L”  Up  Balm  Is  available  at  all 
Drug  Fair  and  other  select  pharmacies. 


RICHMOND  23 


HORSLEY,  MD.  John  S GS 

Box  11 

Richmond  V A 23298 

HOUSER  JR  , MD.  Aubrey  A DR 

105  Kennondale  Lane 
Richmond  VA  23226 

HOWELL,  MD.  Hugh  Richard  N 

1415  Johnston  Willis  Dr 
Richmond  VA  23235 

HOWREN  JR  , MD.  Harry  H GYN 

87 10  Choctaw  Rd 
Richmond  VA  23235 

HRANOWSKY,  MD.  Nicholas  P AN 

4 100  Traylor  Dr 
Richmond  VA  23235 

HUBERT,  MD,  Juergen  AN 

26  Lower  Tuckahoe  Rd  W 
Richmond  VA  23233 

HUDGENS,  MD.  Robt  Oscar  PD 

7159  Jahnke  Road 
Richmond  VA  23225 

HUDGINS,  MD,  Earl  Maxwell  D 

411  Kilmarnock  Dr 
Richmond  VA  23229 

HUDSON,  MD,  Gwendolyn  S OBG 

3536  Grove  Avenue 
Richmond  VA  23221 

HUERGO,  MD.  Eduardo  R CHP 

10111  Deepwood  Circle 
Richmond,  VA  23233 

HUGHES,  MD.  David  G IM 

1441  Johnston  Willis  Dr 
Richmond.  VA  23235 

HULCHER,  MD.  Julius  C OTO 

1 1804  North  Downs  Square 
Richmond  VA  23233 

HULLEY  JR  , MD,  Levi  W OS 

P 0 Box  27401 
Richmond  VA  23279 

HUNT,  MD,  Patricia  A GPM 

2956  Hathaway  Road 
Apt  1111 

Richmond.  VA  23225 

HUNTER,  MD.  Samuel  B PTH 

Richmond  Community  Hosp 
1500  North  28th  Street 
Richmond,  VA  23223 

HURT.  MD,  Waverly  Glenn  OBG 

Box  34 

Richmond  VA  23298 

HUTCHER,  MD.  Neil  Edward  GS 

Monument  Medical  Bldg 
4908  Monument  Ave,  # 102 
Richmond  VA  23230 

HUTTON,  MD,  Chas  Frederick  DR 

2237  Brookwood  Rd 
Richmond  VA  23235 

IATRIDIS  III,  MD,  Angelos  PUD 

T B Control  109  Governor  St 
Richmond  VA  23219 

IRBY,  MD.  Edward  Claiborne  OM 

225  Ross  Road 
Richmond  VA  23229 

IRBY,  MD.  W Robt  RHU 

Box  647 

Richmond  VA  23298 

IRWIN,  MD,  Charles  Fayette  FP 

7702  Parham  Road 
Richmond  VA  23229 

ISAACS.  MD,  Edward  Richard  N 

10806  Chipewyan  Dr 
Richmond  VA  23233 

JACEY,  MD.  Robt  Wayne  OPH 

2821  Parham  Road 
Richmond  VA  23229 

JACKSON  JR  , MD,  Gustavus  V OM 

Med  Director,  C & P Tel 
703  East  Grace  Street 
Richmond  VA  23219 

JACKSON,  MD,  Hunter  S PS 

213  Banbury  Rd 
Richmond  VA  23221 

JACKSON,  MD,  Richard  A IM 

317  E Clay  Street 
Richmond,  VA  23240 

JAFFE,  MD.  Michael  PD 

9606  Patterson  Ave 
Richmond  VA  23229 

JAFFE,  MD,  Stephen  L N 

Richmond  Neurodiagnostic  Cente 
2101  E Parham  Road 
Richmond  VA  23228 

JAMES  III,  MD.  G Watson  HEM 

2401  Burroughs  Ct 
Richmond  VA  23235 

JAMES  IV,  MD.  George  W IM 

141 1 Johnston  Willis  Dr 
Richmond.  VA  23235 

JAMES,  MD,  Charles  M ORS 

7601  Forest  Ave 
Richmond  VA  23229 

JARRELL,  MD,  Shelby  Edward  OBG 

1400  Westwood  Ave 
Richmond.  VA  23227 

JARRETT,  MD,  John  Tallman  GS 

301  Desota  Dr 
Richmond  VA  23229 

JESSEE,  MD.  Robt  W GPM 

6521  Placida  Circle 
Mechamcsville  VA  23111 

JETER,  MD.  William  Richard  FP 

Family  Physicians.  Ltd 
Parham  And  Quioccasm  Roads 
Richmond,  VA  23229 

JOHNS,  MD  Thos  Nelson  Page  GS 

6305  Towana  Rd 
Richmond  VA  23226 


JOHNS,  MD  Wm  A GS 

Johnston  Willis  Hosp 
1401  Johnston  Willis  Dr 
Richmond  VA  23235 

JOHNSON,  MD,  Bruce  E OBG 

4 Dahlgren  Road 
Richmond  VA  23233 

JOHNSON,  MD.  Geo  Wm  NS 

7 109  Jahnke  Road 
Richmond,  VA  23225 

JOHNSON,  MD,  Hal  S OPH 

202  Wood  Rd 
Richmond  VA  23229 

JOHNSTON  JR  , MD,  Chas  L CLP 

1200  E Broad  St 
Richmond  VA  23219 

JOHNSTON,  MD,  Wm  Burton  PD 

3602  Monument  Ave 
Richmond  VA  23230 

JOHNSTONE,  MD,  William  T ORS 

4315  Grove  Ave 
Richmond  VA  23221 

JONES  JR  , MD,  Wm  Russell  U 

412  Libbie  Ave 
Richmond  VA  23226 

JONES,  MD,  Basil  B PD 

3103  Sunset  Ave 
Richmond  VA  23221 

JONES,  MD,  Donald  Kenneth  P 

Box  1797 

Richmond  VA  23214 

JONES,  MD,  Geo  Robt  OBG 

6 Glenbrooke  Circle  E 
Richmond  VA  23229 

JONES,  MD,  John  P PD 

Rt  1,  Box  3 Aa 
Hanover,  Va  23069 

JONES,  MD,  John  R AN 

1 1821  Wakehurst  Dr 
Richmond  VA  23236 

JONES,  MD,  Sarah  H Hoover  PD 

6 Glenbrooke  Circle 
Richmond  VA  23229 

JONES,  MD,  Steven  H ORS 

4315  Grove  Ave 
Richmond.  VA  23221 

JONES,  MD,  Wm  Collins  OBG 

2809  North  Ave 
Richmond  VA  23222 

JORDAN  JR  , MD,  Wm  Pritchard  D 

Box  296 

Richmond  VA  23298 

JORDAN,  MD.  Wm  R IM 

16314  Amberwood  Rd 
Dallas.  TX  75248 

KABLE,  MD,  Kelvin  D AM 

3601  Commerce  Road 
Box  26603 
Richmond,  VA  23261 

KAHN,  MD,  Howard  Donald  IM 

1400  Westwood  Avenue 
Richmond,  VA  23227 

KALLAR,  MD.  Sunnder  Kaur  AN 

Box  878 

Richmond  VA  23298 

KANNAN,  MD,  Mickael  Moses  PD 

5901  Lakeside  Ave 
Richmond  VA  23228 

KAPIL,  MD.  Balvir  L GS 

1400  Westwood  Ave 
Richmond  VA  23227 

KAY  JR  , MD.  Saul  PTH 

322  Charmam  Rd 
Richmond  VA  23226 

KAY,  MD,  Wm  Richard  OS 

3014  Weymouth  Drive 
Richmond  VA  23235 

KAZI,  MD,  Sayed  PTH 

5001  West  Village  Green 
Suite  109 

Midlothian,  VA  23113 

KEBLUSEK,  MD,  Charles  W OBG 

87 10  Choctaw  Road 
Richmond,  VA  23235 

KEENAN,  MD,  Richard  Leo  AN 

Box  695 

Richmond  VA  23298 

KEENAN,  MD,  Robert  Edward  FP 

1211  Sherwood  Avenue 
A H Robins  Company 
Richmond,  VA  23220 

KELL  JR,  MD,  Joseph  F NS 

7702  Parham  Road 
Richmond  VA  23229 

KELLETT  II,  MD,  Gordon  N PD 

1909  W Huguenot  Road 
Richmond,  VA  23235 

KELLEY  JR,  MD,  William  GS 

8919  Three  Chopt  Road 
Richmond,  VA  23229 

KELLY  III.  MD.  John  Jackson  IM 

8510  Academy  Road 
Richmond  VA  23229 

KELLY  JR  , MD,  Frank  R IM 

2031  Monument  Ave 
Richmond  VA  23220 

KELLY  JR  , MD,  Leonard  Wm  D 

7 103  A Janhke  Rd 
Richmond  VA  23225 

KEMP  JR  , MD,  Verbon  Eric  CD 

7601  Forest  Avenue 
Suite  334 

Richmond,  VA  23229 

KENDIG  JR  , MD,  Edwin  L PD 

5855  Bremo  Road 
Suite  507 

Richmond  VA  23226 


KENDRICK  JR  , MD,  John  Fox  NS 

7601  Forest  Ave 
Suite  336 

Richmond  VA  23229 

KENLEY,  MD,  James  B PH 

3010  Kenbury  Rd 
Richmond  VA  23235 

KENNAN  JR  , MD,  Richard  Barnes  P 
614  Horsepen  Rd 
Richmond  VA  23229 

KERN,  MD,  Marguerite  Ann  PD 

Route  3,  Box  556 
Ashland.  VA  23005 

KERNODLE,  MD,  Judith  M P 

1 101  W 43rd  Street 
Richmond  VA  23225 

KERNODLE,  MD,  Wm  Dwight  P 

9925  Kingussie  Lane 
Richmond  VA  23236 

KEY  JR  , MD,  Wendell  Wayne  IM 

6610  W Broad  Street 
Richmond  VA  23230 

KILUK,  MD.  Kenneth  Ignatius  NS 

7 109  Jahnke  Road 
Richmond,  VA  23225 

KIM  JR  , MD,  Jin  Tek  P 

1 1400  Poplar  Ridge  Rd 
Richmond  VA  23236 

KING  JR  . MD,  Robert  Garland  OPH 

2801  Parham  Road 
Suite  104 

Richmond  VA  23229 

KING,  MD,  Donald  Perry  R 

7702  Parham  Road 
Richmond  VA  23229 

KING,  MD.  Elmer  Richard  TR 

64 1 Farnham  Drive 
Richmond  VA  23235 

KING,  MD.  Joseph  Willett  CHP 

Psychiatric  Ins  Of  Rich 
3001  Fifth  Avenue 
Richmond,  VA  23222 

KIPREOS,  MD.  Theophilos  H IM 

4801  Bromley  Lane 
Richmond  VA  23226 

KIRCHMIER.  MD.  Raymond  S PD 

7000  Patterson  Ave 
Richmond  VA  23226 

KIRKLAND.  MD.  Richard  Horace  END 

8002  University  Dr 
Richmond  VA  23229 

KIRKPATRICK,  MD,  Barry  V PD 

Box  276 

Richmond  VA  23298 

KIRVEN  JR  , MD.  Leo  Edwin  P 

Box  1797 

Richmond,  VA  23214 

KISHORE,  MD,  P.R.S.  DR 

Box  615 

Richmond  VA  23298 

KLEIN,  MD.  Arthur  IM 

2016  Monument  Ave 
Richmond  VA  23220 

KLEIN,  MD.  Frederick  A.  U 

Box  118 

Richmond,  VA  23298 

KNAYSI,  MD,  Geo  Albert  GS 

8919  Three  Chopt  Rd 
Richmond  VA  23229 

KNIGHT,  MD,  Frank  Sutton  OBG 

6823  Kensington  Ave 
Richmond  VA  23226 

KNIGHT,  MD,  Yvonne  D 

2809  North  Ave 
Richmond,  VA  23222 

KOLLER,  MD,  Stephen  Rice  RHU 

5855  Bremo  Rd 
Richmond,  Va  23226 

KONERDING,  MD,  Hazle  S D 

5855  Bremo  Road,  Suite  503 
Richmond  VA  23226 

KONERDING,  MD,  Karsten  F DR 

7702  Parham  Road 
Richmond  VA  23229 

KONTOS,  MD,  Hermes  Apostolou  CD 

Box  281 

Richmond  VA  23298 

KOONTZ,  MD,  Warren  Woodson  U 

Medical  College  Of  Va 
Division  Of  Urology 
Richmond  VA  23219 

KOWLER,  MD,  Daniel  Edward  P 

5855  Bremo  Rd,  Ste  404 
Richmond  VA  23226 

KOZIOL,  MD,  Isaac  U 

5855  Bremo  Road 
Suite  204 

Richmond,  VA  23226 

KRAMER,  MD,  William  PTH 

Swift  Creek  Lane 
P 0 Box  122K 
Manakm-Sabot,  VA  23103 
KRAUS.  MD,  Shane  James  GP 

Box  278 

Providence  Forge,  VA  23140 
KREBS,  MD,  Hans-Bartold  OBG 

Box  34 

Richmond,  VA  23298 

KREISLER,  MD,  Leslie  S OTO 

5855  Bremo  Rd  Ste  203 
Richmond  VA  23226 

KRICKOVIC,  MD,  Milan  Piersol  CD 

5855  Bremo  Rd 
Suite  407 

Richmond  VA  23226 

KRIEGMAN  JR  , MD,  Geo  PYA 

26  Malvern  Ave 
Richmond  VA  23221 


KROLL,  MD,  Ronald  Neil  NEP 

2505  Pocoshock  Place 
Richmond,  VA  23235 

KRONFOL,  MD,  Nouhad  0 IM 

Box  160 

Richmond.  VA  23298 

KUPERMINC  JR  , MD,  Mario  ON 

5855  Bremo  Rd  Ste  506 
Richmond  VA  23226 

KUPERMINC,  MD,  Denis  S PD 

301  Roslyn  Rd 
Richmond  VA  23226 

KURUP,  MD.  Mamkoth  G GS 

1400  Westwood  Avenue 
Suite  101 

Richmond,  VA  23227 

LA  FRATTA,  MD,  Carl  W PM 

8664  Trabue  Rd 
Richmond  VA  23235 

LANKFORD.  MD,  Harvey  V EN 

2002  Bremo  Road 
Richmond,  VA  23226 

LAWRENCE  JR  , MD,  Walter  ND 

Med  Coll  Of  Va  Hosp  Div 
Richmond  VA  23219 

LE  FON,  MD,  James  C GS 

2101  Maplewood  Rd 
Richmond  VA  23228 

LEE,  MD.  Hyung  Mo  GS 

Med  Coll  Va  Hosp  Div 
Richmond  VA  23219 

LEE,  MD,  Kap  No  PTH 

1901  Oakway  Drive 
Richmond.  VA  23233 

LEE,  MD,  Lucia  Soondong  AN 

1200  Loch  Lomond  Court 
Richmond  VA  23221 

LEHMANN  III,  MD.  Use  GP 

5059  Warwick  Rd 
Richmond  VA  23224 

LENETT,  MD,  Stephen  David  EM 

2327  Thousand  Oaks  Drive 
Richmond  VA  23229 

LEONHARDT,  MD.  Hannah  Veigel  PTH 

1922  Floyd  Avenue 
Richmond  VA  23220 

LEVERTY,  MD,  Alexander  P PD 

5204  Patterson  Ave 
Richmond  VA  23226 

LEVEY,  MD,  Bernard  P 

1500  Westbrook  Ave 
Richmond.  VA  23227 

LEVINE,  MD,  Jay  Michael  R 

Box  26783 
Richmond,  VA  23261 

LEVINSON,  MD,  Harold  Jay  CDS 

7129  Jahnke  Road 
Richmond,  VA  23225 

LINDEMANN.  MD.  Lillian  C CHP 

2223  Monument  Ave 
Richmond  VA  23220 

UPPER,  MD,  Maurice  H R 

Box  615 

Richmond  VA  23298 

LITCHFIELD,  MD,  David  Lee  NM 

7702  Parham  Rd 
Richmond  VA  23229 

LOGANATHAN,  MD,  Sri  Tharan  PD 

8301  Trabue  Rd 
Richmond  VA  23235 

LONGACHER  JR  , MD,  Jos  Wm  IM 

7702  Parham  Road 
Richmond  VA  23229 

LONGAN  JR  , MD,  Robt  C P 

14  Westham  Green 
Richmond  VA  23229 

LORDI,  MD,  Wm  M CHP 

8635  Mayland  Drive 
Richmond  VA  23229 

LOVINGER,  MD,  Robert  D EN 

67 16  Patterson  Ave 
Richmond,  VA  23226 

LUBIN,  MD,  Eileen  C D 

1804  Idlebrook  Court 
Richmond,  VA  23233 

LUBLIN,  MD,  Bernard  A ORS 

8919  Three  Chopt  Rd 
Richmond  VA  23229 

LYNCH,  MD,  John  P GER 

7702  Parham  Road 
Richmond  VA  23229 

MAC  MILLAN,  MD,  David  Wishart  OPH 

2821  Parham  Rd,  Ste  102 
Richmond  VA  23229 

MAC  MILLAN,  MD,  James  M OM 

9135-A  Derbyshire  Rd 
Richmond  VA  23229 

MACK,  MD.  Theodore  R OBG 

8703  Standish  Lane 
Richmond  VA  23229 

MACMILLAN,  MD.  Ralph  Victor  GP 

3500  Grove  Avenue 
P 0 Box  7314 
Richmond,  VA  23221 

MACYS,  MD,  Joseph  R ORS 

291 1 Grove  Ave 
Richmond  VA  23221 

MADGE,  MD,  Gordon  Evans  FOP 

Box  473 

Richmond  VA  23298 

MAIZELS,  MD,  Max  Sam  OBG 

2016  Monument  Ave 
Richmond.  VA  23220 

MAKAROWSKY.  MD,  Eugene  P 

4106  Forest  Circle 
Richmond  VA  23225 

MALTESE,  MD,  Frances  Anna  OBG 

9409  Avalon  Dr 
Richmond  VA  23229 


MANDEL,  MD.  Michael  David  IM 

5855  Bremo  Ave  Ste  403 
Richmond  VA  23226 

MANETZ.  MD  Charles  E R 

272 1 Arrandell  Road 
Midlothian  VA  23113 

MANGUS.  MD.  Julian  Edward  FP 

Vet  Admin  Hospital  C M 
Richmond  VA  23249 

MANSON,  MD.  R Campbell  D 

1832  Monument  Ave 
Richmond  VA  23220 

MARKHAM,  MD  J David  CD 

5855  Bremo  Rd 
Richmond  VA  23226 

MARKOWITZ  JR  , MD,  Martin  GS 

808  N Hamilton  St 
Richmond  VA  23221 

MARKOWITZ,  MD  Michael  Paul  IM 

1751  Foxfire  Circle 
Richmond  VA  23229 

MARSLAND,  MD.  David  Wilson  PD 

1 1800  Bollmgbrook  Drive 
Richmond  VA  23235 

MARTIN  JR  , MD,  Berkeley  H OPH 

1805  Monument  Ave 
Richmond  VA  23220 

MARTIN  JR,  MD,  George  W DR 

10910  Pegwell  Drive 
Midlothian,  VA  23113 

MARTIN.  MD  Wm  Watkins  IM 

2201  Grove  Ave 
Richmond  VA  23220 

MARTIROSIAN,  MD,  Edward  D CD 

7601  Forest  Ave  #340 
Richmond  VA  23229 

MASICA,  MD,  Daniel  N FP 

Route  6,  Box  6 1 - X 
Powhatan,  VA  23139 

MASSEY,  MD,  Chas  Websler  R 

Buckeye 

Ellerson  VA  23111 

MASSIE,  MD,  F Stanford  Al 

5855  Bremo  Rd  Rm  409 
Richmond  VA  23226 

MASTER,  MD,  Sherman  P 

5855  Bremo  Road 
Suite  404 

Richmond.  VA  23226 

MATHERS  JR  , MD.  James  A L IM 

1429  Johnslon  Willis  Drive 
Richmond  VA  23235 

MATHEWS,  MD,  Emmett  C IM 

204  N Hamilton  St  Ste  5 
Richmond  VA  23221 

MATTHEWS,  MD,  Richard  Eugene  EM 

Emergency  Medicine  Assoc 
5 West  Nine  Mile  Road 
Highland  Springs  VA  23075 

MAUCK  JR  , MD,  Henry  P PDC 

1 13  Oxford  Circle  West 
Richmond  VA  23221 

MAUCK,  MO,  William  R ORS 

7601  Forest  Ave 
Richmond  VA  23229 

MAY  III,  MD,  James  Terrell  ON 

5855  Bremo  Road 
Suite  506 

Richmond,  VA  23226 

MAY  JR  , MD.  Virgil  R ORS 

2222  Monument  Ave 
Richmond  VA  23220 

MAYER.  MD,  Walter  OPH 

2004  Bremo  Rd  Ste  100 
Richmond  VA  23226 

MAYO,  MD,  Fitzhugh  FP 

Box  251 

Richmond  VA  23298 

MC  ALLISTER  SR  , MD,  Russell  FP 

1016  W Franklin 
Richmond  VA  23220 

MC  CAHILL,  MD,  Thos  D GP 

6108  Lee  Ave 
Mechamcsville  VA  23111 

MC  CUE  JR  , MD,  Howard  M OM 

Life  Ins  Co  Va  Box  27601 
Richmond  VA  23261 

MC  CUE,  MD.  Carolyn  Moore  CD 

Box  272 

Richmond  VA  23298 


MC  CUTCHEON  JR  , MD,  Randolph  FP 


7140  Hull  St  Rd 
Richmond  VA  23235 

MC  DANIEL,  MD,  Leroy  S FP 

8709  Forest  Hill  Ave 
Bon  Air  VA  23235 

MC  DONOUGH,  MD.  Wm  Wallace  PYA 
209  Culpeper  Road 
Richmond  VA  23229 

MC  DOWELL,  MD,  Charles  L HS 

291 1 Grove  Ave 
Richmond  VA  23221 

MC  ENTEE,  MD,  James  Phillip  OBG 
1606  Monmouth  PI  W 
Richmond  VA  23233 

MC  ENTEE,  MD,  Robt  Bernard  IM 

Parham  Med  Ctr 
Richmond  VA  23229 

MC  ENTIRE.  MD,  Wesley  Edward  P 

1500  Westbrook  Ave 
Richmond  VA  23227 

MC  GEHEE  JR  . MD,  Read  F PUD 

5855  Bremo  Road 
Suite  509 

Richmond  VA  23226 

MC  GHEE,  MD,  Judith  F PD 

3109  Fox  Chase  Drive 
Midlothian.  VA  23113 
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MC  GUIRE  JR  , MD.  Hunter  H GS 

V A Hospital 
Broad  Rock  Rd 
Richmond  V A 23249 

MC  KAY  JR  , MD,  James  GP 

7103  B Jahnke  Rd 
Richmond  V A 23225 

MC  KEOWN,  MD,  Chas  E OM 

1 10  Windsor  Way 
Richmond  VA  23221 

MC  MULLAN,  MD,  Francis  H D 

1812  Monument  Avenue 
Richmond,  VA  23220 

MC  NEER,  MD,  Paul  Randolph  OPH 

204  N Hamilton  St 
Richmond  VA  23221 

MCBRIDE,  MD,  Allen  Joseph  FP 

Route  6,  Box  61-X 
Powhatan.  VA  23139 

MCGEE  JR,  MD.  Francis  E N 

1805  Monument  Avenue 
Richmond  . VA  23220 

MCGLYNN,  MD,  Fred  J.  ORS 

Henrico  Orthoaedic  Assoc 
8919  Three  Chopt  Road 
Richmond.  VA  23229 

MCGROARTY,  MD,  David  John  IM 

5855  Bremo  Road,  #302 
St  Mary's  Office  Bldg 
Richmond.  VA  23226 

MCNEER.  MD.  Keith  Wilson  OPH 

5700  West  Grace  Street 
Richmond,  VA  23226 

MCTAMANEY.  MD.  James  Paul  GS 

1400  Westwood  Ave 
Suite  101 

Richmond,  VA  23227 

MEADOR,  MD.  Blake  W PUD 

2600  Grove  Ave 
Richmond  VA  23220 

MEADOWS,  MD,  James  Charles  IM 

1406  Chowan  Road 
Richmond,  VA  23229 

MEEKS.  MD,  Chas  Hymerick  AN 

4202  E Oxford  Circle 
Richmond  VA  23221 

MEEKS,  MD,  Thomas  George  OTO 

204  North  Hamilton  Street 
Richmond.  VA  23221 

MEILLER,  MD,  Joan  Mason  CHP 

2002  Bremo  Rd  Ste  200 
Richmond  VA  23226 

MELLETTE,  MD,  M Susan  Jackson  IM 

Med  Coll  Va  Hosp  Div 
Richmond  VA  23219 

MELZIG,  MD,  Eric  Perry  ABS 

8919  Three  Chopt  Rd 
Richmond  VA  23229 

MENDEZ.  MD.  Manuel  Diaz  GS 

5500  Monument  Ave  Suite  0 
Richmond  VA  23226 

MERCER,  MD.  H Richard  FP 

P 0 Box  11 182 
Richmond.  VA  23230 

MERRILL,  MD.  Cynthia  Westneat  FP 

1603  Westbury  Drive 
Richmond  VA  23229 

MEYERHOFF,  MD,  Geo  Edward  IM 

10502  Waltham  Dr 
Richmond  VA  23233 

MEYERS,  MD.  John  Fredrick  ORS 

Tuckahoe  Medical  Center 
8919  Three  Chopt  Road 
Richmond  VA  23229 

MICHAUX.  MD.  Richard  A GYN 

1805  Monument  Ave 
Richmond  VA  23220 

MIDDLETON  JR  , MD.  Paul  OTO 

5500  Monument  Avenue 
Suite  U 

Richmond  VA  23226 

MIDIS.  MD,  Panos  M AN 

9903  Kingsbridge  Rd 
Richmond  VA  23233 

MILLER  JR,  MD,  Grayson  Brownlee  IM 
3700  Whitewood  Road 
Richmond.  VA  23235 

MILLER,  MD,  James  Wesley  FP 

1417  Johnston  Willis  Dr 
Richmond.  VA  23235 

MILLER,  MD,  Michael  J RHU 

7702  Parham  Road 
Richmond  VA  23229 

MILLS.  MD.  Julia  Hines  PD 

Box  549 

Midlothian.  VA  23113 

MINOR,  MD.  Philip  Lee  Allen  OBG 

3536  Grove  Ave 
Richmond  VA  23221 

MISKIMON.  MD  Robt  M OS 

5100  Monument  Ave 
Apt  1104 

Richmond  VA  23230 

MITCHELL  JR  , MD,  Robt  E IM 

7601  Forest  Ave  St  332 
Richmond  VA  23229 

MOFFATT,  MD,  Thomas  Lee  IM 

6740  Forest  Hill  Ave 
Suite  102 

Richmond.  VA  23225 

MOHAGHEGHI,  MD,  Hassan  A 

2031  Monument  Ave 
P 0 Box  5426 
Richmond,  VA  23220 

MOLLEN,  MD.  Edward  Leigh  PDA 

5855  Bremo  Road,  #409 
Richmond  VA  23226 


MONCURE,  MD,  Wm  B AN 

608  Lee  Medical  Bldg 
Richmond  VA  23220 

MONROE,  MD,  Willys  Moore  CLP 

5303  Ditchley  Rd 
Richmond  VA  23226 

MONTAGUE,  MD,  David  Lee  OBG 

5855  Bremo  Road 
Richmond  VA  23226 

MONTAGUE,  MD.  John  W OTO 

109  Windsor  Way 
Richmond  VA  23221 

MONTEIRO,  MD.  Ildefonso  C AN 

402  September  Drive 
Richmond  VA  23229 

MOORE  II  , MD,  Frederic  Potts  PD 

3602  Monument  Ave 
Richmond  VA  23230 

MOORE  III,  MD,  D Parker  FP 

1613  Florence  Avenue 
Chester,  VA  23831 

MOORE,  MD.  Robert  Patrick  IM 

7 Rose  Hill  Road 
Richmond,  VA  23229 

MOREY.  MD,  Dennis  A J GE 

900  North  Hamilton  Street 
Richmond.  Va  23221 

MORGENSTERN,  MD,  Jack  Arnold  P 

1500  Westbrook  Avenue 
Richmond.  VA  23227 

MORRISSETT,  MD,  Leslie  E LAR 

5104  Riverside  Dr 
Richmond  VA  23225 

MORRISSETTE  111,  MD,  Wm  P FP 

Box  446 

Midlothian.  VA  23113 

MORRISSETTE,  MD.  W P FP 

Box  446 

Midlothian,  VA  23113 

MUELLER,  MD.  Dawn  Grigg  PD 

Box  276 

Richmond  VA  23298 

MUELLER,  MD,  John  M US 

2002  Bremo  Road 
Lower  Level 
Richmond.  VA  23226 

MULLER,  MD,  John  Garrett  GP 

6507  Erhart  Road 
Richmond.  VA  23225 

MULLINS.  MD.  Maurice  Francis  R 

211  Massie  Road 
Richmond,  VA  23221 

MUREN  JR  , MD,  Orhan  PUD 

Box  472 

Richmond  VA  23298 

MURRELL  JR  , MD.  Thos  W D 

17  E Grace  St 
Richmond  VA  23219 

NACHMAN.  MD,  Herman  M ORS 

808  N Hamilton  St 
Richmond  VA  23221 

NAKONECZNA,  MD,  Irene  PTH 

Dept  Of  Path 
Richmond  VA  23298 

NALLS  III,  MD.  Cecil  A P 

414  West  Franklin  St 
Richmond,  VA  23220 

NASSIRI.  MD.  Saeed  K IM 

213  Chickahominy  Bluffs  Rd 
Richmond  VA  23227 

NATVIG,  MD.  Ralph  Andreas  GS 

3536  Grove  Ave 
Richmond  VA  23221 

NAUMAN,  MD.  Steven  S IM 

P 0 Box  5306 
Richmond.  VA  23220 

NEAL  JR  , MD,  M Pinson  DR 

4607  Stratford  Rd 
Richmond  VA  23225 

NELSON.  MD,  Bobby  Wayne  P 

500  North  Boulevard 
Richmond.  VA  23220 

NELSON,  MD.  C M Kinloch  U 

2002  Bremo  Rd 
Richmond  VA  23226 

NELSON,  MD.  Kinloch  IM 

4205  Dover  Road 
Richmond  VA  23221 

NEMUTH,  MD.  Harold  Isaac  GP 

2012  Monument  Ave 
Richmond  VA  23220 

NEWMAN,  MD,  Eugene  Michael  END 

5855  Bremo  Rd  Ste  201 
Richmond  VA  23226 

NEWSOME  JR  , MD,  Heber  H GS 

Box  484 

Richmond  VA  23298 

NIAZI,  MD,  Saifullah  Khan  P 

1900  Windingndge  Dr 
Richmond  VA  23233 

NOGI,  MD.  Jay  ORS 

2924  Brook  Road 
Crippled  Children's  Hosp 
Richmond.  VA  23220 

NOTTINGHAM  JR  . MD,  Maurice  IM 

7 1 15  Jahnke  Road 
Richmond  VA  23225 

NOVO,  MD,  Antonio  Miguel  AN 

5801  Pollard  Dr 
Richmond  VA  23226 

NUARA,  MD.  Jos  Carl  CD 

2621  Grove  Ave 
Richmond  VA  23220 

NUCKOLS,  MD,  John  Thomas  P 

Box  Lane 

Hunting  Ridge  Apt  50 
Goldsboro,  NC  27530 


NUNEZ,  MD.  Santiago  CHP 

3600  Monza  Drive 
Richmond  VA  23234 

0 BRIEN,  MD,  John  Patrick  IM 

1 18  Libby  Ave 
Richmond  VA  23226 

O'BANNON  111,  MD.  John  Maurice  N 
1805  Monument  Avenue 
Richmond,  VA  23220 

OATES  III,  MD.  James  Franklin  GS 

Medical  Science  Center 
Richmond  VA  23226 

OGLESBY  SR  , MD,  F Elliott  GP 

3500  Grove  Ave 
Richmond  VA  23221 

OLIFF,  MD.  Geo  Anthony  DR 

1509  Jonquill  Dr 
Richmond  VA  23233 

OLSHANSKY.  MD,  Kenneth  PS 

7929  Chowmng  Cr 
Richmond  VA  23229 

OPPENHIMER,  MD,  Wm  Mayo  OBG 

7601  Forest  Ave  Suite  1 14 
Richmond  VA  23229 

OPPLEMAN.  MD,  Herman  F GP 

3400  Wythe  Ave 
Richmond  VA  23221 

OVERTON,  MD,  Thos  P PD 

7000  Patterson  Ave 
Richmond  VA  23226 

OWEN  JR  . MD.  Duncan  Shaw  RHU 

Box  647 

Richmond  VA  23298 

OWEN  JR  , MD,  Fletcher  Bailey  OS 

1407  Cummings  Dr 
Richmond  VA  23220 

OWEN  JR  , MD,  Heth  AN 

608  Lee  Med  Bldg 
Richmond  VA  23220 

OWEN,  MD,  John  Thos  FP 

21 1 Avebury  Road 
Richmond.  VA  23235 

OWENS  JR  , MD,  Maurice  B A 

1013  W Franklin  St 
Richmond  VA  23220 

OWNBY  JR  , MD,  Ralph  PD 

2924  Brook  Rd 
Richmond  VA  23220 

PACKER,  MD.  Bernard  D ORS 

531 1 Patterson  Ave 
Richmond  VA  23226 

PAGE,  MD,  Maysville  J Owens  PD 

2904  Rugby  Rd 
Richmond  VA  23221 

PAGE,  MD,  Sidney  G PM 

2904  Rugby  Rd 
Richmond  VA  23221 

PAK,  MD.  Yong  Kun  AN 

2903  Scherer  Dr 
Richmond  VA  23235 

PANCOAST,  MD,  James  White  US 

417  Libbie  Avenue 
Virginia  Surgical  Assoc 
Richmond  VA  23226 

PARK,  MD.  Herbert  Wm  PM 

7702  Parham  Road 
Richmond  VA  23229 

PARK.  MD.  Sung  Chull  PTH 

Stuart  Circle  Hospital 
Richmond  VA  23220 

PARKER,  MD,  Clifton  Lmwood  PUD 

1400  Westwood  Ave  Ste  305 
Richmond  VA  23227 

PARKER,  MD,  Jos  C GYN 

Box  14557 
Richmond  VA  23221 

PARTRIDGE,  MD,  John  Robt  OBG 

7151  Jahnke  Road 
Richmond  VA  23225 

PASTORE.  MD,  Peter  A N OTO 

5503  Riverside  Dr 
Richmond  VA  23225 

PATEL,  MD.  Nagmdas  L P 

8116  Surrey  wood  Dr 
Richmond  VA  23235 

PATTERSON  JR  , MD,  John  L IM 

Box  282 

Richmond  VA  23298 

PEARCE,  MD,  Leroy  S PTH 

3530  Falstone  Road 
Richmond  VA  23234 

PEARS,  MD.  Jenifer  D PD 

3006  Seminary  Ave 
Richmond,  VA  23227 

PELLOCK,  MD.  John  Michael  CHN 


Box  211 

Richmond,  VA  23298 

PEOTROWSKI,  MD,  Richard  Francis  AN 
3502  Walkers  Ferry  Road 
Midlothian,  VA  23113 

PEPLE  JR  , MD,  Wm  Lowndes  GS 

4908  Monument  Ave 
Richmond  VA  23230 

PEPPLE,  MD.  Allen  W D 

31 1 Medical  Arts  Bldg 
2nd  & Franklin  Streets 
Richmond  VA  23219 

PEREZ.  MD,  Justo  T IM 

13730  Midlothian  Pk 
Route  60,  Box  267 
Midlothian  VA  23113 

PERKINS,  MD,  Edward  W US 

300  W Franklin  St 
Richmond  VA  23220 

PETRES,  MD.  Robt  Evan  OBG 

Box  34 

Richmond  VA  23298 


PETTY,  MD.  Carroll  Thomas  PS 

2006  Bremo  Rd.  Ste  201 
Richmond,  VA  23226 

PHILLIPS,  MD.  Robt  M FP 

Box  340 

Chester  VA  23831 

PILCHER  JR  , MD,  Robert  M ORS 

7135  Jahnke  Rd 
Richmond  VA  23225 

PILLSBURY,  MD.  Susan  Lewis  PD 

9301  Hull  Street  Road 
Richmond.  VA  23236 

PINSKER,  MD,  M Craig  AN 

10412  Falconbridge  Drive 
Richmond.  VA  23233 

PIZZANI,  MD.  Eddy  IM 

5855  Bremo  Road 
Suite  302 

Richmond  VA  23226 

PLOTNICK  JR  , MD.  Barney  GP 

2110  Venable  St 
Richmond  VA  23223 

POINDEXTER  III,  MD,  John  Samuel  IM 
Box  841 

Richmond  VA  23298 

POLE,  MD,  Frank  N U 

2002  Bremo  Rd  Ste  202 
Richmond  VA  23226 

POLIN,  MD,  Gerald  Mark  CHP 

9805  Drovm  Drive 
Richmond.  VA  23233 

POLIQUIN,  MD.  James  Robert  GP 

516  Argyle  Terrace 
Richmond,  VA  23225 

POLLACK  JR  , MD.  David  IM 

3500  Kensington  Ave 
Richmond  VA  23221 

POLLOCK  JR  , MD,  Chas  Allen  IM 

5700  Old  Richmond  Ave  Ste  2 
Richmond  VA  23226 

POPE  JR  . MD.  John  Henry  US 

7127  Jahnke  Rd 
Richmond  VA  23225 

PORTER  JR  , MD.  Geo  Wm  OM 

7 133  Jahnke  Rd 
Richmond  VA  23225 

PORTER,  MD,  Reno  Russell  CD 

1200  E Broad  St 
Richmond  VA  23219 

POULOS,  MD,  Nicholas  Geo  GS 

3536  Grove  Ave 
Richmond  VA  23221 

PRICE,  MD.  Robt  Lee  PH 

4001  Croatan  Rd 
Richmond  VA  23235 

PRITCHARD,  MD,  Geo  Emmett  CD 

5001  Grove  Ave 
Richmond  VA  23226 

PROCTOR.  MD,  Jack  Douglas  IM 

Box  284 

Richmond  VA  23298 

PROCTOR,  MD,  William  Franklin  DR 

7702  Parham  Rd 
Me  Guire  Clinic 
Richmond  VA  23229 

PROUD,  MD,  Virginia  Kent  PD 

2810  West  Brigstock  Road 
Midlothian,  VA  23113 

PUSTER  JR  , MD.  Geo  Valentine  US 

8613  Chester  Forest  Lane 
Richmond  VA  23237 

RABHAN,  MD,  Nathan  H OBG 

2000  Bremo  Rd 
Suite  101 

Richmond  VA  23226 

RABHAN,  MD,  Walter  N ORS 

8919  Three  Chopt  Rd 
Richmond  VA  23229 

RAFII,  MD.  Amir  AN 

3 Raven  Rock  Court 
Richmond  VA  23229 

RAH,  MD,  Kang  H AN 

1809  Wmderidge  Dr 
Richmond  VA  23233 

RAHAL  JR  , MD.  Frederick  PD 

5901  Lakeside  Ave 
Richmond  VA  23228 

RAMSEY  JR,  MD.  Edward  J GE 

900  N Hamilton 
Richmond,  VA  23221 

RANDOLPH,  MD,  Bruce  L OBG 

609  West  Grace  St 
Richmond  VA  23220 

RAO,  MD,  Jaikar  Sudhakar  EM 

Box  26783 
Richmond  VA  23261 

RAWLS,  MD,  John  Ashburn  GS 

3536  Grove  Ave 
Richmond  VA  23221 

RAY,  MD,  Edward  Scott  PUD 

7604  Hampshire  Road 
Richmond  VA  23229 

REAMS,  MD.  B Thomas  D 

5300  Cutshaw  Avenue 
Richmond.  VA  23226 

REBMAN  III,  MD.  John  AN 

7730  Kenmore  Circle 
Richmond  VA  23225 

REDWINE,  MD.  Fay  Oneal  OBG 

Box  34 

Richmond  VA  23298 

REED.  MD,  John  Ernest  NM 

1508  Cedar  Bluff  Dr 
Richmond  VA  23233 

REED,  MD,  Wellford  C CD 

4501  Bromley  Lane 
Richmond  VA  23221 


REESE,  MD,  Geo  Walter  IM 

8906  Gingerway  Drive 
Richmond  VA  23229 

REESE,  MD,  Mitchell  S R 

5801  Bremo  Road 
Richmond.  VA  23226 

REGAN,  MD,  Wm  Whitfield  GE 

900  North  Hamilton  Street 
Richmond  VA  23221 

REGELSON.  MD.  William  ND 

Med  College  Of  Va 
Richmond  VA  23298 

REIN,  MD,  Walter  J OPH 

5 Glenbrooke  Circle  East 
Richmond  VA  23229 

RENNIE.  MD,  Laurie  Earl  N 

1805  Monument  Ave 
Richmond  VA  23220 

REPASS,  MD,  James  Albert  IM 

7702  Parham  Road 
Richmond  VA  23229 

REYNOLDS,  MD.  Richard  R CDS 

7 107  Jahnke  Road 
Richmond,  VA  23225 

RICE  JR  , MD.  Marion  Lee  GE 

3801  Patterson  Av 
Richmond  VA  23221 

RICHARDS  JR  , MD.  Chas  N GP 

7125  Jahnke  Rd 
Richmond  VA  23225 

RICHARDS,  MD,  Nelson  G N 

1213  Mall  Drive 
Richmond  VA  23236 

RICHARDSON,  MD,  Herman  M GP 

Midlothian  VA  23113 

RIDDICK.  MD,  David  Haydon  IM 

2002  Bremo  Road  Lower  Level 
Richmond  VA  23226 

RILEY,  MD.  Chas  R GS 

3604  Monument  Ave 
Richmond  VA  23230 

RIVADENEIRA  III,  MD,  Colon  PD 

6415  Mechanicsville  Tr  Pk 
Mechanicsville,  VA  23111 
RIVERS,  MD,  Cullen  B IM 

7 103-C  Jahnke  Road 
Richmond  VA  23225 

ROBERTS,  MD,  Bruce  Taylor  IM 

9302  Mooreland  Road 
Richmond  VA  23229 

ROBERTSON  JR  , MD.  Giles  M GE 

900  N Hamilton  St 
Richmond  VA  23221 

ROBERTSON  JR,  MD.  Charles  H IM 

5855  Bremo  Rd,  Ste  509 
Richmond  VA  23226 

ROBERTSON,  MD,  Elmer  S CD 

609  W Grace  Street 
Richmond  VA  23220 

ROBERTSON,  MD  Louise  Wilkes  PDC 

12th  Broad  St.  Box  223 
Richmond  VA  23298 

ROBERTSON,  MD,  Wm  Archibald  TS 

5500  Monument  Ave  Ste  L 
Richmond  VA  23226 

ROBINS  JR  , MD.  Spotswood  GYN 

207  Matoaka  Road 
Richmond,  VA  23226 

ROBINSON  III,  MD,  Grover  C PD 

5901  Lakeside  Ave 
Richmond  VA  23228 

ROBINSON,  MD.  Frederick  Danl  CD 

1 1800  Heathmere  Cres 
Midlothian  VA  23113 

ROBINSON,  MD,  James  F D 

1810  Monument  Ave 
Richmond,  VA  23220 

ROBINSON,  MD.  Wm  Mayer  GP 

3026  W Cary  St 
Richmond  VA  23221 

ROGERS.  MD,  John  Fredric  PD 

4908  Riverside  Drive 
Richmond.  VA  23225 

ROMAINE,  MD,  Chas  Nichols  OPH 

5700  W Grace  St 
Richmond  VA  23226 

ROONEY,  MD,  Mervyn  Stuart  C AN 

5501  Cary  St  Rd 
Richmond  VA  23226 

ROPER,  MD.  Barry  Edward  OPH 

8132  Forest  Hill  Ave 
Richmond,  VA  23235 

ROSANELLI  JR  , MD.  Peter  OBG 

5855  Bremo  Rd  Ste  301 
Richmond  VA  23226 

ROSE  JR  , MD,  Leslie  Wm  IM 

5500  Monument  Ave 
Richmond  VA  23226 

ROSENBERG,  MD,  Sanford  M OBG 

Box  34 

Richmond,  VA  23298 

ROWE,  MD.  Douglas  Stephen  PS 

2006  Bremo  Rd  Ste  201 
Richmond  VA  23226 

ROWLAND  JR  , MD.  Harry  S U 

7601  Forest  Ave  #337 
Richmond  VA  23229 

ROYAL.  MD,  Frank  Spencer  GP 

1 122  North  Twenty-Fifth  St 
Richmond  VA  23223 

ROYAL.  MD.  Harry  Willis  OBG 

P 0 Box  26524 
Richmond  VA  23261 

ROYSTER,  MD,  Henry  Page  GS 

7129  Jahnke  Rd 
Richmond  VA  23225 

RUDDY,  MD,  Shaun  Jos  RHU 

Box  263 

Richmond  VA  23298 
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Ryi  Psychiatric  Hospitalization 

If  you  suspect  that  underlying  emotional 
disturbances  may  be  contributing  to  your 
patient's  physical  illness,  contact  the 

David  C.  Wilson  Hospital. 

• A 60-bed,  short-term  private  psychiatric 
hospital  providing  comprehensive  neuro- 
psychiatric evaluation  and  treatment. 

• Specialized  treatment  programs  for  adolescents, 
young  adults,  adults  and  individuals  suffering 
from  alcoholism  and/or  substance  abuse. 

• Dedication  and  expertise  of  multi-disciplinary 
treatment  teams. 

Admissions  accepted  24  hours  a day. 


Fully  accredited  by  ]CAH  • Accepts 
Blue  Cross,  Medicare,  CHAMPUS 
and  most  commercial  medical 
insurance. 


Alejandro  E.  Posada,  M.D. 

Medical  Director 
Erich  Kosowitz,  Ph.D. 
Director  of  Admissions 


DCW 


DAVID  C.  WILSON 
HOSPITAL 


2101  Arlington  Boulevard  • Charlottesville,  Virginia  22903  • (804)  977-1120 


McGuire  Clinic, 

7702  Parham  Road,  Richmond,  Virginia  23229 


ANESTHESIOLOGY 

G.  A.  Weimer,  M.D. 

Boyd  H.  May,  M.D. 

Steven  M.  Hopper,  M.D. 

DERMATOLOGY 

E.  Randolph  Trice,  M.D. 

FAMILY  PRACTICE 

Charles  F.  Irwin,  M.D. 

Frank  N.  Bain,  M.D. 

L.  Michael  Breeden,  M.D. 
Stuart  S.  Solan,  M.D. 

Christine  D.  Hagan,  M.D. 

INTERNAL  MEDICINE 

John  P.  Lynch,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  Sr.,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Anseil,  M.D. 
Randolph  M.  Halloran,  M.D. 
Hilton  R.  Almond,  M.D. 

James  A.  Repass,  M.D. 
Michael  J.  Miller,  M.D. 

Stanley  C.  Tucker,  M.D. 
Marigail  Wynne  David,  M.D. 
Joseph  Longacher,  M.D. 
Richard  L.  Glazier,  M.D. 

David  D.  Vaughan,  M.D. 


Joseph  S.  Galeski,  III,  M.D. 

N.  Michael  Vranian,  M.D. 
Martin  T.  Starkman,  M.D. 
Robert  W.  Bedinger,  Jr.,  M.D. 
Charles  W.  Phillips,  M.D. 
Scott  K.  Radow,  M.D. 
ALLERGY 

John  B.  Catlett,  M.D. 

David  D.  Vaughan,  M.D. 
CARDIOLOGY 

Randolph  M.  Halloran,  M.D. 
Stanley  C.  Tucker,  M.D. 
Charles  W.  Phillips,  M.D. 

GASTROENTEROLOGY 

Hilton  R.  Almond,  M.D. 
Joseph  Longacher,  M.D. 

GERIATRICS 

John  P.  Lynch,  M.D. 

HEMATOLOGY  & ONCOLOGY 

Burness  F.  Anseil,  M.D. 
Richard  L.  Glazier,  M.D. 
NEPHROLOGY 

James  A.  Repass,  M.D. 
Ronald  N.  Kroll,  M.D. 

Martin  T.  Starkman,  M.D. 
PULMONARY  DISEASES 
Scott  K.  Radow,  M.D. 


Inc. 

(804)  270-0240 

NUCLEAR  MEDICINE  & 
ENDOCRINOLOGY 

David  L.  Litchfield,  M.D. 

RHEUMATOLOGY 

Michael  J.  Miller,  M.D. 

OPHTHALMOLOGY 

T.  Todd  Dabney,  M.D. 

OTOLARYNGOLOGY/ 

FACIAL  PLASTIC  SURGERY 

Olan  N.  Evans,  M.D. 

PATHOLOGY 

Hubert  R.  White,  Jr.,  M.D. 

RADIOLOGY-DIAGNOSTIC 
Henry  S.  Spencer,  M.D. 

Donald  P.  King,  M.D. 

William  F.  Proctor,  M.D. 

J.  Gregory  South,  M.D. 

Karsten  F.  Konerding,  M.D. 

RADIOLOGY-THERAPEUTIC 

A.  W.  Burke,  Jr.,  M.D.,  PhD. 

SURGERY  & GYNECOLOGY 
Joseph  W.  Coxe,  III,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Charles  S.  Drummond,  Jr.,  M.D. 
Martin  T.  Evans,  M.D. 


Established  1923  by  Stuart  McGuire,  M.D. 


RICHMOND  25 


RUDZINSKI,  MD.  Dennis  J 
2710  Newquay  Lane 
Richmond.  V A 23236 
RUFFIN.  MD.  Herbert  G 
2508  Hilliard  Rd 
Richmond  VA  23228 
RUSHER.  MD,  Wm  De  Witt 
3500  Kensington  Ave 
Richmond  VA  23221 
RUSSELL  JR  , MD.  John  A 
1007  Francisco  Road 
Richmond  VA  23229 
RYAN.  MD.  Arthur  Eugene 
Box  26603 
Richmond  VA  23261 
SAKOWSKI  JR  . MD.  Anthony  D 
St  Marys  Doctors  Office  Bldg 
5855  Bremo  Road,  Suite  508 
Richmond  VA  23226 
SALOMONSKY,  MD.  Anita  B 
Box  695 

Richmond  VA  23298 
SALZBERG.  MD.  Arnold  Martin 
1200  E Broad  St 
Richmond  VA  23298 
SANDERS.  MD.  Donald  Powell 
204  N Hamilton  Street 
Richmond.  VA  23221 
SANDERS.  MD.  Margaret  Mackie 
2020  Rugby  Court 
Ann  Arbor.  Ml  48103 
SASSER  JR  , MD,  Frank  M 
Dept  Of  Preventive  Med 
A H Robins  Co 
Richmond  VA  23220 
SAUNDERS.  MD.  John  Rudolph 
1500  Westbrook  Ave 
Richmond  VA  23227 
SAVAGE,  MD,  Bernard  M 
P 0 Box  26783 
Richmond  VA  23261 
SAYLOR.  MD,  Edward  Michael 
5 West  Nine  Mile  Road 
Highland  Springs.  VA  23075 
SCAVULLO.  MD.  Blaise 
4103  Hickory  Road 
Richmond.  VA  23235 
SCHATZKI.  MD,  Peter  F 
V A Hospital 
Richmond  VA  23249 
SCHEFLAN,  MD.  Michael 
Box  154 

Richmond.  VA  23298 
SCHERER.  MD.  Edward  Underwood 
6423  Handy  Lane 
Richmond.  VA  23226 
SCHIFF,  MD,  Graenum  Robt 
9603  Whitmore  Drive 
Richmond  VA  23229 
SCHWARZ.  MD.  Maurice  Chaskiel 
1400  Westwood  Avenue 
Suite  306 

Richmond  VA  23227 
SCIALLI,  MD,  John  V K 
3001  Fifth  Avenue 
Richmond.  VA  23231 
SCOGGINS.  MD.  Robt  Bruce 
1820  Monument  Ave 
Richmond  VA  23220 
SCOTT,  MD.  Robt  Bradley 
Box  214 

Richmond  VA  23298 
SEEMAN,  MD.  Irvin  Jay 
5855  Bremo  Road,  #208 
Richmond,  VA  23226 
SEITZ.  MD.  Donald  G 
7601  Forest  Ave 
Suite  228 

Richmond  VA  23229 
SELHORST.  MD.  John  B 
Box  698 

Richmond  VA  23298 
SELLMAN.  MD.  James  E 
1500  Westbrook  Avenue 
Richmond.  VA  23227 
SELPH,  MD,  James  Anderson 
1203  Rothesay  Circle 
Richmond  VA  23221 
SHAIA,  MD.  Fred  Thos 
2821  Parham  Road 
Suite  204 

Richmond  VA  23229 
SHANHOLTZ.  MD.  Mack  Irvin 
5912  Upham  Drive 
Richmond  VA  23227 
SHARPE,  MD,  Alton  Rivmgton 
1200  E Broad  St 
Richmond  VA  23219 
SHAUGHNESSY.  MD.  Katherine  T 
3536  Grove  Avenue 
Richmond.  VA  23221 
SHAYNE,  MD.  Robert  Steven 
4705  Buckingham  Court 
Chester.  VA  23831 
SHEPHERD,  MD,  Eugene  Bowie 
3821  Seminary  Ave 
Richmond  VA  23227 
SHEPPARD,  MD,  L Ben] 

1 16  E Franklin  St 
Richmond  VA  23219 
SHIELD  JR  , MD.  James  Asa 
Tucker  Psychiatric  Clinic 
7 149  Jahnke  Rd 
Richmond  VA  23225 
SHIM.  MD.  Chi  Yun 
11551  Rex  Moor  Dr 
Richmond  VA  23235 
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SHOWALTER,  MD,  Henry  Bernard 
206  Canterbury  Road 
Richmond,  VA  23221 
SILVERMAN.  MD,  Joel  J 
Box  710 

Richmond  VA  23298 
SIMMS,  MD.  Reuben  Foster 
West  Ave  Harrison  St 
Richmond  VA  23220 
SIMS.  MD.  Angela  Valencia 
Virginia  Treatment  Cen 
P 0 Box  1-L 
Richmond,  VA  23201 
SINGER.  MD,  Robt  Perry 
7702  Parham  Road 
Richmond  VA  23229 
SINGH,  MD,  Harmder  Paul 
3601  Dill  Rd 
Richmond  VA  23222 
SISMANIS,  MD.  Aristides 
Box  146 

Richmond,  Va  23298 
SLAGEL,  MD.  Dale  Everett 
330  South  4th  Street 
Richmond,  VA  23220 
SMITH  JR  . MD,  William  Kyle 
5801  Bremo  Road 
Richmond  VA  23226 
SMITH,  MD,  Alfred  L 
100  Matoaka  Rd 
Richmond  VA  23226 
SMITH,  MD,  Crawford  C 
10627  Harborough  Place 
Richmond.  VA  23233 
SMITH,  MD,  Gladsfone  Edward 
2900  Skipton  Road 
Richmond,  VA  23225 
SMITH.  MD,  J Earle 
3020  Kenbury  Rd 
Richmond  VA  23235 
SMITH,  MD,  James  Alexander 
702  Hathaway  Tower 
2956  Hathaway  Road 
Richmond  VA  23225 
SMITH,  MD,  Leroy 
1805  Monument  Ave 
Richmond  VA  23220 
SMITH,  MD.  Lindley  Theodore 
112  East  Clay  St 
Richmond  VA  23240 
SMITH,  MD,  Mason 
2035  Monument  Ave 
Richmond  VA  23220 
SMITH,  MD,  Maurice  J Vernon 
Med  Coll  Of  Va  Div  Urology 
Richmond  VA  23298 
SMITH,  MD,  Maynard  Putney 
1835  Monument  Ave 
Richmond  VA  23220 
SMITH,  MD.  Ray  Huey 
3500  Kensington  Ave 
Richmond  VA  23221 
SMITH,  MD.  Rodney  Hall 
1429  Johnston  Willis  Dr 
Richmond  VA  23235 
SMITH,  MD.  Thomas  Adrian 
8919  Three  Chopt  Rd 
Richmond.  VA  23229 
SMITH,  MD.  Wade  Kilgore 
Box  162 

Richmond  VA  23298 
SNEAD  JR  . MD,  Lawrence  0 
1 104  W Franklin  St 
Richmond  VA  23220 
SNEAD,  MD.  Ronald  Wilson 
Va  Treatment  Cen  For  Children 
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Box  1-L 

Richmond  VA  23201 
SNODDY.  MD,  John  Wm 
520  W Franklin  St 
Box  218 

Richmond,  VA  23220 
SOLAN.  MD.  Stuart  Miley 
10431  Patterson  Ave 
Richmond,  VA  23233 
SOLOMON,  MD.  Stuart 
2821  Parham  Road 
Richmond  VA  23229 
SORRELS,  MD.  Karen  Campbell 
2230  Oakengate  Lane 
Midlothian,  VA  23113 
SOUTH,  MD,  James  Gregory 
7702  Parham  Road 
Richmond  VA  23229 
SOWERS,  MD,  Richard  P 
5412  Tuckahoe  Ave 
Richmond.  VA  23226 
SPANIER,  MD.  Elliott  J 
7149  Jahnke  Road 
Richmond,  VA  23225 
SPECTOR,  DO,  Paul  M 
500  N Boulevard 
Richmond  VA  23220 
SPENCER,  MD.  Frederick  J 
Box  212 

Richmond  VA  23219 
SPENCER,  MD.  Henry  S 
7702  Parham  Road 
Richmond  VA  23229 
SPLANE  III,  MD,  George  Russell 
3900  Monument  Avenue 
Richmond  VA  23230 
SPORN,  MD,  I Norman 
1400  Westwood  Avenue 
Suite  302 

Richmond,  VA  23227 
STALKER,  MD.  Campbell  Grieve 
213  Gun  Club  Road 
Richmond  VA  23221 
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STARKMAN,  MD.  Martin  T 
7702  Parham  Road 
Richmond,  VA  23229 
STEINFELD,  MD.  Jesse  L 
Box  636 

.Richmond  VA  23298 
STEWART,  MD.  Laurame 
Dept  Of  Anesthesiology 
Richmond,  VA  23298 
STEWART,  MD.  William  Bruce 
511  Medical  Arts  Building 
Richmond,  VA  23219 
STRACHAN,  MD  Michael  Joel 
2002  Bremo  Road 
Lower  Level 
Richmond,  VA  23226 
STRATFORD,  MD,  Thos  Peirson 
201  N Hamilton  St 
Richmond  VA  23221 
STREICKER,  MD.  William  F 
2200  Monument  Avenue 
Richmond.  VA  23220 
STRINGER,  MD,  Kenneth  Robert 
2500  Pocoshock  Place 
Richmond  VA  23235 
STRONG,  MD,  James  Campbell 
4601  Selwood  Rd 
Richmond  VA  23234 
STROTHER,  MD,  Arnold  Franklin 
8635  Mayland  Drive 
Richmond.  VA  23229 
STROUBE,  MD,  Robt  Bruce 
7 1 19  Shawnee  Rd 
Richmond  VA  23225 
STUART,  MD.  Wm  Thos 
7702  Parham  Rd 
Richmond  VA  23229 
SUTER,  MD,  Cary  Grayson 
1200  E Broad  St 
Richmond  VA  23298 
SUTPHIN,  MD,  Adney  Kemple 
1805  Monument  Ave 
Richmond  VA  23220 
SUTTON  IV  , MD.  Valvm  Earl 
10  E Leigh  Street 
Richmond  VA  23219 
SUTTON,  MD,  Chas  Edward 
10  E Leigh  St 
Richmond  VA  23219 
SVOBODA,  MD.  Jos  Robt 
Med  Science  Bldg 
Richmond  VA  23226 
SWEET,  MD.  Raymond  Charles 
13707  Winterberry  Ridge 
Midlothian.  VA  23113 
SYLVEST.  MD,  Vernon  Martin 
1516  Ednam  Forest  Drive 
Richmond  VA  23233 
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TALLEY  III,  MD.  Danl  Doak 
120  S Wilton  Rd 
Richmond  VA  23226 
TALMAN,  MD,  Edward  Armistead 
24  Tapoan  Rd 
Richmond  VA  23226 
TANNER,  MD.  W Woodrow 
Rt  2,  Box  159K 
Powhatan,  VA  23139 
TATTERSALL,  MD.  Mary  Agnes 
Ruthville  VA  23147 
TATUM,  MD,  James  Luther 
2725  Queenswood  Road 
Midlothian,  VA  23113 
TAYLOR,  MD.  John  Richard 
Med  Coll  Va 
Richmond  VA  23219 
TEMPLE,  MD,  James  Edmond 
1443  Johnston  Willis  Dr 
Richmond  VA  23235 
THEDIECK,  MD.  Charles  Gerhard 
Parham  Medical  Center,  Suite  2 
Parham  And  Quioccasm  Roads 
Richmond.  VA  23229 
THEOGARAJ,  MD,  Sam  Dawson 
Box  154 

Richmond  VA  23219 
THOMAS  JR,  MD,  Harry 
901  Hioaks  Road 
Richmond,  VA  23225 
THOMAS  JR,  MD.  Harry  R 
P 0 Box  25206 
Richmond,  VA  23260 
THOMAS,  MD.  Carolyn  E 
7 101  Jahnke  Road 
Richmond  VA  23225 
THOMAS,  MD.  George  Walter 
1401  Johnston  Willis  Dr 
Richmond  VA  23235 
THOMAS,  MD,  Pendleton  Emmett 
5700  Old  Richmond  Rd 
Richmond  VA  23226 
THOMPSON  JR  , MD.  Albert  S 
1909  W Huquenot  Rd 
Richmond  VA  23235 
THOMPSON  JR  , MD.  Wm  T 
4602  Sulgrave  Rd 
Richmond  VA  23221 
THORNHILL,  MD.  Wm  Rathborn 
1 100  Essex  Avenue 
Richmond.  VA  23229 
THORNTON,  MD.  John  L 
1401  Johnston  Willis  Dr 
Richmond  VA  23235 
THORPE,  MD.  Alice  V 
5801  Bremo  Rd 
Richmond  VA  23226 
THRIFT,  MD,  Geo  N 
303  Clovelly  Rd 
Richmond  VA  23221 


NEP 


THURMAN.  MD.  Wm  Allen 
5115  Cary  St  Rd 
Richmond  VA  23226 
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TISNADO  JR  , MD,  Jaime 
Box  615 

Richmond  VA  23298 
TITUS,  MD,  Cloyd  Kent 
14  Stonehurst  Green 
Richmond  VA  23226 
TONEY.  MD.  Ronald  W 
4 18  Libbie  Avenue 
Richmond  VA  23226 
TOONE  JR  , MD,  Elam  Cooksie 
Me  Quire  Veterans  Hospital 
Richmond  VA  23249 
TORRES-LISBOA,  MD.  Patricio 
3001  Fifth  Avenue 
Richmond,  VA  23222 
TOSI,  MD,  Richard  Englund 
3315  Gloucester  Rd 
Richmond  VA  23227 
TRICE,  MD.  Clarry  Clyde 
609  W Grace  St 
Richmond  VA  23220 
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TRICE,  MD,  Ernest  Randolph 
7702  Parham  Road 
Richmond  VA  23229 
TRICE,  MD,  Robt  Palmer 
3500  Kensington  Ave 
Suite  #10 

Richmond  VA  23221 
TROLAND.  MD.  Chas  Edward 
3800  Patterson  Ave 
Richmond  VA  23221 
TRUESDELL.  MD,  Frank  B 
42  Chatham  Sq 
Richmond  VA  23226 
TUCKER,  MD.  Stanley  Cole 
7702  Parham  Road 
Richmond  VA  23229 
TUCKER,  MD,  Weir  M 
6208  Topoan  Place 
Richmond  VA  23226 
TUCKER,  MD,  Wm  T 
7601  Forest  Ave 
Richmond  VA  23229 
TULOU,  MD,  Nicolas  Paul 
2012  Monument  Avenue 
Richmond  VA  23220 
TUNNER,  MD.  Wm  Sams 
5855  Bremo  Rd  #C 
Richmond  VA  23226 
TURNER,  MD,  Mary  Ann 
Box  615 

Richmond  VA  23298 
TYLER,  MD.  Gilman  Rackley 
3500  Kensington  Ave 
Richmond  VA  23221 
ULMER,  MD,  Jack  L 
8910  Tolman  Road 
Richmond  VA  23229 
VAUGHAN,  MD.  David  Du  Puy 
7702  Parham  Rd 
Richmond  VA  23229 
VELO,  MD.  Anthony  Gomez 
1407  Johnston  Willis  Dr 
Richmond  VA  23235 
VENNART,  MD.  Geo  P 
1200  E Broad  St  Div  Path 
Richmond  VA  23298 
VETROVEC,  MD.  Geo  Wayne 
5212  New  Kent  Road 
Richmond  VA  23225 
VILLAROMAN,  MD.  Ruben  R 
46-B  Williamsburg  Road 
Sandston  VA  23150 
VILSECK  JR  , MD.  Jos  Richard 
2000  Bremo  Rd  #204 
Richmond  VA  23226 
VINES,  MD,  Frederick  Sherwm 
Box  47 

Richmond  VA  23298 
VINIK,  MD.  Melvin 
9504  Carterwood  Road 
Richmond  VA  23229 
VIOL,  MD.  Geoffrey  William 
Medical  Science  Center 
Libbie  & Old  Richmond  Aves 
Richmond.  VA  23226 
VITOLS,  MD.  Edith 
8906  Sierra  Rd 
Richmond  VA  23229 
VITOLS,  MD.  Mmtauts  Mickey 
1500  Westbrook  Ave 
Richmond  VA  23227 
VITSKY,  MD,  Maurice  Sidney 
3403  Wythe  Ave 
Richmond  VA  23221 
VITSKY,  MD,  Meyer 
11801  Bedfordshire  Sq 
Richmond  VA  23233 
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VLAHCEVIC,  MD.  Z Reno 
Div  Of  Gastroenterology 
Box  71 1 

Richmond,  VA  23298 
VOKAC,  MD,  Vaclav  Albert 
1211  Sherwood  Avenue 
Richmond,  VA  23220 
VRANIAN,  MD.  N Michael 
7702  Parham  Road 
Richmond,  VA  23229 
WADDELL,  MD,  Marion  Crockett 
Med  Arts  Bldg 
Richmond  VA  23219 
WALKER,  MD,  Barry  Quentin 
5801  Bremo  Rd 
Richmond  VA  23226 
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WARD.  MD,  Chas  Harper 
5 Raven  Rock  Ct 
Richmond  VA  23229 

WARD,  MD.  Winfred  0 Neil 
2004  Bremo  Road 

Suite  202 

Richmond  VA  23226 
WARE  III.  MD  Harry  Hudnall 
5855  Bremo  Rd  Ste  205 
Richmond  VA  23226 

WARE.  MD,  James  Latane 
5855  Bremo  Rd 
Richmond  VA  23226 

WARKENTIN,  MD.  John  R 
2621  Grove  Avenue 
Richmond.  VA  23220 
WARREN,  MD.  David  L 
P 0 Box  27003 
Richmond,  VA  23261 
WARTHEN  JR  , MD.  Harry  J 
2304  Monument  Ave 
Richmond  VA  23220 
WASHINGTON,  MD.  Thos  Boyd 
412  Libbie  Avenue 
Richmond  VA  23226 
WASSERMAN,  MD.  Albert  J 
1305  Lake  Avenue 
Richmond  VA  23226 
WASSERMAN,  MD.  Brian  Mark 
7157  Jahnke  Road 
Richmond  VA  23225 
WATKINS,  MD,  Franklin  P 
4315  Grove  Ave 
Richmond  VA  23221 
WATSON,  MD,  T Lepierre 
4301  Meadowdale  Blvd 
Richmond,  VA  23234 
WAYBRIGHT,  MD.  Edward  A 
2917  Kenmore  Road 
Richmond.  VA  23225 
WEDD  111,  MD,  George 
4301  Meadowdale  Blvd 
Richmond,  VA  23234 
WEGER,  MD.  Marvin  Louis 
Parham  Med  Big  8600  Quioccasm 
Richmond  VA  23229 
WEIMER,  MD.  Geo  A 
7702  Parham  Rd 
Richmond  VA  23229 
WEINBERG,  MD.  Robert  Stephen 
Department  Of  Ophthalmology 
Box  262 

Richmond.  VA  23298 
WEINSTEIN,  MD,  Julian 
5204  Patterson  Ave 
Richmond  VA  23226 
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WEISIGER  III,  MD.  Beni  B 
900  North  Hamilton  Swt 
Richmond  VA  23221 
WELLS,  MD.  James  Morgan 
6823  Kensington  Ave 
Richmond  VA  23226 
WENLEDER,  MD,  Rudolf  Bernard 
7101  Jahnke  Rd 
Richmond  VA  23225 
WHEELER,  MD.  William  Edge 
5801  Bremo  Road 
Richmond.  VA  23226 
WHIPPLE.  MD,  Terry  Lane 
8919  Three  Chopt  Rd 
Richmond.  VA  23229 
WHITAKER,  MD.  Joyce  Lafon 
8325  Brookfield  Road 
Richmond,  VA  23227 
WHITE.  MD.  William  Richard 
7702  Parham  Rd.  Ste  K 
Richmond.  VA  23229 
WHITLEY,  MD,  Donald  Phillip 
98  Old  Bridge  Lane 
Richmond  VA  23229 
WICKHAM,  MD.  James  Robt 
2201  Grove  Ave 
Richmond  VA  23220 
WIECKING,  MD.  David  Kerndt 
9 N 14th  St 
Richmond  VA  23219 
WIESINGER,  MD,  Herbert 
2015  Monument  Ave 
Richmond  VA  23220 
WIGAND,  MD.  James  Peter 
3705  Commodore  Point  Ct 
Midlothian,  VA  23113 
WIGGINS,  MD.  Raymond  Michael 
9506  Old  House  Drive 
Richmond.  VA  23233 
WILEY  JR  , MD,  Edward  James 
7000  Patterson  Ave 
Richmond  VA  23226 
WILKERSON,  MD.  Vivian  Myrtle 
Kenner  Army  Hosp 
Fort  Lee  VA  23801 
WILKES.  MD,  Wm  Lee 
1400  Westwood  Avenue,  Suite  10 
Richmond  VA  23227 
WILKINS,  MD.  Wm  Thos 
1407  Cummings  Dr 
Richmond  VA  23220 
WILLIAMS.  MD.  Armistead  M 
204  N Hamilton  St  Suite  1 
Richmond  VA  23221 
WILLIAMS.  MD.  Chas  Lee 
4814  Riverside  Dr 
Richmond  VA  23225 
WILLIAMS,  MD.  David  C 
7901  Burrundie  Drive 
Richmond,  VA  23225 
WILLIAMS.  MD  Geo  Harry 
Box  146 

Richmond  VA  23298 
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Candidates  for 

nutritional  therapy... 


10,000,000 

alcoholics.  Ethanol  may 

produce  many  effects  that 
together  bring  about  nutritional 
deficiencies,  so  that  alcoholism 
affects  nutrition  at  many  levels.1 


25,500,000  geriatric 

patients.  The  older  patient 
may  have  some  disorder  or  socio- 
economic problem  that  can 
undermine  good  nutrition.2 


23,500,000  surgical 

patients.  Nutritional  status 
can  be  compromised  by  the 
trauma  of  surgery;  and  some 
operations  interfere  with  the 
ingestion,  digestion  and  absorp- 
tion of  food.3 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Each  Berocca®  Plus  tablet  contains  500(1  IU 
vitamin  A (as  vitamin  A acetate),  30  IU 
vitamin  E (as  d/-alpha  tocopheryl  acetate), 
500  mg  vitamin  C (ascorbic  acid),  20  mg 
vitamin  B,  (as  thiamine  mononitrate), 

20  mg  vitamin  B2  (riboflavin),  100  mg 
niacin  (as  niacinamide),  25  mg  vitamin  Bh 
(as  pyridoxinc  HC1),  0.15  mg  biotin,  25  mg 
pantothenic  acid  (as  calcium  pantothe- 
nate), 0.8  mg  folic  acid,  50  meg  vitamin  Bl2 
(cyanocobalamin),  27  mg  iron  (as  ferrous 
fumarate),  0 1 mg  chromium  (as  chromium 
nitrate),  50  mg  magnesium  (as  magnesium 
oxide),  5 mg  manganese  (as  manganese 
dioxide),  3 mg  copper  (as  cupric  oxide), 
22.5  mg  zinc  (as  zinc  oxide). 


Indications:  Prophylactic  or  therapeutic 
nutritional  supplementation  in  physio- 
logically stressful  conditions,  including 
conditions  causing  depletion,  or  reduced 
absorption  or  bioavailability  of  essential 
vitamins  and  minerals;  certain  conditions 
resulting  from  severe  B-vitamin  or  ascor- 
bic acid  deficiency;  or  conditions  resulting 
in  increased  needs  for  essential  vitamins 
and  minerals. 

Contraindications:  Hypersensitivity  to 
any  component. 

Warnings:  Not  for  pernicious  anemia  or 
other  megaloblastic  anemias  where  vita- 
min B,j  is  deficient  Neurologic  involve- 
ment may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients 
with  vitamin  B|2  deficiency  who  receive 
supplemental  folic  acid  and  who  are  inade- 


quately treated  with  B12. 

Precautions:  General;  Certain  conditions 
may  require  additional  nutritional  supple- 
mentation. During  pregnancy,  supplemen- 
tation with  vitamin  D and  calcium  may  be 
required.  Not  intended  for  treatment  of 
severe  specific  deficiencies.  Information 
for  the  Patient:  Toxic  reactions  have  been 
reported  with  injudicious  use  of  certain 
vitamins  and  minerals  Urge  patients  to 
follow  specific  dosage  instructions.  Keep 
out  of  reach  of  children  Drug  and  Treat - i 

ment  Interactions  As  little  as  5 mg  pyn- 
doxine  daily  can  decrease  the  efficacy  of  j 
levodopa  in  the  treatment  of  parkinson- 
ism. Not  recommended  for  patients 
undergoing  such  therapy. 

Adverse  Reactions:  Adverse  reactions  have 
been  reported  with  specific  vitamins  and 


5,000,000  hospital 
patients  with 

infections.4  Many  are  ano- 
rectic and  may  have  a markedly 
reduced  food  intake.  Supplements 
are  often  provided  as  a prudent 
measure  because  the  vitamin  sta- 
tus of  critically  ill  patients  cannot 
be  readily  determined.3 


The  incalculable 
millions  on  calorie- 
reduced  diets.  Patients 

ingesting  1000  or  fewer  calories  per 
day  could  be  at  high  risk  because 
this  intake  may  not  supply  most 
nutrients  in  adequate  amounts 
without  supplementation.5 


Berocca  Plus 

A balanced  formula 
for  prophylactic  or 
therapeutic  nutritional 
supplementation. 

Berocca  Plus  Tablets  provide: 
therapeutic  levels  of  ascorbic  acid 
and  B-complex  vitamins;  supple- 
mental levels  of  biotin,  vitamins 
A and  E,  and  five  important  min- 
erals (iron,  chromium,  manganese, 
copper  and  zinc);  plus  magne- 
sium. Berocca  Plus  is  not  intended 
for  the  treatment  of  specific  vita- 
min and/or  mineral  deficiencies. 

Berocca  Plus, 

highly  acceptable  to 

patients,  has  virtually  no  odor 
or  aftertaste  and  is  economical. 
And  its  "Rx  only”  status  means 
more  physician  involvement,  bet- 
ter patient  compliance. 

References:  1 Shaw  S,  Lieber  CS:  Nutrition 
and  alcoholism,  chap  40,  in  Modern  Nutri- 
tion in  Health  and  Disease,  edited  by  Good- 
hart  RS.  Shils  ME  Philadelphia,  Lea  & 
Febiger.  1980.  pp  1220,  1237.  2.  Watkin 
DM:  Nutrition  for  the  aging  and  the  aged, 
chap  28.  in  Modern  Nutrition  in  Health  and 
Disease,  op.  cit.,  p.  781.  3.  Shils  ME.  Ran- 
dall HT:  Diet  and  nutrition  in  the  care  of 
the  surgical  patient,  chap.  36.  in  Modern 
Nutrition  in  Health  and  Disease,  op.  cit. , 
pp  1084,  1089,  1114  4 Dixon  RE:  Ann 
Intern  Med  8V  (Part  2):  749-753,  Nov  1978. 

5.  Committee  on  Dietary  Allowances, 
National  Research  Council:  Recommended 
Dietary  Allowances,  ed  9.  Washington, 
National  Academy  of  Sciences,  1980,  p.  13 


I inerals.  but  generally  at  levels  substan- 
I ally  higher  than  those  in  Berocca  Plus 
I owever,  allergic  and  idiosyncratic  reac- 
I uns  are  possible  at  lower  levels  Iron, 
en  at  the  usual  recommended  levels, 

| is  been  associated  with  gastrointestinal 
tolerance  in  some  patients 
usage  and  Administration:  Usual  adult 
[usage:  one  tablet  daily.  Not  recom- 
j ended  for  children.  Available  on  pre- 
s ription  only 

uw  Supplied:  Golden  yellow,  capsule- 
aped  tablets — bottles  of  100 

3CHE  LABORATORIES 
vision  of  Hoffmann-La  Roche  Inc. 
itfey.  New  Jersey  07110 
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WILLIAMS,  MD  Louis  H OBG 

2750  Stratford  Road 
Richmond.  VA  23225 

WILLIAMS,  MD.  Marvin  Thomas  FP 

2837  Poyntelle  Rd 
Richmond  VA  23235 

WILLIAMS,  MD.  Mason  Miller  OTO 

204  N Hamilton  Street 
Suite  1 

Richmond  VA  23221 

WILLIAMS.  MD.  Richard  K OPH 

2015  Monument  Ave 
Richmond  VA  23220 

WILLIAMS.  MD  Robert  K P 

3800  Patterson  Ave 
Richmond,  VA  23221 

WILSON  JR  , MD.  Henry  H PS 

1409  Johnston  Willis  Dr 
Richmond  VA  23235 

WILSON.  MD.  Claude  Watson  NS 

7702  Parham  Rd  Ste  K 
Richmond  VA  23229 

WINGFIELD,  MD.  Wm  Lynn  IM 

Route  4.  Box  160 
Ashland  VA  23005 

WINKLER,  MD.  Chas  Pinckney  R 

3500  Kensington  Ave 
Richmond  VA  23221 

WINN,  MD  Washington  Carlyle  OBG 

3500  Grove  Ave 
Richmond  VA  23221 

WITTKAMP,  MD.  Bernard  F IM 

87 10  Choclaw  Road 
Richmond.  VA  23235 

WOOD.  MD.  Maurice  FP 

Box  251 

Richmond.  VA  23298 

WOOD,  MD.  Robt  L PH 

5728  Hillview  Dr 
Mechamcsville  VA  23111 

WOODHOUSE  III.  MD.  Robt  W OM 

914  Baldwin  Rd 
Richmond  VA  23229 

WOODLIEF,  MD,  Ray  Marshall  DR 

3724  Falstone  Rd 
Richmond  VA  23234 

WOODS,  MD.  Lauren  A OS 

Box  606 

Richmond  VA  23298 

WOOTTON,  MD,  Jane  P IM 

17  Tapoan  Rd 
Richmond  VA  23226 

WOOTTON.  MD.  Percy  CD 

7601  Forest  Ave 
Suite  340 

Richmond  VA  23229 

WORLAND,  MD.  Richard  L ORS 

291 1 Grove  Ave 
Richmond  VA  23221 

WRIGHT,  MD.  R Lewis  NS 

4908  Monument  Ave 
Richmond  VA  23230 

WYATT,  MD.  Davis  Burton  PD 

Parham  Pro!  Park 
2801  Parham  Road 
Richmond  VA  23229 

WYSOR,  MD  Edwin  Snead  GP 

Mechanicsville  VA  23111 

YANCEY,  MD,  Henry  A ORS 

1400  Westwood  Ave 
Richmond  VA  23227 

YEAMANS,  MD.  Melvin  E FP 

4906  Forest  Hill  Ave 
Richmond  VA  23225 

YOUN,  MD,  Young  Ok  AN 

5801  Bremo  Rd  St  Marys  Hosp 
Richmond  VA  23226 

YOUNG,  MD,  Harold  Francis  NS 

Box  631 

Richmond  VA  23298 

YOUNG,  MD,  Reuben  Barnes  PD 

Box  65 

Richmond  VA  23298 

YOUNT  JR,  MD,  B Gerald  R 

1807  Grove  Avenue 
Richmond.  VA  23220 

ZACHARIAS,  MD.  Chas  M IM 

2621  Grove  Avenue 
Richmond.  VA  23220 

ZACHARIAS,  MD,  Lawrence  C IM 

4312  Grove  Ave 
Richmond  VA  23221 

ZAKAIB,  MD.  Edward  Albert  FP 

7 1 17  Jahnke  Rd 
Richmond  VA  23225 

ZALIS  III,  MD,  Oreste  P 

203  Tarrytown  Dr 
Richmond  VA  23229 

ZAMBRANA,  MD.  Ben)  Franklin  FP 

4405  Foresl  Hill  Avenue 
Richmond  VA  23225 

ZANGA,  MD.  Jos  Robt  PD 

91 14  Dondra  Drive 
Richmond  VA  23229 

ZELENAK,  MD,  James  Joseph  NM 

3027  Kenmore  Road 
Richmond  VA  23225 

ZFASS,  MD  Hyman  Sami  IM 

2502  Monument  Ave 
Richmond.  VA  23220 

ZIA,  MD.  M Shafiq  P 

2nd  & Franklin 
Suite  400 

Richmond.  VA  23219 

ZIMBERG.  MD.  Yale  H TS 

5855  Bremo  Rd  Suite  405 
Richmond  VA  23226 


ROANOKE 

ALDEA,  MD,  Erlmda  Doncello  PD 

Valley  Ridge 
Route  2,  Box  396 
Covington  VA  24426 

ALEXANDER  III.  MD,  Haddon  C IM 

2037  Crystal  Spring  Ave  S W 
Roanoke  VA  24014 

ALLEN  JR,  MD.  Robert  W PD 

Roanoke  Memorial  Hospitals 
P 0 Box  13367 
Roanoke.  VA  24033 

ALLEN,  MD.  John  Thomas  U 

1234  Franklin  Road,  Sw 
Roanoke,  VirgimA  24016 

AMOS.  MD.  Jesse  Francis  FP 

209  Maple  Ave 
Rocky  Mount  VA  24151 

ATKINSON,  MD.  Leigh  Oliver  AN 

1900  Electric  Rd 
Salem  VA  24153 

AUSTIN,  MD.  Joseph  Lee  CD 

1315  Second  Street.  Sw 
Roanoke,  VA  24016 

AYYILDIZ  JR  , MD,  Vedu  GS 

51 1 Boulevard  Ave 
Salem  VA  24153 

BAGBY.  MD,  Ernest  Lynwood  GS 

3547  Heritage  Circle  Sw 
Roanoke  VA  24015 

BAILEY,  MD,  Dewey  James  IM 

2037  Crystal  Spring  Ave  Sw 
Roanoke  VA  24014 

BAIRD.  MD,  Bruce  Douglas  GS 

Roanoke  Memorial  Hospitals 
Belleview  At  Jefferson  Street 
Roanoke  VA  24033 

BALL,  MD,  Lawrence  Carter  PH 

3912  Winding  Way  Rd  Sw 
Roanoke  VA  24015 

BALLENGER,  MD,  Fred  Jackson  IM 

1117  South  Jefferson  St 
Roanoke,  VA  24016 

BARNHART  JR  , MD.  Ruth  PD 

3533  Penarth  Rd  Sw 
Roanoke  VA  24014 

BARRETT.  MD.  Christine  E GS 

109  Claiborne 
Rocky  Mount,  VA  24151 

BARTLEY  JR  , MD.  Homer  GP 

216  Boxley  Bldg 
Roanoke  VA  24011 

BASILE,  MD.  Michael  Joseph  IM 

1310  Third  Street,  S W 
Roanoke.  VA  24016 

BASILE,  MD.  Vincent  T AN 

4330  Old  Cave  Spring  Rd  Sw 
Roanoke  VA  24018 

BATCHELOR,  MD,  Geo  Henry  OTO 

30  Franklin  Rd  Sw 
Roanoke  VA  24001 

BATES  JR  , MD,  Harry  Clark  OM 

P 0 Box  12847 
Roanoke  VA  24006 

BEAR  JR  , MD.  Jos  Wolfe  GP 

Box  566 

Roanoke  VA  24003 

BEAVERS  JR  , MD,  Aaron  L FP 

5501  Williamson  Rd  Nw 
Roanoke  VA  24012 

BEAZLEY  III,  MD,  Luthur  A PD 

6141  Flamingo  Drive 
Roanoke,  VA  24018 

BELL,  MD  Houston  Lesher  OTO 

P 0 Box  1789 
Roanoke  VA  24008 

BERRY,  MD.  Robt  Edward  GS 

Roanoke  Memorial  Hosp 
Roanoke  VA  24014 

BERTHOLF,  MD.  Max  Erwin  FP 

Wendover  At  U S 220 
Daleville.  VA  24083 

BIVENS  JR  , MD,  Carl  Hill  END 

213  Mcclanahan  St  Sw 
Roanoke  VA  24014 

BLACKWELL,  MD.  James  Edward  R 

2037  Crystal  Spring  Ave 
Roanoke,  VA  24014 

BLAIR,  MD.  Walter  Bernard  P 

1902  Braeburn  Dr 
Salem  VA  24153 

BLAYLOCK,  MD.  Wm  Me  Gehee  RHU 

3259  Somerset  St  Sw 
Roanoke  VA  24014 

BOCKNER,  MD.  Andrew  Chas  P 

101  Mountain  Avenue 
Roanoke  VA  24016 

BOGGESS,  MD.  H Preston  PD 

4403  Grandm  Road.  Sw 
Roanoke  VA  24018 

BONDURANT.  MD,  Robt  F IM 

2831  Stephenson  Ave  Sw 
Roanoke  VA  24014 

BONO,  MD.  Jos  Albert  GS 

1315  Second  St  Sw 
Roanoke  VA  24016 

BOWLES,  MD.  Paul  Elwood  PD 

1201  Third  St 
Roanoke  VA  24016 

BOYD  JR  , MD,  John  Otto  GER 

Route  #1,  Box  215 
Goodview.  VA  24095 

BRANCH,  MD,  David  W OBG 

P 0 Box  8477 
Roanoke  VA  24014 

BRAY  JR  , MD,  Charles  B ORS 

1240  3rd  St  S W 
Roanoke  VA  24016 


BROBST.  MD,  Henry  Thos  PS 

2037  Crystal  Spring  Ave 
Roanoke  VA  24014 

BROCHU  MD.  Francis  Louis  ABS 

Vet  Admin  Hosp 
Salem  VA  24153 

BRUBAKER,  MD.  Herman  W FP 

5501  Williamson  Rd  N W 
Roanoke  VA  24012 

BUMGARDNER  JR  , MD  Jack  Hood  FP 


209  Maple  Ave 
Rocky  Mount  VA  24151 

BURCH,  MD  John  Gordon  N 

2601  Franklin  Road,  Sw 
Roanoke,  VA  24014 

BURTON,  MD.  Calvin  Thos  OPH 

209  Medical  Arts  Bldg 
Roanoke  VA  24011 

BUSHKAR,  MD.  John  Phillip  CD 

Lewis  Gale  Clinic 
Roanoke,  VA  24153 

BUTLER  III,  MD.  Wm  Wilson  S U 

1234  Franklin  Rd  S W 
Roanoke  VA  24016 

CANNON,  MD.  M Mara  IM 

Route  3.  Box  408 
Salem,  VA  24153 

CARMICHAEL,  MD,  Elizabeth  B FP 

204  S Maple  Street 
Vinton.  VA  24139 

CARMICHAEL,  MD,  Paul  A GS 

4229  Colonial  Avenue 
Building  D 

Roanoke.  VA  24018 

CASSADA,  MD.  Wm  Abraham  R 

4513  Laurelwood  Dr  Sw 
Roanoke  VA  24018 

CASTLE,  MD.  James  Richard  IM 

1 1 1 1 S Jefferson  Street 
Roanoke,  VA  24016 

CHAKRAVORTY,  MD.  Ranes  C GS 

V A Hosp 
Salem.  VA  24153 

CHAMBERLAIN.  MD,  Richard  R GYN 

1234  Franklin  Rd 
Roanoke  VA  24016 

CLAGUE,  MD.  Allen  Manville  GP 

1802  Braeburn  Dr 
Salem  VA  24153 

CLAPSADDLE,  MD.  Gene  Edward  FP 

Route  2.  Box  288 
Moneta,  VA  24121 

CLARK  JR  , MD.  Wm  Edwin  U 

2037  Crystal  Springs  Ave 
Roanoke  VA  24014 

CLARK,  MD,  James  Howard  CDS 


21 15  Crystal  Spring  Ave 
Roanoke  VA  24014 

CLARKE  JR  , MD,  Eugene  Joseph  GPM 
P 0 Box  12926 
Roanoke  VA  24029 


CLARKSON,  MD,  Wm  David  P 

Roanoke  Valley  Psychiatric  Ctr 
1906  Braeburn  Drive 
Salem  VA  24153 

CLOUGH,  MD,  Lewis  R GS 

102  Prof  Bldg 
Roanoke  VA  24014 

COFFEY,  MD.  Everett  L FP 

Box  297 

Buchanan  VA  24066 

COLE  JR  , MD.  John  OTO 

P 0 Box  8306 
Roanoke  VA  24014 

COLLEY,  MD,  James  Thos  GP 

Rt  1 Box  209  D 
Hardy  VA  24101 

COMER  JR  , MD,  James  Edward  D 

127  Me  Clanahan  Ave  S W 
Roanoke  VA  24014 

CONWAY  III,  MD,  Kevin  AN 


Box  8163 

Roanoke  VA  24014 
CRAWFORD,  MD.  Robert  C 
1224  Franklin  Rd,  Sw 
Roanoke.  VA  24016 


CREEKMORE,  MD,  Robt  Sherman  DR 

2037  Crystal  Springs  Ave 
Roanoke  VA  24014 

CRICKENBERGER,  MD.  Dallas  P ORS 

21 10  Carolina  Ave,  Sw 
Roanoke  VA  24014 

CROCKETT  JR  . MD,  Chas  L HEM 

3136  Somerset  St  S W 
Roanoke  VA  24014 

CROW  JR,  MD,  William  Cecil  FP 

P 0 Box  280 
Fmcastle,  VA  24090 

CROWGEY,  MD,  Junius  Ellett  OPH 

P 0 Box  1789 
Roanoke  VA  24008 

CRUM,  MD,  Jerry  Brice  OPH 

1 138  Second  St  Sw 
Roanoke  VA  24016 

CRUSER,  MD,  Fred  S P 

V A Hosp 
Salem  VA  24153 

CUDWORTH,  MD.  Geo  Hitchon  AN 

Route  2 Box  270-F 
Fmcastle  VA  24090 

CUESTA,  MD,  Maximo  Lopez  OBG 

Roanoke  Memorial  Hospital 
Belleview  At  Jefferson  St 
Roanoke  VA  24033 

CUTTER.  MD.  Edgar  Burford  GS 

1234  Franklin  Rd  S W 
Roanoke  VA  24016 


DAVIS  JR  , MD  Chas  Fallon  FP 

3241  Pasley  Ave  Sw 
Roanoke  VA  24015 

DAVIS,  MD,  Algernon  Couch  OBG 

2324  Stallion  Circle 
Roanoke  VA  24018 

DAVIS,  MD,  Algernon  Gibson  OBG 

3922  Electric  Rd  Sw 
Roanoke  VA  24018 

DAVIS,  MD.  Frederick  Ferdon  OS 

820  King  James  St  Sw-Apt  B 
Roanoke  VA  24014 

DAVIS,  MD.  Wm  Vaughan  OBG 

1215  3rd  Streel.  Sw 
Roanoke,  VA  24016 

DE  BECK.  MD.  Thos  Wade  N 

2601  Franklin  Rd  Sw 
Roanoke  VA  24014 

DE  VERTER,  MD,  John  Scott  P 

1902  Braeburn  Dr 
Salem  VA  24153 

DICKERSON,  MD.  Shelby  Clark  IM 

P 0 Box  13367 
Roanoke  Mem  Hosps 
Roanoke  VA  24033 

DICKINSON,  MD,  Clara  R King  OS 

215  Hershberger  Nw  #F-lB 
Roanoke  VA  24012 

DILL,  MD,  James  Ellis  IM 

1310  Third  Streel 
Roanoke,  VA  24016 

DILLON,  MD,  Ronald  Williams  OPH 

400  Burwell  Street 
Salem.  VA  24153 

DOMB,  MD,  Henry  C FP 

4904  Mt  Holland  Dr 
Roanoke,  VA  24018 

DONATO,  MD.  Antonio  Tuason  GS 

1 125  S Jefferson  Street 
Roanoke,  VA  24016 

DONNELLY,  MD,  Thos  Edward  IM 

1315  2nd  St  Sw 
Roanoke  VA  24016 

DOSS,  MD.  Julian  Booth  P 

2309  Carter  Rd  Sw 
Roanoke  VA  24015 

DRIVER,  MD.  Sami  Francis  P 

3425  W Ridge  Rd 
Roanoke  VA  24014 

DUCKWALL,  MD.  Francis  Jos  PD 

1802  Braeburn  Dr 
Salem  VA  24153 

DUCKWORTH,  MD.  Elizabeth  H AN 

3342  Dawn  Circle.  Sw 
Roanoke,  VA  24018 

DUDLEY,  MD.  Frank  Humbert  GP 

P 0 Box  8 
Gladehill  VA  24092 

DURHAM.  MD.  Alfred  A ORS 

2110  Carolina  Ave 
Roanoke,  VA  24014 

EDDINS.  MD.  Wm  Geo  GP 

2333  Stallion  Cir  Sw 
Roanoke  VA  24018 

EDILLON,  MD,  Guido  Artes  AN 

4858  Glenbrook  Dr  Sw 
Roanoke  VA  24018 

EDMONDS,  MD,  Robt  Wm  IM 

5934  Castle  Rock  Road,  Sw 
Roanoke  VA  24018 

EDMUNDS,  MD.  Keith  Castleton  FP 

1802  Braeburn  Dr 
Salem  VA  24153 

EDWARDS  III.  MD.  Richard  Thos  IM 

1603  Franklin  Rd  Sw 
Roanoke  VA  24016 

ELIAS.  MD,  Wm  Sliman  P 

2601  Franklin  Rd  Sw 
Roanoke  VA  24014 

ELLETT  JR  , MD.  Rufus  P OBG 

P 0 Box  8477 
Roanoke  VA  24014 

ERDIM  JR  , MD.  Feyyaz  AN 

3235  Somerset  St  S W 
Roanoke  VA  24014 

ERWIN.  MD.  Wm  Swadley  IM 

2037  Crystal  Spring  Ave 
Roanoke  VA  24014 

FALKINBURG,  MD.  Newell  R NEP 

1117  South  Jefferson  St 
Roanoke  VA  24016 

FEAR,  MD,  Douglass  Durston  GS 

707  S Jefferson  St 
Roanoke  VA  24011 

FERRY  JR  , MD.  Darwin  John  NS 

2601  Franklin  Rd  Sw 
Roanoke  VA  24014 

FISHER,  MD  Richard  Harding  ORS 

1802  Braeburn  Dr 
Salem  VA  24153 

FORD,  MD.  George  W OM 

3835  Bosworth  Dr,  Sw 
Roanoke.  VA  24014 

FOSTER,  MD,  Wm  Leicester  GP 

2701  Melrose  Ave  N W 
Roanoke  VA  24017 

FRALIN,  MD.  Gordon  Wayne  FP 

1314  Peters  Creek  Road  Nw 
Roanoke,  VA  24017 

FRAZIER.  MD,  Arthur  Benj  TR 

3209  W R.dge  Rd,  Sw 
Roanoke,  VA  24014 

FRAZIER,  MD,  John  Richard  CHP 

1902  Braeburn  Dr 
Salem  VA  24153 

GALE,  MD.  James  Cofer  PTH 

Roanoke  Memorial  Hosp 
Dept  Path,  Box  13367 
Roanoke  VA  24033 


GANDEE.  MD.  R Wayne  R 

2037  Crystal  Spring  Ave.  Sw 
Roanoke.  VA  24014 

GARDNER,  MD.  John  E IM 

203  Med  Arts  Bldg 
Roanoke  VA  24011 

GARNER.  MD.  David  S P 

2205  Brambleton  Ave  Sw 
Roanoke  VA  24015 

GEIB,  MD  Wayne  A PTH 

20  Jingle  Shell  Lane 
Hilton  Head  Island  SC  29928 

GILLILAND,  MD  Charles  D IM 

1 122  Second  Street,  Sw 
Roanoke.  VA  24016 

GLASGOW.  MD  Jean  M Martin  GP 

5260  Crossbow  Circle 
Unit  17-D 

Roanoke  VA  24014 

GLENDY.  MD  R Earle  CD 

515  25th  Street.  Sw 
Apartment  2 
Roanoke  VA  24014 

GLONTZ,  MD  Gary  Edwin  IM 

1603  Franklin  Road.  Sw 
Roanoke,  VA  24016 

GODWIN,  MD.  Gene  Arthur  GP 

511  Blvd 

Salem  VA  24153 

GOOCH  III.  MD  Garrett  G OBG 

1802  Braeburn  Dr 
Salem  VA  24153 

GORDGE,  MD.  Wm  Noel  PD 

1201  3rd  St  S W 
Roanoke  VA  24016 

GRADY.  MD  Roger  Clifton  CHN 

1315  Second  St  Sw 
Roanoke  VA  24016 

GRAY.  MD,  William  G CHP 

310  Washington  Ave.  Sw 
Roanoke,  VA  24016 

GRAYSON  JR  , MD.  Richard  Jos  OTO 

P 0 Box  8306 
Roanoke  VA  24014 

GRAYSON,  MD  Wayne  Edward  FP 

3142  Brambleton  Ave 
Roanoke.  VA  24018 

GREER,  MD,  Wm  Crockett  GP 

31 12  Peters  Creek  Rd  Nw 
Roanoke  VA  24019 


GUELZOW,  MD.  Kurl  William  Lake  OPH 


3320  Franklin  Road,  Sw 
Roanoke.  VA  24014 

GUILFOYLE,  MD.  Francis  M PD 

1201  3rd  St  S W 
Roanoke  VA  24016 

GUNZENHAEUSER.  MD.  Leslie  IM 

1111  South  Jefferson  St 
Roanoke.  VA  24016 

HAGUE,  MD.  Frank  Jos  AN 

3044  Carolina  Ave  Sw 
Roanoke  VA  24014 

HAGY,  MD,  John  Albert  FP 

Rt  4 

Rocky  Mount  VA  24151 

HANCOCK,  MD  John  Dennis  OBG 

1 121  South  Jefferson  St 
Roanoke,  VA  24016 

HARMS.  MD.  Carl  Barnard  OBG 

212  Highland  Avenue 
Roanoke.  VA  24016 

HARPOLE,  MD.  David  H TS 

204  Me  Clanahan  St 
Roanoke  VA  24014 

HARRIS,  MD,  Ronald  B OPH 

3419  Wmterbury  Lane  Sw 
Roanoke  VA  24014 

HATCHER,  MD.  Wm  F OPH 

2654  Robin  Hood  Road  Se 
Roanoke  VA  24014 

HAUSER,  MD.  J Bruce  R 

2037  Crystal  Spring  Ave 
Radiology  Associates 
Roanoke,  VA  24014 

HEFNER,  MD,  Chas  A IM 

2101  Crystal  Spring  Avenue  Sw 
Roanoke  VA  24014 

HELVESTINE  JR  . MD.  Frank  U 

Rt  7 Box  424 
Roanoke  VA  24018 

HENNING.  MD.  George  D ORS 

1240  3rd  St  S W 
Roanoke  VA  24016 

HENRETTA,  MD,  Thomas  Ross  GS 

1234  Franklin  Rd  Sw 
Roanoke  VA  24016 

HICKAM,  MD.  George  Lindsay  PD 

Jefferson  Medical  Park 
1 1 19  S Jefferson  St.  Sw 
Roanoke,  VA  24016 

HOBACK,  MD,  Daniel  Pflum  GP 

7533  Williamson  Road,  N W 
Roanoke,  VA  24019 

HOBACK,  MD,  William  Wyatt  GS 

3505  Farmington  Dr  Sw 
Roanoke  VA  24018 

HOLLINGSWORTH,  MD,  John  H CD 

1315  2nd  Street  Sw 
Roanoke  VA  24016 

HULL,  MD.  George  H P 

1 17-B  Mcclanahan  St.  Sw 
P 0 Box  8098 
Roanoke  VA  24016 

HUMPHRIES  III,  MD  Marion  K OPH 

P 0 Box  1789 
Roanoke  VA  24008 

HUMPHRIES,  MD.  Thos  J PD 

1802  Braeburn  Dr 
Salem  VA  24153 
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HURT  JR.,  MD,  John  Omohundro  P 

1906  Braeburn  Drive 
Salem  VA  24153 

HURT,  MD,  Alvin  Judson  OBG 

1 17  Mcclanahan  Slreet 
Roanoke,  VA  24014 

HURT,  MD,  Geo  S OBG 

6910  Williamson  Road,  N W 
Roanoke  VA  24019 

HUTCHESON  JR  . MD  Robl  S IM 

1310  3D  St  S W 
Roanoke  VA  24016 

HUTCHESON  JR.  MD  Jack  Robert  IM 

2013  S Jefferson  Slreet 
2nd  Floor 

Roanoke,  VA  24014 

IRVIN  JR  , MD,  Robt  Wheary  OBG 

Roanoke  Memorial  Hospital 
Roanoke  VA  24009 

IVEY  JR,  MD,  Henry  Reese  FP 

204  S Maple  Street 
Vinton,  VA  24179 

JACOBS.  MD,  William  M PD 

2105  Crystal  Spring  Ave 
Roanoke,  VA  24014 

JACOBSON.  MD.  Abraham  M IM 

17  Highland  Avenue.  S W 
Roanoke,  VA  24016 

JENNINGS  JR  , MD,  C Leon  OBG 

4231  Colonial  Ave,  Sw 
Roanoke,  VA  24014 

JOHNSON,  MD.  Earl  Robt  IM 

2006  Windsor  Ave,  Sw 
Roanoke  VA  24015 

JOHNSON.  MD.  Frank  Mitchell  OS 

Box  7236 

Roanoke  VA  24019 

JOHNSON,  MD,  Harry  I CD 

1315  2D  St  S W 
Roanoke  VA  24016 

JOHNSON,  MD,  Walter  Smith  GS 

127  Me  Clanahan  St  S W 
Roanoke  VA  24014 

JONES.  MD,  Ben)  Newman  EM 

1802  Braeburn  Dr 
Salem  VA  24153 

JONES,  MD,  Daniel  Ralph  FP 

204  South  Maple  St 
Vinton  VA  24179 

JOSEFIAK,  MD,  Eugene  Jos  PTH 

4982  Foxridge  Rd  Sw 
Roanoke  VA  24014 

KAGEY,  MD.  William  Joseph  PD 

1803  Braeburn  Drive.  Sw 
Salem,  VA  24153 

KALVIS,  MD,  Elena  Astra  PUD 

P 0 Box  3217 
Grandm  Rel 
Roanoke.  VA  24015 

KANG,  MD,  Young  Sup  PS 

2037  Crystal  Springs  Ave  S W 
Roanoke  VA  24014 

KAUFMAN,  MD.  John  Pearse  D 

127  Mcclanahan  St 
Roanoke  VA  24014 

KAUFMAN,  MD,  WmH  D 

16535  Yeoho  Rd 
Sparks  Glencoe  MD  21152 

KEELEY,  MD,  Robl  Louis  A TS 

1234  Franklin  Rd 
Roanoke  VA  24016 

KEFFER  JR  , MD.  Ernest  J ORS 

707  Med  Arts  Bldg 
Roanoke  VA  24011 

KESSLER  II,  MD,  A Reit  GS 

Lewis  Gale  Clinic 
1802  Braeburn  Drive 
Salem.  VA  24153 

KEYS.  MD,  David  Nilson  OTO 

P 0 Box  1789 
Roanoke  VA  24008 

KIM.  MD.  Young  U EM 

3604  Morning  Dove  Rd  Sw 
Roanoke  VA  24018 

KING,  MD.  James  Peter  OTO 

1315  2nd  St  Sw 
Roanoke  VA  24016 

KISTLER,  MD,  Philip  Crosby  TS 

1234  Franklin  Rd  S W 
Roanoke  VA  24016 

KNOPF,  MD,  Reuben  De  Loach  DR 

2037  Crystal  Spring  Ave  S W 
Roanoke  VA  24014 

LAMPROS,  MD.  Jim  Nicholas  D 

402  United  Va  Bank  Bldg 
Roanoke  VA  24011 

LANIER.  MD.  Andrew  Stephens  EM 

Rd  3.  Box  78B 
Floyd,  VA  24091 

LE  PETER,  MD.  Alan  Jos  OPH 

1 138  Second  St  Sw 
Roanoke  VA  24016 

LEMON,  MD.  Geo  Lawton  EM 

5952  Saddleridge  Rd  Sw 
Roanoke  VA  24018 

LESKO,  MD  Edmund  Michael  AN 

Locust  Hill 
Route  1,  Box  300 
Rocky  Mount,  VA  24151 

LITTLE.  MD.  Scott  W OTO 

2108  Broadway  Ave  Sw 
Roanoke  VA  24014 

LITWILLER,  MD,  Roger  Wayne  AN 

5028  Falconridge  Road 
Roanoke  VA  24014 

LOFTIN  III,  MD,  Chas  Ivey  IM 

1310  Third  St  S W 
Roanoke  VA  24016 


LOUGHEED,  MD.  Marvin  N TR 

Post  Office  8567 
Roanoke  VA  24014 

LOWE  JR  , MD,  Richard  H U 

105  Professional  Bldg 
Roanoke  VA  24014 

LUCAS,  MD,  Davis  C A 

P 0 Box  81 15 
Roanoke  VA  24014 

LUEDKE,  MD.  George  Wm  P 

1112  Second  Street,  Sw 
Roanoke,  VA  24016 

LMD,  UTHERBurton  Lowe  GP 

3048  Brambleton  Ave  W 
Roanoke  VA  24015 

MAGIER,  MD,  Nina  G P 

V A Hosp 
Salem  VA  24153 

MANLEY  JR  , MD.  Walter  F D 

603  Downtown  Prof  Bldg 
30  Franklin  Road,  Sw 
Roanoke  VA  24011 

MANLEY.  MD  Walter  F D 

2902  Crystal  Spring  Ave 
Roanoke  VA  24014 

MARTIN,  MD,  John  Albert  R 

2037  Crystal  Sp  Ave  Sw 
Roanoke  VA  24014 

MAYSON  JR  , MD,  Preston  B R 

4906  Buckhorn  Drive 
Roanoke  VA  24014 

MC  CAUSLAND.  MD.  Alexander  A 

609  S Jefferson  St 
Roanoke  VA  24011 

MC  DANNALD  JR  . MD.  Eugene  R GS 
1125  S Jefferson  Street 
Roanoke,  VA  24016 

MELCHIONNA,  MD,  Olm  Richard  GP 

3022  Pioneer  Rd  N W 
Roanoke  VA  24012 

MEYER.  MD.  Julien  H OBG 

21 18  Rosalind  Ave  , S W 
Roanoke  VA  24014 

MEYER,  MD,  Michael  B PD 

1201  3rd  Street 
Roanoke.  VA  24016 

MILLER,  MD.  John  Milton  IM 

1802  Braeburn  Dr 
Salem  VA  24153 

MINARIK,  MD,  Harry  J GP 

209  Boulevard 
Salem  VA  24153 

MINICHAN.  MD.  David  Parrish  GS 

1234  Franklin  Rd  S W 
Roanoke  VA  24016 

MITCHELL,  MD.  Walton  F GP 

224  Main  St 
New  Castle  VA  24127 

MOIR,  MD.  Wm  Maryon  IM 

2121  Rosalind  Ave 
Roanoke  VA  24014 

MONAHAN,  MD,  Lawrence  Keith  IM 

1111  South  Jefferson  St 
Roanoke  VA  24016 

MOORE.  MD.  Michael  Judson  IM 

5005  Hunting  Hills  Dr  Sw 
Roanoke  VA  24016 

MORGAN.  MD,  John  Edward  GE 

2037  Crystal  Spring  Ave 
Roanoke  VA  24014 

MORRIS  III,  MD.  James  Culvm  PS 

2233  Sanford  Ave  S W 
Roanoke  VA  24014 

MURRAY,  MD.  Robt  Louis  R 

4825  Buckhorn  Road,  Sw 
Roanoke  VA  24014 

NEWTON,  MD,  Richard  Milton  CD 

2129  Rosalind  Ave  Sw 
Roanoke  VA  24014 

NOLAN,  MD.  Donald  Barry  N 

2601  Franklin  Rd  Sw 
Roanoke  VA  24014 

NOLAND  JR,  MD,  Eugene  Blackford  IM 
2632  Richelieu  Avenue 
Roanoke,  VA  24014 

NORRIS,  MD.  Wm  Templeton  P 

P 0 Box  488 
Salem  VA  24153 

NOTTINGHAM  III,  MD.  Clifford  FP 

2900  Peters  Creek  Road 
Roanoke,  VA  24019 

OAST,  MD,  Fred  F PUD 

1917  Greenwood  Rd 
Roanoke  VA  24015 

OBENSCHAIN,  MD,  Margaret  B PH 

4450  Northndge  St  Ne 
Roanoke  VA  24012 

OWENS,  MD,  Richard  S OPH 

803  Medical  Arts  Bldg 
Roanoke  VA  24011 

PAINE  JR  . MD,  Robt  Edward  IM 

808  Cherrywood  Rd 
Salem  VA  24153 

PARK,  MD,  Jong  Hee  AN 

3337  Clara  Rd  S W 
Roanoke  VA  24018 

PASLEY,  MD.  Faith  R FP 

2421  Crystal  Spring  Ave 
Roanoke,  VA  24014 

PASLEY,  MD,  William  W OBG 

1231  South  Jefferson  Street 
Roanoke,  VA  24016 

PASSMORE.  MD.  Mildred  R PH 

4450  Northndge  St  Ne 
Roanoke  VA  24012 

PATTEN,  MD.  Robt  Chester  FP 

Route  1,  Box  531 
Troutville,  VA  24175 


PATTERSON  JR,  MD.  Abram  M R 

2037  Crystal  Spring  Ave 
Roanoke,  VA  24014 

PAUZE,  MD,  John  Alexander  FP 

2519  Creston  Ave  Sw 
Roanoke  VA  24014 

PERKINS,  MD.  Marvin  E P 

Route  2 Box  309 
Fmcastle  VA  24090 

PETER.  MD,  Philip  NS 

2601  Franklin  Road,  Sw 
Roanoke,  VA  24014 

PETERSON  JR  , MD.  Chas  Hanson  IM 
2129  Rosalind  Ave  Sw 
Roanoke  VA  24014 

PIERCE,  MD.  Douglas  Edward  PD 

1201  3rd  St  Sw 
Roanoke  VA  24016 

POOLEY,  MD.  Robt  Earl  PTH 

Roanoke  Mem  Hosp 
Roanoke  VA  24014 

PRUNER,  MD,  Robert  A ORS 

1240  Third  St 
Roanoke  VA  24016 

QUIOCO,  MD  Heathcl.fi  M GS 

Wolfe  Medical  Clinic 
109  Claiborne  Avenue 
Rocky  Mount,  VA  24151 

RACE,  MD.  Donald  John  OPH 

1 138  2nd  St  Sw 
Roanoke  VA  24016 

RAGIONE.  MD,  Jos  Alfred  OM 

8 N Jefferson  St 
Roanoke  VA  24011 

RENICK,  MD,  Ole  Wibholm  OTO 

Box  1789 

7 1 1 South  Jefferson  Street 
Roanoke,  VA  24008 

RICE,  MD,  James  Davies  R 

2855  South  Jefferson  St,  Sw 
Roanoke  VA  24014 

RICHARDS  JR  . MD.  Lewis  G GS 

228  S Pollard  Street 
Vinton  VA  24179 

RIDGWAY-HULL,  MD.  Duvahl  B OBG 

1506  Franklin  Rd  S W 
Roanoke  VA  24016 

RIPLEY,  MD,  Louis  Paul  ORS 

1240  3rd  St  S W 
Roanoke  VA  24016 

ROLLER,  MD,  Gerald  Wm  IM 

1310  3D  St  S W 
Roanoke  VA  24016 

ROMAN,  MD,  Jorge  NEP 

1117  South  Jefferson  St 
Roanoke  VA  24016 

ROSENOFF,  MD,  Stephen  Howard  ON 

2013  South  Jefferson  Street 
Roanoke  VA  24014 

ROTH,  MD,  Robt  Frank  PS 

Lewis  Gale  Clinic 
Salem  VA  24153 

ROUTH.  MD.  William  D IM 

till  South  Jefferson  St 
Roanoke,  VA  24016 

ROYSTER  JR,  MD,  Randolph  L TR 

Cancer  Cenler 
Roanoke  Memorial  Hospitals 
Roanoke.  VA  24033 

RUSSELL,  MD,  Carl  M R 

1900  Electric  Road 
Salem  VA  24153 

RUTH,  MD,  Gerald  Jay  GYN 

1215  3rd  St  Sw 
Roanoke  VA  24016 

SARVAY  JR  , MD.  Thos  Long  P 

Fountain  Square  Bldg 
1315  Second  Slreel  Sw 
Roanoke  VA  24016 

SCRUGGS,  MD.  Hugh  J TR 

Roanoke  Memorial  Hospital 
Roanoke  VA  24014 

SEIF  III,  MD.  Rahmat  GS 

707  Building  203 
Roanoke  VA  24011 

SHAFFER  JR  , MD.  Lee  W ORS 

1240  3rd  St  S W 
Roanoke  VA  24016 

SHAH.  MD,  Narendra  Champaklal  P 

V A Hospital 
Salem  VA  24153 

SHAPIRO,  MD,  Andrew  Dishart  PD 

1201  3rd  St  Sw 
Roanoke  VA  24016 

SHINER,  MD,  Philip  Thompson  CD 

1315  Second  St  Sw 
Roanoke  VA  24016 

SHORTRIDGE,  MD,  Chas  M OPH 

Box  1789 

Roanoke  VA  24008 

SIBLEY  III,  MD,  Wm  Langley  GS 

1802  Braeburn  Drive 
Salem  VA  24153 

SIBLEY.  MD.  Wm  Langley  GS 

823A  Duke  Of  Gloucester  St  Sw 
Roanoke  VA  24014 

SIEBER.  MD.  Homer  Alden  CD 

1603  Franklin  Rd 
Roanoke  VA  24016 

SINGER,  MD  Lewis  Jay  PD 

1 138  2nd  Street,  Sw 
Roanoke,  VA  24016 

SISK,  MD.  Michael  Anthony  CHN 

2601  Franklin  Rd  Sw 
Roanoke  VA  24014 

SLEMP  JR  , MD,  Andrew  Alfred  GS 

1 101  First  St  Sw 
Roanoke  VA  24016 


SNEAD,  MD.  James  Given  R 

3232  Fordham  Rd  Sw 
Roanoke  VA  24014 

STARR,  MD,  John  Walter  CD 

1315  Second  St  Sw 
Roanoke  VA  24016 

STAVOLA,  MD,  Anthony  R FP 

1836  Greenwood  Road  Sw 
Roanoke  VA  24015 

STEPHENS,  MD,  Wesley  G EM 

Box  157 

Troutville  VA  24175 

STEVENS  JR  . MD.  Ward  Wm  NS 

2601  Franklin  Rd  Sw 
Roanoke  VA  24014 

STEWART,  MD,  Bruce  Neal  PUD 

1111  South  Jefferson  St 
Roanoke  VA  24016 

STOCKSTILL,  MD,  Leigh  H OBG 

1121  South  Jefferson  St 
Roanoke  VA  24016 

STONE  JR  , MD,  Harry  Beni  OPH 

81 1 Med  Arts  Bldg 
Roanoke  VA  24011 

STONE  MD,  Wm  Conrad  OPH 

1138  2nd  St  S W 
Roanoke  VA  24016 

STRICKLER,  MD.  Frank  Andes  P 

806  Med  Arts  Bldg 
Roanoke  VA  24011 

STRONG,  MD.  Thomas  E ORS 

1240  3rd  St  S W 
Roanoke  VA  24016 

SUDRANSKI,  MD.  Herbert  F OPH 

5151  Carriage  Dr  Sw 
Roanoke  VA  24018 

SYDNOR,  MD.  J Brantley  OTO 

P 0 Box  8306 
Roanoke  VA  24014 

TAYLOR,  MD,  Smith  Davis  FP 

Rt  1 Box  407 
Fmcastle  VA  24090 

TEAGUE.  MD.  Nelson  Stone  U 

1234  Franklin  Rd 
Roanoke  VA  24016 

THOMAS,  MD,  Bruce  Richard  R 

2037  Cryslal  Spring  Ave 
Roanoke,  VA  24014 

THOMAS,  MD.  Wm  Odell  DR 

2037  Crystal  Sp  Ave 
Roanoke  VA  24014 

TICE.  MD.  Wm  Preston  NS 

1305  Lakewood  Drive 
Roanoke  VA  24015 

TORRE,  MD,  Anthony  Vincent  PTH 

Lewis  Gale  Hos-1900  Electric 
Salem  VA  24153 

TROSTLE,  MD,  Thomas  F AN 

5013  Falcon  Ridge  Road 
Roanoke,  VA  24014 

TUCK,  MD,  Kenneth  Douglas  OPH 

3320  Franklin  Road,  Sw 
Roanoke  VA  24014 

VANCE.  MD,  Sami  Franklin  HEM 

2037  Crystal  Spring  Ave 
Roanoke  VA  24014 

VARNER,  MD.  Donald  Wayne  PTH 

6132  Saddleridge  Circle 
Roanoke.  VA  24018 

VARNER.  MD.  John  D NS 

2601  Franklin  Road  Sw 
Roanoke  VA  24014 

VERMILLION.  MD,  Robert  L OBG 

21 18  Rosalind  Ave,  Sw 
Roanoke,  VA  24014 

VICTOR,  MD.  Fen'n  Ernest  GP 

516  11th  St  N W 
Roanoke  VA  24017 

WADE,  MD.  Evelyn  Henry  Clark  P 

3568  Peakwood  Dr  Sw 
Roanoke  VA  24014 

WADE.  MD.  Frank  Alton  IM 

1802  Braeburn  Dr 
Salem  VA  24153 

WAKAT,  MD,  Marshall  A NM 

2037  Crystal  Spring  Ave 
Roanoke,  VA  24014 

WALKE,  MD,  John  Tabb  PD 

1802  Braeburn  Dr 
Salem  VA  24153 

WALKER,  MD.  Rome  Haward  GS 

2316  York  Road 
Roanoke,  VA  24015 

WALL,  MD,  Geo  Hampton  GE 

1802  Braeburn  Dr 
Salem  VA  24153 

WALLENBORN  JR  , MD,  Peter  A OTO 
P 0 Box  8306 
Roanoke  VA  24014 

WALTON,  MD.  David  Clark  PDA 

5020  Grandm  Road 
Ext  Sw 

Roanoke  VA  24018 

WARD.  MD,  Wm  Caldwell  FP 

3142  Brambleton  Ave  Sw 
Roanoke  VA  24014 

WATTS,  MD,  Earl  Wilson  OM 

1802  Braeburn  Drive 
Salem  VA  24153 

WEAVER.  MD.  Edgar  Newman  NS 

2601  Franklin  Rd  Sw 
Roanoke  VA  24014 

WELCH.  MD,  Nancy  Mae  PD 

1046  Finney  Drive 
Vinton,  VA  24179 

WELLER,  MD.  Wm  Franklin  DR 

Box  8085 

Roanoke  VA  24014 


WELLS,  MD,  Hugh  Haynsworth  PD 

Roanoke  Memorial  Hospitals 
Post  Office  Box  13367 
Roanoke,  VA  24033 

WHELESS,  MD.  James  Elijah  IM 

1603  Franklin  Rd  S W 
Roanoke  VA  24016 

WHITE,  MD.  Paul  Fletcher  A 

5020  Grandm  Road 
Ext  Sw 

Roanoke,  VA  24018 

WHITMAN  JR  , MD.  Wm  Rush  GS 

Route  1,  Box  218 
Goodview,  VA  24095 

WIDMEYER,  MD,  Robert  S ORS 

1240  Third  Street,  Sw 
Roanoke,  VA  24016 

WILKS.  MD,  John  Wm  GYN 

1234  Franklin  Rd  S W 
Roanoke  VA  24016 

WILLIAMS  II  , MD.  Edwin  Leon  GS 

4536  Greenlee  Rd  Sw 
Roanoke  VA  24018 

WILLIAMS  II,  MD.  Samuel  GS 

Suite  404 

213  Mcclanahan  Street.  Sw 
Roanoke,  VA  24014 

WILLIAMS,  MD.  Donald  Richard  FP 

51 1 Boulevard 
Salem  VA  24153 

WINBORNE  JR  , MD,  Roger  M IM 

374  Woods  Ave  Sw 
Roanoke  VA  24016 

WISMAN,  MD.  Wm  Robt  OBG 

1506  Franklin  Rd  S W 
Roanoke  VA  24016 

WITTEN,  MD,  James  A PUD 

3802  Bosworlh  Dr 
Roanoke  VA  24014 

WOOD,  MD,  John  Robert  OPH 

Gill  Memorial  Clinic 
707  S Jefferson  St,  Sw 
Roanoke,  VA  24008 

YATES  JR  , MD.  Harry  Robt  IM 

2037  Crystal  Spring 
Roanoke  VA  24014 

YOUNG  JR  , MD,  Chas  Augustus  OPH 

122  Mountain  Ave  S W 
Roanoke  VA  24016 

ROCKBRIDGE 

BRUSH  JR  , MD,  Edward  V GP 

2 E Washington  St 
Lexington  VA  24450 

COLEMAN,  MD,  Howe  Reese  OPH 

P 0 Box  908 
Lexington  VA  24450 

COUPER,  MD,  John  Lee  AN 

Rockbridge  Prof  Bldg 
Lexington  VA  24450 

DICK,  MD.  W Barton  ORS 

1 10  Houston  Street 
Lexington  VA  24450 

EASON,  MD,  Robt  R GP 

P 0 Box  268 
Buena  Vista  VA  24416 

ECHOLS,  MD.  Wm  Beecher  OTO 

1 10  Houston  Street 
Suite  A 

Lexington  VA  24450 

FEDDEMAN,  MD.  Frederick  A GP 

2 E Washington  St 
Lexington  VA  24450 

HARRALSON,  MD,  John  David  OBG 

1 10  Houston  Street 
Lexington  VA  24450 

HEDRICK,  MD,  Thos  B GP 

2141  Sycamore  Avenue 
Buena  Vista  VA  24416 

IRONS  JR,  MD,  Robert  Price  GS 

Rockbridge  Professional  Bldg 
Lexington,  VA  24450 

IRONS,  MD.  Robt  P GS 

Rockbridge  Prof  Bldg 
Lexington  VA  24450 

KENNAN,  MD.  Thos  F GP 

Star  Route  B,  Box  44 
Staunton,  VA  24401 

LARSEN,  MD.  Geo  Douglas  OBG 

2 Courtland  Center 
Lexington  VA  24450 

LEWIS,  MD,  Cary  Lewis  IM 

Rockbridge  Prof  Bldg 
Lexington,  VA  24450 

MC  CLUNG  JR  . MD,  Oscar  H GP 

Rockbirdge  Prof  Bldg 
Lexington  VA  24450 

MC  CLUNG,  MD,  John  Houston  GP 

Box  65 

Glasgow  VA  24555 

MICOU.  MD.  Lewis  A GP 

3100  Shore  Drive 
Apl  1017 

Virginia  Beach,  VA  23451 

OLD  III,  MD,  Wm  Whitehurst  GS 

Rockbridge  Prof  Bldg 
Lexington  VA  24450 

PICKRAL,  MD,  Robert  M FP 

205  Johnstone  Street 
Lexington,  VA  24450 

RADOM,  MD.  Sanford  B R 

214  Overhill  Dr 
Lexington,  VA  24450 

SLAUGHTER,  MD,  Arthur  Robert  FP 

2252  Magnolia  Avenue 
Buena  Vista.  VA  24416 
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WEDDLE,  MD.  William  E FP 

2252  Magnolia  Avenue 
Buena  Vista.  VA  24416 

ROCKINGHAM 

ANDES,  MD.  Geo  Calvert  OPH 

252  E Grattan  St 
Harrisonburg  VA  22801 
ARMENTROUT,  MD,  Clement  S GYN 

468  Ott  St 

Harrisonburg  VA  22801 
BAKER,  MD.  William  B IM 

847  Cantrell  Ave 
Harrisonburg,  VA  22801 
BLAY,  MD,  Andrew  Brian  FP 

108  Flint  Avenue 
Harrisonburg,  VA  22801 
BOOTH,  MD.  Hobson  G OBG 

1041  South  Main  St 
Harrisonburg,  VA  22801 
BROOKS,  MD.  Charles  Harris  IM 

847  Cantrell  Avenue 
Harrisonburg,  VA  22801 
BRUNK,  MD,  James  Robt  PUD 

1031  S Mam  St 
Harrisonburg  VA  22801 
BRYANT,  MD,  Robt  Singleton  IM 

725  S Mason  St 
Harrisonburg  VA  22801 
BURT,  MD,  Leslie  Stephen  PD 

1031  S Main  St 
Suite  29 

Harrisonburg  VA  22801 
BYERS,  MD,  Francis  L GP 

1049  S Mam  St 
Harrisonburg  VA  22801 
CALDWELL,  MD.  Paul  Chas  DR 

417  Paul  St 

Harrisonburg  VA  22801 
CALLAHAN,  MD,  Donald  Morris  R 

1031  S Main  St  Ste  10 
Harrisonburg  VA  22801 
CANTER  JR  , MD.  Noland  M R 

456  Ott  Street 
Harrisonburg  VA  22801 
CHALAM,  MD.  Ramesh  AN 

Route  1,  Box  217 
Mount  Crawford,  VA  22841 
CHAPPELL  JR,  MD.  George  E ORS 

31 1 Paul  Street 
Harrisonburg.  VA  22801 

CRAUN  JR,  MD.  Galen  G ORS 

1015  Harrison  Street 
Harrisonburg.  VA  22801 
CRAUN,  MD,  Galen  Glick  GS 

Rt  1 Box  92 
Harrisonburg  VA  22801 
DEYERLE,  MD,  Henry  Price  GS 

312  S Mam  St 
Harrisonburg  VA  22801 

DUMLER  JR  , MD.  John  Chas  D 

1015  Harrison  Street 
Harrisonburg  VA  22801 
EAGLE,  MD.  John  Russell  P 

640  South  Mam  St 
Harrisonburg  VA  22801 
EGGLESTON,  MD,  Robert  B OPH 

245  Newman  Ave 
Harrisonburg,  VA  22801 
ESHLEMAN.  MD.  Merle  W GP 

1400  College  Ave 
Harrisonburg  VA  22801 
EVANS,  MD,  James  Dewitt  FP 

1031  South  Mam  Street 
Harrisonburg  VA  22801 
FLETCHER,  MD,  Wm  Paul  FP 

1429  S Mam  St 
Harrisonburg  VA  22801 
FOX,  MD,  Frederick  Louvane  ORS 

Medical  Arts  Building 
1041  South  Mam  Street 
Harrisonburg  VA  22801 
GARDNER,  MD,  Jos  Erskm  FP 

1031  S Mam 
Harrisonburg  VA  22801 
GEARING  JR  , MD,  Frank  W R 

813  Oak  Hill  Dr 
Harrisonburg  VA  22801 
GLICK  JR  , MD,  John  T GP 

Box  397 

Broadway  VA  22815 

GLICK,  MD.  Jos  Livingstone  P 

413  Chestnut  Drive 
Harrisonburg  VA  22801 
GRAVES  V,  MD.  Asa  Wesley  GP 

Lacey  Spring  VA  22833 
HARPER  III.  MD,  G William  FP 

1015  Harrison  Street 
Harrisonburg,  VA  22801 
HARPER,  MD,  Eugene  Jutson  GS 

1031  S Mam  Street 
Harrisonburg  VA  22801 
HEARN,  MD,  John  T GP 

Montevideo  Clinic 
Penn  Laird  VA  22846 

HELBERT,  MD.  Hollen  G IM 

1031  S Mam  St 
Harrisonburg  VA  22801 
HENDERSON,  MD,  Chas  Henry  R 

Medical  Arts  Bldg  Ste  10 
Harrisonburg  VA  22801 
HESS,  MD,  Irvin  Eugene  ORS 

1031  S Mam  St 
Harrisonburg  VA  22801 
HOLTHAUS,  MD  Wallace  Harold  PTH 

Rockingham  Mem  Hosp 
Harrisonburg  VA  22801 


HOTCHKISS,  MD,  Wm  J GP 

Box  397 

Broadway  VA  22815 

HUFFMAN,  MD,  Rufus  Clyde  FP 

200  High  Street 
Post  Office  Box  237 
Bridgewater  Va  22812 
KENNEL,  MD,  Elmer  Elwood  GS 

1031  South  Mam  St 
Harrisonburg  VA  22801 
KIDWELL,  MD,  John  Aaron  EM 

Rt  1 Box  1 78B 
Port  Republic  VA  24471 
KLIM,  DO,  Philip  A.  OST 

402  Garber's  Church  Road 
Harrisonburg.  VA  22801 
KNISS,  MD,  Mark  Allan  FP 

1000  Mt  Clinton  Pike 
Harrisonburg  VA  22801 
KOHRING,  MD,  Regis  Clarke  AN 

1840  East  Market  St 
Harrisonburg  VA  22801 
LAMBERT,  MD.  Lynn  D PD 

2400  Port  Road 
Harrisonburg,  VA  22801 
LAREAU,  MD.  Eugene  Raymond  GS 

1031  South  Mam  St  St  1 1 
Harrisonburg  VA  22801 
MALONE,  MD,  Jonathan  K ORS 

Route  1,  Box  21 1 
Mount  Crawford,  VA  22841 
MANSFIELD,  MD,  John  Bristow  GS 

725  South  Mason  Street 
Harrisonburg,  VA  22801 
MC  DONALD,  MD,  Robert  M PD 

475  Myers  Avenue 
Harrisonburg  VA  22801 
MILLER,  MD.  Chas  S GP 

Box  165 

Elkton  VA  22827 

MORRISON,  MD,  A Glenn  PTH 

738  South  Mason  St 
Harrisonburg,  VA  22801 
NASH,  MD,  Beverly  W FP 

Timberville  VA  22853 

NICHOLSON  III,  MD,  Wm  H GP 

Box  166 

Elkton  VA  22827 

NIPE,  MD,  Geo  Maynard  OBG 

1031  S Mam  St 
Harrisonburg  VA  22801 
PEREZ,  MD,  Jose  Ramon  U 

847  Cantrell  Ave 
Harrisonburg  VA  22801 
PERRY,  MD,  Danny  L FP 

P O Box  388 
Timberville,  VA  22853 
PRESTON,  MD,  Robert  Willard  OPH 

1031  S Main 
Harrisonburg  VA  22801 
QUISLING.  MD,  Richard  Warren  OTO 

4731  Trousdale  Drive 
Nashville,  TN  37220 

RAPP,  MD,  Raymond  Edward  AN 

1840  East  Market  St 
Harrisonburg  VA  22801 
READ,  MD  Marc  Edward  R 

Shenandoah  County 
Memorial  Hospital 
Woodstock.  VA  22664 
REILLY,  MD,  Michael  John  OBG 

1041  S Mam  St 
Harrisonburg  VA  22801 
REISH,  MD,  Wm  Edwin  GP 

Box  55A 

Harrisonburg  VA  22801 
RIDDEL  JR  , MD,  Clifford  T EM 

401  West  Bank  St 
Bridgewater  VA  22812 
SANTOS,  MD,  Dommador  S GS 

1356  1/2  South  Mam  St 
Harrisonburg,  VA  22801 
SCHLABACH,  MD,  Walter  E GS 

Kilimanjaro  Christian 
Med  Center,  Private  Bag 
Moshi,  TanzaniA  00000 
SCHULTZ,  MD,  Joyce  A PS 

1031  S Mam  Street 
Suite  6 

Harrisonburg,  VA  22801 
SCHULTZ,  MD,  Robt  Gwynn  OBG 

Med  Arts  Bldg 
Harrisonburg  VA  22801 
SEASE  JR  , MD,  Cyril  Iredel  U 

725  S Mason  St 
Harrisonburg  VA  22801 
SEASE,  MD,  James  Richard  GS 

725  S Mason  St 
Harrisonburg  VA  22801 
SEASE,  MD,  Robt  H IM 

725  S Mason  St 
Harrisonburg  VA  22801 
SENFIELD,  MD,  Richard  Maxon  AN 

1840  East  Market  Street 
Harrisonburg  VA  22801 
SHANK,  MD,  David  Lee  EM 

1 186  Portland  Dr 
Harrisonburg,  VA  22801 
SHEAP,  MD,  Christopher  Newkirk  D 

1015  Harrison  St 
Harrisonburg  VA  22801 
SHOWALTER,  MD,  Carl  Robt  P 

1031  S Mam  St 
Harrisonburg  VA  22801 
SHOWALTER,  MD,  Samuel  G FP 

Family  Health  Center 
Weyers  Cave  VA  24486 


SMITH  JR,  MD,  Richard  H EM 

P O Box  181 

Bridge  Water.  VA  22812 
SMITH,  MD,  Joseph  Douglas  FP 

Route  2,  Box  32K 
Bridgewater,  VA  22812 
SMITH,  MD.  Michael  E DR 

208-B  Rocco  Drive 
Harrisonburg,  VA  22801 
STAUFFER,  MD,  John  M FP 

P O Box  388 
Timberville,  VA  22853 
STORY,  MD,  Wm  Henry  AN 

1840  East  Market  St 
Harrisonburg  VA  22801 
TALBOT,  MD,  Wm  Hanna  PTH 

738  S Mason  Streett 
Harrisonburg  VA  22801 
THOMPSON,  MD,  James  Walker  IM 

1 14  South  Main  St 
Bridgewater  VA  22812 
TORKELSON,  MD,  Leif  Oscar  CD 

Route  1,  Box  240  D 
Mount  Crawford,  VA  22841 
VEST,  MD,  Timothy  Keith  GE 

847  Cantrell  Avenue 
Harrisonburg,  VA  22801 
WAMPLER,  MD,  Garland  Jos  GP 

104  West  College  Street 
Bridgewater  VA  22812 
WEIDIG  JR  , MD,  George  Louis  FP 

1015  Harrison  Street 
Harrisonburg  VA  22801 
WHITE,  MD,  Gordon  Osier  N 

170  S Mam  St 
Harrisonburg  VA  22801 
WHITEHEAD  JR,  MD,  David  C FP 

1015  Harrison  St 
Harrisonburg  VA  22801 
WINE,  MD,  Jean  Fennell  IM 

1031  S Main  St 
Harrisonburg  VA  22801 
WITMER,  MD,  Daniel  G.  OBG 

1041  S Mam  St 
Harrisonburg  VA  22801 
YODER  JR  , MD,  Paul  Roy  OPH 

1031  South  Mam  Si 
Harrisonburg  VA  22801 
YODER,  MD,  Gene  Lee  IM 

1031  S Mam  Street 
Suite  28 

Harrisonburg.  VA  22801 
YODER,  MD,  Paul  T GPM 

1000  Mt  Clinton  Pike 
Harrisonburg  VA  22801 
ZAPANTA,  MD,  Conrado  R OTO 

831  Cantrell  Avenue 
Harrisonburg  VA  22801 
ZIRKLE  JR.  MD,  Walter  M OBG 

1041  S Mam  St 
Harrisonburg  VA  22801 

SCOTT 

ADKINS,  MD,  Bruce  Richard  GP 

Route  4,  Box  124  Md 
Gate  City  VA  24251 

GRIGSBY,  MD,  Wm  Paul  GS 

1735  Fort  Henry  Drive 
Kingsport  TN  37660 

HAMPTON,  MD,  Hobert  M GP 

Route  4 
Box  152 

Gate  City  VA  24251 

HONEYCUTT  JR  , MD,  Grover  C PH 

P O Box  278 
Gate  City  VA  24251 

SOUTHSIDE  VIRGINIA 

ADAMS,  MD,  Allan  B R 

P O Box  242 
Gulf  Shores,  AL  36542 
ADAMS,  MD,  James  Belt  GP 

6 Doctors  Dr 
Emporia  VA  23847 

AHMAD,  MD,  Mohammad  I OBG 

418  South  Mam  St 
P O Box  646 
Emporia,  VA  23847 

ALLISON,  MD,  Robley  Curtis  OS 

6 Doctors  Dr 
Emporia  VA  23847 

ANDREW,  MD,  Theodore  C GP 

405  Hopewell  St 
Hopewell  VA  23860 

ANTONIO  III,  MD,  Eugenio  V GS 

Route  4,  Box  140 
Prince  George.  VA  23875 
ASHBY,  MD,  Chas  Chandler  GP 

P O Box  339 
Dinwiddie  VA  23841 

BADIN  III,  MD.  Nicholas  R 

1840  Westchester  Dr 
Petersburg  VA  23803 

BANE,  MD,  Earle  M GP 

319  West  Church  St 
Lawrenceville  VA  23868 
BARNWELL,  MD,  Benj  Burdee  GS 

40  Liberty  St 
Petersburg  VA  23803 

BAUGH  JR  . MD,  Emerson  Danl  FP 

Fifth  Ave 

Kenbridge  VA  23944 

BAYNARD,  MD.  Melvin  G ABS 

Truck  St 

Lawrenceville  VA  23868 
BERGEN,  MD,  Frederick  D Oench  TS 

1 16  S Sycamore  St 
Petersburg  VA  23803 


BERNSTEIN  JR  , MD,  Harry  U 

Route  3,  Box  9 
Farmville  VA  23901 

BIGLEY  JR  , MD.  H Alan  U 

700  S Sycamore  St, 

Petersburg  VA  23803 
BISHOP.  MD,  Wm  Branch  GP 

319  W Church  St 
Lawrenceville  VA  23868 
BLAKE,  MD,  Michael  Clarence  GS 

615  West  Broadway 
Hopewell,  VA  23860 

BOAZ  JR  , MD,  Beverly  Gilly  AN 

1834  Fort  Rice  St 
Petersburg  VA  23803 

BOUTROS,  MD,  Samir  B G U 

P 0 Box  25 
South  Hill,  VA  23970 

BOWLES,  MD,  James  William  OPH 

408  S Sycamore  Street 
Petersburg,  VA  23803 
BRAND,  MD,  Rolf  GP 

212  Mecklenburg  Avenue 
South  Hill,  VA  23970 

BRANTLEY,  MD.  Aurelius  Walter  FP 

205  Cypress  Ave 
Franklin  VA  23851 

BRAXTON,  MD,  Herman  H FP 

236  E 4th  St 
Chase  City  VA  23924 
BRICKHOUSE,  MD.  Albert  T GP 

207  E Cawson  St 
Hopewell  VA  23860 

BRIDGFORTH,  MD,  Lewis  Wm  GP 

Box  A-F 

Victoria  VA  23974 

BURWELL,  MD,  Bronwen  FP 

1570  Brandon  Ave 
Petersburg,  VA  23805 
CARTWRIGHT,  MD,  Crosby  W GP 

733  Halifax  Street 
Emporia  VA  23847 

CHAMBERLAIN,  MD.  Chas  Wm  EM 

Willmary  Court 
Waverly  VA  23890 

CHILDREY,  MD,  Stephen  GP 

P 0 Box  68 
Chase  City  VA  23924 

CHIU,  MD,  Ming  Sung  IM 

102  Oakwood  Drive 
Hopewell,  VA  23860 

CHOU,  MD.  Yi  Nan  CD 

108  Oakwood  Dr 
Hopewell  VA  23860 

COHEN  JR  , MD,  Alvin  IM 

531  S Sycamore  St 
Petersburg  VA  23803 

COLLMANN,  MD,  Warren  X GS 

108  4th  St 
Farmville  VA  23901 

CONCODORA,  MD,  Joseph  A U 

345  Eppes  Street 
Hopewell,  VA  23860 

COPPEDGE,  MD,  Chas  Wm  GP 

205  N Virginia  St 
Farmville  VA  23901 

CROSIER,  MD.  Joseph  L ORS 

P 0 Box  1835 
Petersburg  VA  23803 

CROWDER  JR  . MD,  Chas  H FP 

212  Mecklenburg  Ave 
South  Hill  VA  23970 

CROWDER,  MD,  Margaret  E IM 

444  Halifax  St 
Petersburg  VA  23803 
DANIELS,  MD.  Warren  C IM 

Medical  Dept,  Allied  Chemical 
Post  Office  Box  831 
Hopewell,  VA  23860 

DAW,  MD,  Albert  Lee  GS 

Post  Office  Box  98 
South  Hill.  VA  23970 

DOSHI,  MD,  Ramesh  D R 

6437  Moon  Lane 
Richmond,  VA  23234 

DOUGHERTY,  MD,  Clyde  Hudson  GP 

303  Appomattox  St 
Hopewell  VA  23860 

DREWRY,  MD,  David  B PD 

1 1 1 Morton  St 
Petersburg  VA  23805 

DURRANI  JR,  MD,  Waheed  P 

709  Cedar  Lane  Rt  1 
Hopewell,  VA  23860 

EASTERLING.  MD,  John  G GS 

207  E Cawson  St 
Hopewell  VA  23860 

EHRENWORTH,  MD,  Adolphe  M R 

1964  Wakefield  St 
Petersburg  VA  23803 

EMILIANI,  MD,  N A P 

312  S Sycamore  Street 
Petersburg.  VA  23803 
ENDE,  MD,  Milton  Facp  IM 

121  S Market  St 
Petersburg  VA  23803 
FABIE,  MD,  Anastacia  E IM 

Kenner  Army  Hospital 
Fort  Lee,  VA  23801 

FARBER,  MD,  Herman  Wm  PD 

1 1 1 Morton  St 
Petersburg  VA  23803 
FEILD,  MD,  Bolling  Jones  CD 

507  S Sycamore  St 
Petersburg  VA  23803 
FEMINELLA  JR  , MD,  John  Geo  U 

700  S Sycamore  St 
Petersburg  VA  23803 


FLAHERTY,  MD,  Michael  J HEM 

712  West  Broadway 
Hopewell,  VA  23860 

GEAR,  MD,  Arthur  Sewell  CD 

Post  Office  Box  536 
South  Hill,  VA  23970 

GOLDBERG.  MD,  Jay  Stephen  IM 

3731  B Blvd 

Colonial  Heights  VA  23834 
GOMEZ,  MD.  Maximmo  PD 

Southside  Va  Training  Center 
P 0 Box  4110 
Petersburg  VA  23803 
GONZALES  MD,  Manuel  B PTH 

Petersburg  General  Hosp 
801  South  Adams  Street 
Petersburg  Va  23803 

GONZALES,  MD.  Patricia  D PD 

4202  Quebec  Ave 
Prince  George  Va  23875 
GONZALEZ,  MD,  Juan  M GP 

Shopping  Ctr 
Farmville  VA  23901 

GORDON,  MD.  Edward  I PD 

P 0 Box  603 
Farmville  VA  23901 

GRAHAM  JR  , MD  Sami  Alan  PH 

Piedmont  Health  District 
P 0 Box  347 
Farmville  VA  23901 

GRELLA  JR,  MD,  Benjamin  DR 

Route  2.  Box  327 
Tanglewood  Shores 
Bracey,  VA  23919 

GRIFFIN  JR  , MD  Harvey  Lee  PTH 

Petersburg  Gen  Hosp 
Petersburg  VA  23803 
GRISWOLD.  MD,  Martha  A IM 

700  S.  Sycamore 
Suite  U 3 

Petersburg,  VA  23803 
GRIZZARD.  MD.  Wm  Sami  OBG 

530  S Sycamore  St 
Petersburg  VA  23803 
GUILLERMIN,  MD.  John  Philip  NS 

1 16  S Sycamore  Street 
Petersburg,  VA  23803 
GULMATICO,  MD,  Oscar  B PD 

913  B W Danville  St 
South  Hill  VA  23970 

HAINES,  MD,  David  Morrill  ORS 

P 0 Box  1835 
Petersburg  VA  23803 
HAMNER,  MD,  James  L GP 

Mannboro  VA  23105 

HARGROVE  JR  , MD.  Roy  Belmont  GS 
Box  247 

Farmville  VA  23901 

HARRIS  JR  , MD,  Andrew  E FP 

820  So  Mam  St 
Blackstone  VA  23824 
HARRIS,  MD,  James  Selden  GP 

820  So  Mam  St 
Blackstone  VA  23824 
HARRY,  MD.  Frederick  P IM 

P 0 Box  338 

Colonial  Heights,  VA  23834 
HART  JR  , MD,  Kirby  Thompson  PD 

1 1 1 Morton  Ave 
Petersburg  VA  23805 
HAUSER,  MD,  Walter  Arthur  CHP 

1947  Walton  Street 
Petersburg  VA  23803 
HEDA  JR  . MD.  Tibor  US 

8 Marshall  St 
Petersburg  VA  23803 
HERRING  JR  . MD.  Alvah  L GS 

P 0 Box  309 
Amelia,  VA  23002 

HO,  MD,  Thuy  Nguyen  OBG 

603  S Sycamore  St 
Petersburg,  VA  23803 
HOLDEN,  MD,  Bobby  G GP 

520  South  Sycamore  St 
Petersburg  VA  23803 
HOLSINGER,  MD,  Hubert  B GS 

Rt  1 Box  375 
Farmville  VA  23901 

HOOVER,  MD.  Herbert  C AN 

1833  S Sycamore  St 
Petersburg  VA  23805 
HOWELL,  MD,  Talmadge  Rudolph  R 

3325  Osborn  Road 
Chester,  VA  23831 

HU,  MD,  Anthony  Wen-Shih  PTH 

John  Randolph  Hospital 
Hopewell,  VA  23860 

ISHIZAWAR,  MD,  Yorckay  C.  GS 

510  S Sycamore 
Suite  B 

Petersburg,  VA  23803 
JACOBS,  MD,  Erwin  Melvin  N 

510  South  Sycamore  St 
Petersburg  VA  23803 
JENSEN.  MD,  Edward  Walter  IM 

4810  Bruce  Road 
Chester.  VA  23831 

JOHNSON,  MD,  Alfred  G GS 

444  Halifax  St 
Petersburg  VA  23803 
JOHNSON,  MD,  Allen  C DR 

1600  Wilton  Road 
Petersburg,  VA  23805 
JUDY,  MD.  Sami  Benj  FP 

Box  337 

Clarksville  VA  23927 

KAWAKAMI,  MD,  Fumikazu  IM 

602  North  6th  Ave 
Hopewell.  VA  23860 
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PSYCHIATRIC  INSTITUTE 

OF  RICHMOND 

YOUR  COMPREHENSIVE  MENTAL  HEALTH  CARE  CENTER 

FOR  CHILDREN  AND  ADOLESCENTS  _ 'X 


• Acute  Care 

• Intermediate  Care 

• Substance  Abuse  Program 

• Accredited  School  Specializing 

in  Learning  Disabled  and  Emotionally 
Disturbed  Children  and  Adolescents 

• Outpatient  and  Emergency  Services 
Provided  tor  Children,  Adolescents, 

Adults,  and  Families 

• South  Richmond  Outpatient  Office 
Located  at 

8132  Forest  Hill  Avenue 

JOE  W.  KING,  MD  & ASSOCIATES,  P.C. 

329-4392 

3001  Fifth  Avenue 
Richmond,  Virginia  23222 


VIRGINIA 

HEART 

INSTITUTE 

OUTPATIENT  HOSPITAL 


•Stress  and  ambulatory 

electrocardiography 
•Vectorcardiography 
•Echocardiography 
•Pulmonary  function  studies 
•Cardiac  rehabilitation 
•Cardiac  catheterization 
•Cardiac  nuclear  medicine 


Charles  L.  Baird,  Jr,  M.D.,  Director,  205  North  Hamilton  Street,  Richmond,  Virginia  23221 , (804)  359-9265. 


Adult  and  Adolescent  Treatment  Programs 

Comprehensive  Inpatient  Services 

• Individual  and  Group  Psychotherapy  • Substance  Abuse  Counseling 

• Family  Therapy  • Fully  Licensed  School 

* 24  Hour  Admissions  * 

Treatment  services  covered  by  most  health  insurance  plans 


Dominion  Psychiatric 
Treatment  Center 

2960  Sleepy  Hollow  Road 
Falls  Church,  Virginia  22044 

703/536-2000 


Accredited 
by  JCAH 


Retirement  Plans!  A Realistic 
Approach  for  Incorporated  Physicians 


• The  Plans  — 4 tax- sheltered,  IRS  — approved  prototypes: 
profit  sharing;  money  purchase  pension;  defined  benefit  pension; 
target  benefit  pension  . . . 

• The  Reason  — Tax  savings  for  one-person  or  larger  corpora- 
tions . . . 


m 


+x 


The  Flexibility  - Options  on  vesting,  funding  and  invest- 
ments . . . 

The  Investments  — 507r  in  high-yield,  FSLIC  INSURED 
CDs;  50 7c  invested  at  owner’s  option  . . . 

The  Cost  — Usually  no  more  than  $250  per  plan  . . . 

Call  703/356-2290 


cLean  Savings  & Loan 

Main  Office:  1307  Dolley  Madison  Blvd.,  McLean,  Va.  22101 
Branch:  11301  Sunset  Hills  Road,  Reston,  Va.  22090 

Specialists  in  tax-sheltered  retirement  plans.  . . 


FSLIC 


McLean 
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KEELING,  MD.  Robt  D 
P 0 Box  180 
South  Hill  VA  23970 
KIRKLAND  JR,  MD,  James  Arlingto 
6 Doctors  Dr 
Emporia  VA  23847 
KRAMER,  MD.  Marc  Stephen 
312  Lexington  Road 
Richmond,  VA  23226 
KRISHNAMURTHY,  MD,  Kalale  S 
700  South  Sycamore  Street 
Petersburg  VA  23803 
LA  ROCHE  II,  MD,  Ripon  W 
College  Plaza 
P O Box  506 
Farmville.  VA  23901 
LACY  II  , MD,  Matthew  L 
Box  95 

South  Hill  VA  23970 
LAYMAN,  MD.  David  Arthur 
301  W Broadway 
Hopewell  VA  23860 
LEE,  MD.  Ming  S 
10904  Appletree  Lane 
Hopewell  VA  23860 
LEE,  MD.  Young 
1964  Wakefield  St 
Petersburg,  VA  23803 
LEGROW,  MD.  Wynne  V E 
305  Jefferson  Street 
Emporia,  VA  23847 
LEWIS,  MD.  Cyrus  Patrick 
201  Temple  Ave 
Colonial  Heights  VA  23834 
LIN,  MD,  Hsmg-Wu 
700  Okuma  Drive 
Chester.  VA  23831 
LINK,  MD.  Garnett  Wm 
1 14  Lakeshore  Dr 
Petersburg  VA  23803 
LUM,  MD.  Natalie  Inge 
P 0 Box  1748 
Petersburg  VA  23805 
MASON  JR  . MD.  James  D 
507  S Sycamore  St 
Petersburg  VA  23803 
MC  ILWAINE  III,  MD.  Wm  B 
434  W Washington  St 
Petersburg  VA  23803 
MCCLURE,  MD.  Phillip  H 
2115  Dodson  Road 
Petersburg,  VA  23805 
MCILWAINE,  MD.  Beniamin  H 
Route  1.  Box  16 
Sutherland  VA  23885 
MENDOZA,  MD,  Jesse  T 
3328  Gordon  Drive 
Petersburg,  VA  23805 
MENENDEZ  III,  MD.  Remaldo 
507  Laurel  St 
Emporia  VA  23847 
MILLER,  MD.  Edith  I 
Bena  VA  23018 
MILLER,  MD.  Ronald  Edward 
815  W Poythress 
Hopewell  VA  23860 
MOORE  JR  . MD.  De  Saussure  P 
815  W Poythress  St 
Hopewell  VA  23860 
MOORE,  MD.  Dorothy  Diehl 
2032  Mattoax  Ave  W 
Petersburg  VA  23803 
MOORE.  MD.  Earle  Winston 
946  N Mam  Street 
Chase  City  VA  23924 
MOORE,  MD,  Kermit  J 
P 0 Box  2088 
Petersburg  VA  23803 
MOORE,  MD.  Ray  A 
121  E 3D  St 
Farmville  VA  23901 
MORGAN  III,  MD,  Walter  Edward 
408  S Sycamore  St 
Petersburg  VA  23803 
MOSELEY,  MD.  Chas  Hilary 
530  S Sycamore  St 
Petersburg  VA  23803 
MUNOZ,  MD.  Anthony  Jos 
420  E Third  St 
Farmville  VA  23901 
MURTHY,  MD,  G S 
1 16  South  Sycamore  St 
Petersburg,  VA  23803 
NASE,  MD.  Harold  Wallace 
800  Oak  Street 
Box  504 

Farmville.  VA  23901 
0 BRIEN,  MD.  Clyde  G 
Appomattox  VA  24522 
O'DONNELL,  MD,  Philip 
510  S Sycamore  St 
Petersburg,  VA  23803 
PASEM,  MD,  Sundararamireddy 
1301  River  Oaks  Drive 
Colonial  Heights,  VA  23834 
PAYNE  JR  , MD,  Francis  Robt 
530  S Sycamore  St 
Petersburg  VA  23803 
PAZ,  MD,  Alvaro  Nivardo 
620  East  Lane  Drive 
Emporia,  VA  23847 
PEARCE  JR  , MD.  Carney  C 
1661  Blair  Road 
Petersburg,  VA  23803 
PERINI,  MD.  Clinton  J 
700  South  Sycamore  Street 
Suite  6 

Petersburg,  VA  23803 
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PEVSNER,  MD,  Paul  Hershel 
Va  Radiology  & C T Clinic 
Post  Office  Box  604 
Farmville,  VA  23901 
PHIPPS,  MD.  Glenn  Ward 
408  S Sycamore  St 
Petersburg  VA  23803 
POWELL  JR  , MD,  Clarence  L 
Southampton  Med  Bldg 
Franklin  VA  23851 
POWELL,  MD,  James  H 
1701  S Crater  Rd 
Petersburg  VA  23805 
PRINCE,  MD,  John  Stuart 
219  Weaver  Ave 
Emporia  VA  23847 
QUICK,  MD,  Cedric  Albert 
700  South  Sycamore  St 
Suite  1 1 

Petersburg,  VA  23803 
QUITIQUIT,  MD,  Elfren  Amnag 
Emporia  Medical  Associates 
Emporia  VA  23847 
RAMIREZ,  MD.  Michael  E 
P 0 Box  309 
Powhatan,  VA  23139 
REARDON,  MD,  Patrick  A 
1 1 1 Morton  Avenue 
Petersburg,  VA  23805 
REDDY,  MD.  P Vijay 
510  South  Sycamore  St 
Suite  D 

Petersburg  VA  23803 
REDDY,  MD,  Pannala  J M 
510  South  Sycamore  Street 
Petersburg  VA  23803 
RICE,  MD,  Benjamin  Holt 
700  S Sycamore  St 
Petersburg  VA  23803 
RICHARD,  MD.  Louis  E 
1964  Wakefield  St 
Petersburg  VA  23803 
ROBBINS.  MD.  Clayton  Asa 
1231  Rome  Street 
Petersburg,  VA  23803 
ROEBUCK,  MD,  Jerome  Barland 
408  S Sycamore 
Petersburg  VA  23803 
ROSENBERG,  MD.  Maurice  S 
Waverly  VA  23890 
RUHNKE  JR  . MD.  Edward  Emeric 
530  S Sycamore  St 
Petersburg  VA  23803 
RUSSI,  MD.  Simon 
101  Queen  Street 
Alexandria,  VA  22314 
SADIGHIAN,  MD.  Z Dean 
Box  427 

South  Hill  VA  23970 
SARAYBA,  MD,  Alberto  A 
501  North  6th  Ave 
Hopewell.  VA  23834 
SAUNDERS,  MD,  Thos  Archer 
Box  396 

South  Hill  VA  23970 
SCHMITT,  MD,  Michael  C 
Route  2,  Box  395 
Farmville.  VA  23901 
SCHWARTZ,  MD,  Julius  L 
208  South  Sycamore  St 
Petersburg  VA  23803 
SCOTT,  MD,  Chas  Wm 
906  High  Street 
Farmville  VA  23901 
SEPDHAM  JR  . MD.  Taweesuk 
14505  Walthall  Drive 
Colonial  Heights,  VA  23834 
SETJIRAVIROJ  JR  , MD,  Prasert 
6 Doctors  Drive 
Emporia  VA  23847 
SHELTON,  MD,  Wm  A 
Box  237 

Boydton  VA  23917 
SHIEH,  MD,  Frank  F 
603  S Sycamore  St 
Sycamore  Professional  Center 
Petersburg  VA  23803 
SHIM,  MD,  Jaimoon  M 
14604  Tranor  Ave 
Chester.  VA  23831 
SHIM,  MD,  Young  S 
14604  Tranor  Ave 
Hopewell,  VA  23860 
SIRIWATHARANGOON,  MD,  C 
400  Woodland  Road 
Hopewell,  VA  23860 
SKAGGS,  MD,  Jerome  D 
301  W Broadway 
Hopewell  VA  23860 
SLOAN,  MD,  Wm  Stringfield 
416  Petersburg  Mutual  Bldg 
Petersburg  VA  23803 
SMITH,  MD,  Nelson  Montgomery 
1 16  S Sycamore  St 
Petersburg  VA  23803 
SMITH.  MD.  Robt  Sullins 
Route  1 Box  16 
Dinwiddie  VA  23841 
SPRENKLE,  MD.  Wilson  Burnley 
Emporia  Medical  Associates 
6 Doctors  Drive 
Emporia  VA  23847 
SQUIRE,  MD,  Peter  W 
219  Weaver  Ave 
Emporia  VA  23847 
STINNETT,  MD.  Rodney  Gay 
Dept  Of  Radiology 
Greensville  Mem  Hosp 
Emporia  VA  23847 


R STURMER,  MD,  Frederick  Chas 
Box  98 

South  Hill  VA  23970 
SUMA,  MD,  Vivencio  P 
OPH  P 0 Box  1832 

Sycamore  Prof  Cen 
Petersburg  VA  23803 
US  SUPETRAN,  MD,  Virgilio  Conlu 
502  N 6th  Ave 
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Hopewell  VA  23860 
TALEGAONKAR,  MD.  Shantaram  K 
304  West  Broadway 
Hopewell  VA  23860 
TANNER  JR  , MD,  Henry  M 
P 0 Box  624 
South  Hill  VA  23970 
TAWFICK,  MD,  Mohammed  A 
101  Morton  Ave 
Petersburg  VA  23803 
TAYLOR,  MD,  Francis  N 
603  Virginia  First  Building 
Petersburg  VA  23803 
THOPPAY,  MD.  Vasudevan  K 
3637  Perthshire  Lane 
Colonial  Heights  VA  23834 
THUNG,  MD  Nalda  Sylvia 
1632  Wilton  Road 
Petersburg  VA  23803 
TIETJEN,  MD.  John  Robt 
12  Saddle  Back  Lane 
Petersburg  VA  23803 
TOWNES,  MD,  Chas  Henry 
20009  Oakland  Ave 
Colonial  Heights  VA  23834 
TUNSTALL,  MD,  June  Rebecca 
Post  Office  Box  754 
Surry,  VA  23883 
TURNER  III,  MD,  John  Mills 
203  Randolph  Street 
Farmville  VA  23901 
VANICHKACHORN,  MD,  Sukr. 

P 0 Box  489 
South  Hill  VA  23970 
VAUGHAN,  MD,  Stephen  F 
18  Shore  Street 
Petersburg,  VA  23803 
VICK  JR  , MD,  Clyde  Whitley 
1 16  S Sycamore  St 
Petersburg  VA  23803 
WADSWORTH,  MD,  James  D 
P 0 Box  413 

Colonial  Heights,  VA  23834 
WALKER,  MD.  Thos  Andrew 
605  Lakeside  Dr 
Emporia  VA  23847 
WARREN,  MD.  Rufus  Hawkins 
520  S Sycamore  St 
Petersburg  VA  23803 
WEATHINGTON  II  , MD,  Lee 
815  W Poythress  St 
Hopewell  VA  23860 
WEBB  JR  , MD,  Robt  B 
408  S Sycamore  St 
Petersburg  VA  23803 
WHITE,  MD,  Stuart  Bruce 
820  S Main 
Blackstone  VA  23824 
WHITTLE,  MD.  Jos  Percivall 
Box  338 

Colonial  Heights  VA  23834 

WILLIAMS  III,  MD,  W C 

Southside  Family  Phys 
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P 0 Box  586 
Farmville,  VA  23901 

WILLIAMS,  MD.  Mark  Byrd  GP 

12  Hillcresl  Road 
Petersburg  VA  23803 

WORARATANADHARM.  MD.  Swaeng  OBG 


1 16  Beech  Drive 
Hopewell  VA  23860 

WRIGHT  JR  , MD,  Fletcher  J GP 

49  S Market  St 
Petersburg  VA  23803 

YATES,  MD.  Munford  Radford  IM 

507  S Sycamore  St 
Petersburg  VA  23803 

YEH  III,  MD.  Li-Cheng  AN 

P 0 Box  2145 
Petersburg  VA  23803 

YOUNG,  MD,  Estelle  Irene  D 

612  A South  Sycamore 
Petersburg,  Va  23803 
YOUNGBLOOD,  MD.  Walker  P GP 

Box  480 

Hopewell  VA  23860 

ZUCKERMAN.  MD.  Ellis  N IM 

Box  710 

Petersburg  VA  23803 
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SOUTHWEST  VIRGINIA 

ABSE,  MD.  David  Wilfred 
St  Albans  Hospital 
Radford.  VA  24141 
ALDERFER,  MD,  Richard  D 
Route  2,  Timberlane 
Radford  VA  24141 
AMONETTE,  MD,  Wilbur  F 
Box  3746 

Radford  VA  24143 
ARMBRISTER,  MD.  Douglas  K 
Radio  Road 
Marion  VA  24354 
AUSTIN,  MD,  Chas  N 
210  Stonewall  Heights  Box  308 
Abingdon  VA  24210 
BAADE.  MD,  Wilhelm  Michael 
2105  Prices  Fork  Road  Nw 
Blacksburg  VA  24060 
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BAILEY,  MD.  Harloe 
Box  235 

Rural  Retreat  VA  24368 
BARRANCO,  MD,  Salvatore  D 
3708  S Mam  St  Ste  A 
Blacksburg  VA  24060 
BARROW,  MD.  Guy  Jos 
Johnston  Mem  Clinic 
Abingdon  VA  24210 
BARTA  JR  , MD,  Joseph  A 
P 0 Box  1172 
Radford  VA  24141 
BARTON,  MD.  Walter  Seigmous 
P 0 Box  642 
Wytheville  VA  24382 
BASSHAM,  MD.  Harold  Lee 
P 0 Box  866 
Abingdon  VA  24210 
BEGLEY,  MD.  Bernard  J 
250  Stonewall  Heights 
Abingdon,  VA  24210 
BISHOP.  MD.  Wm  David 
233  First  St 
Radford  V A 24141 
BLALOCK,  MD,  Jos  Rogers 
657  Holston  St 
Marion  VA  24354 
BLANTON  JR,  MD,  Frank 
350  Blountvill  Hwy 
Suite  201 
Bristol  TN  37620 
BLATTNER,  MD,  Carlos  Luis 
Box  616 

Marion,  Va  24354 
BLOSE,  MD,  Donald  Curtis 
199  Hospital  Drive 
Galax  VA  24333 
BOATWRIGHT,  MD,  Chas  Lee 
303  Church  St 
Blacksburg  VA  24060 
BOLEN,  MD,  John  Wm 
199  Hospital  Drive 
Galax  VA  24333 
BOLTER,  MD,  Delano  Woodrow 
Smyth  County  Clinic 
416  East  Mam  Street 
Marion,  VA  24354 
BONIFACE  JR  , MD,  John 
199  Hospital  Dr  Ste  5 
Galax  VA  24333 
BOOKER  III,  MD,  James  Judson 
P 0 Box  642 
Wytheville  VA  24382 
BORILLO,  MD,  Romeo  Bisquera 
P 0 Box  419 
Pearisburg,  VA  24124 
BOWDEN,  MD.  James  Harris 
Johnson  Memorial  Clinic 
Abingdon  VA  24210 
BRILLHART,  MD,  David  M 
227  W Mam  St 
Abingdon  VA  24210 
BRITTINGHAM  JR  , MD,  L A 
199  Hospital  Drive 
Galax  VA  24333 
BULLOCK,  MD,  Richard  Edward 
V P I Student  Health  Ctr 
Blacksburg  VA  24061 
BURTON,  MD,  Ted  Fuqua 
504  Williams  Ave 
Radford  VA  24141 
CALDWELL,  MD,  Geo  Minor 
740  W Mam  St 
Christiansburg  VA  24073 
CALILUNG,  MD,  Cesar  S 
400  Mam  St 
Narrows  VA  24124 
CATRON  JR  , MD,  Stuart  H 
191  Johnston  St 
Abingdon  VA  24210 
CEBALLOS,  MD,  Rodolfo  B 
1 122  Culbert  Drive 
Marion  VA  24354 
CHEATHAM,  MD.  Wm  J 
Appalachian  Labs.  Inc 
1 128  Snider  Street 
Marion,  VA  24354 
CHITWOOD,  MD.  James  Logan 
P 0 Box  1229 
Pulaski  VA  24301 
CHITWOOD,  MD,  Sarah  E Roberts 
Rfd  1.  Box  250 
Pulaski  VA  24324 
CHITWOOD,  MD,  Walter  R 
Wytheville  VA  24382 
CHRISTIAN,  MD,  Wm  E 
34  Ridgefield  Lane 
Radford  VA  24141 
CHUNG  III,  MD  Jey-Dea 
707  Randolph  St 
Radford  VA  24141 
CLARKE  JR  , MD,  Thos  Hal 
P 0 Box  87 

Christiansburg  VA  24073 
CONANT  JR  , MD.  Roger 
14  Ridgefield  Ln 
Radford  VA  24141 
CONRAD,  MD,  Frederick  Ellison 
211  W Mam  St 
Abingdon  VA  24210 
COOK  JR,  MD.  William  Henry 
2 Pine  Tree  Lane 
Radford,  VA  24141 
COX,  MD,  James  Glenn 
Box  67 

Hillsville  VA  24343 
COX,  MD,  Virgil  Jefferson 
101  N Monroe  Street 
Galax  VA  24333 
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CRANTON,  MD,  Elmer  Mitchell 
Mt  Rogers  Clinic 
Ripshm  Rd.,  P 0 Box  44 
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Trout  Dale  VA  24378 
CUBE,  MD,  Ernesto  Milla 
Box  928 

Radford  VA  24141 
DAVIE,  MD,  Steven  Ames 
Medical  Arts  Bldg 
Blacksburg  VA  24060 
DAVIS  JR  , MD,  Russell  Lewis 
600  Randolph  St 
Radford  VA  24141 
DAVIS,  MD.  Chas  Young 
Montgomery  County  Com  Hosp 
Blacksburg  VA  24060 
DAVIS,  MD,  Thos  Philip 
108  Ellett  Dr 
Post  Office  Box  846 
Christiansburg  VA  24073 
DEANS,  MD,  Robt  Douglas 
906  Me  Bryde  Dr 
Blacksburg  VA  24060 
DELP,  MD,  W Frednc 
3531  Peters  Creek  Rd  Nw  U 1 10 
Roanoke  VA  24019 
DESJARDINS,  MD,  Richard 
Stu  Health  Serv  Vpi 
Blacksburg  VA  24060 
DRYSDALE,  MD,  Daniel  B 
Medical  Arts  Bldg 
Blacksburg  VA  24060 
DUNMAN,  MD,  Lester  Edwin 
217  Buchanan  St 
Pearisburg  VA  24134 
DYER,  MD,  Raymond  Douglas 
Plaza  1 200  Country  Club  Dr 
Blacksburg  VA  24060 
EARLY  JR  , MD,  Jos  H 
Mam  Street 
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Hillsville  VA  24343 
EDEN  JR  , MD,  James  Arthur 
Route  1,  Box  162 
Pembroke,  VA  24136 
ELLER,  MD,  Jos  Johnson 
233  Holly  Street 
Marion  VA  24354 
ELLIOTT,  MD,  James  Wm 
Lebanon  VA  24266 
ELLIOTT,  MD  Walter  C 
Lebanon  VA  24266 
ELSWICK,  MD,  Ronald  Kenneth 
Box  612 

Radford  VA  24141 
FANT,  MD,  Palmer  Willis 
Rt  1 

Independence  VA  24348 
FAUSTINO.  MD,  Bemgno  D 
Cedar  Valley  Apts 
Apt  8900-B 
Radford,  VA  24141 
FINN.  MD.  Rolfe  Baxter 
St  Albans  Hospital 
P 0 Box  3608 
Radford.  VA  24143 
FINNE,  MD,  Chas  0 
710  W Ridge  Road 
Wytheville  VA  24382 
FITZPATRICK,  MD.  Hamilton  D 
1024  Calhoun  St 
Radford  VA  24141 
GAILLIOT,  MD,  Robert  Vernon 
Route  5,  Box  192 
Marion  VA  24354 
GARDNER.  MD.  James  L 
300  E Valley  St 
Abingdon  VA  24210 
GARZON.  MD,  Fernando  Luis 
Staley  Clinic 
Marion  VA  24354 
GIBAS  III,  MD,  Dmos 
7th  And  Randolph  Sts 
Radford  VA  24141 
GIESEN,  MD,  John  W 
200  8th  St 
Radford  VA  24141 
GILLESPIE.  MD.  Hal  Gravley 
Route  2,  Box  3 
Radford,  VA  24141 
GILLETT  JR,  MD,  Richard  C 
600  Seventh  Street 
Radford,  VA  24141 
GILMER,  MD.  Giles  0 
Lebanon  Medical  Group 
Lebanon  VA  24266 
GINTHER,  MD.  Jeffrey  Paul 
101  North  Avenue 
Bristol,  VA  24201 
GIVENS,  MD,  Julian  Lee 
Box  197 

Independence  VA  24348 
GLOVER,  MD.  Roger  Arthur 
P 0 Box  596 


GP 

OPH 

PD 

GP 

GP 


Abingdon  VA  24210 
GRAHAM.  MD.  Chas  Me  Donald 
Box  1087 
Radford  VA  24141 
GRANTHAM,  MD.  Alan  W 
Johnston  Memorial  Clinic 
Abingdon  VA  24210 
GRAYBEAL,  MD,  Henry  Charlton 
785  Mountain  View  Dr 
Christiansburg  VA  24073 
GREENSTEIN,  MD,  Raphael  H 
5139  Cherokee  Hills  Dr 
Salem  VA  24153 
GREEVER,  MD,  Donald  L 
P 0 Box 

Chilhowie  VA  24319 
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GREEVER,  MD.  Wm  N 
P 0 Box  346 
Chilhowie  VA  24319 
GRUBBS.  MD,  Ray  H 
401  E Mam  St 
Christiansburg  VA  24073 
GUINTER,  MD,  Robert  H 
Medical  Arts  Bldg 
Radio  Hill  Road 
Marion  VA  24354 
HAAS,  MD,  Theron  Henry 
200  8th  St  Box  572 
Radford  VA  24141 
HALL  JR  , MD.  Glenn  Claire 
P 0 Box  1206 
Radford  VA  24141 
HATFIELD,  MD,  Cecil  C 
Drawer  C C 
Saltville  VA  24370 
HATFIELD,  MD  Wm  Henry 
701  Preston  Ave,  Sw 
Blacksburg,  VA  24060 
HAWKINS  JR,  MD,  Richard  F 
109  Spottswood  Place 
Marion,  Va  24354 
HENDRICKS  JR  , MD,  Wm  Tillman 
902  Gracelyn  Ct 
Blacksburg  VA  24060 
HENDRIX,  MD,  Paul  C 
710  W Ridge  Rd 
Wytheville  VA  24382 
HICKAM,  MD,  Cecil  W 
73  Third  St  Nw  Box  638 
Pulaski  VA  24301 
HORSCH,  MD.  Robert  F 
Lebanon  Medical  Group 
Lebanon,  VA  24266 
HUGHES,  MD,  Chas  B 
Box  327 

Wytheville  VA  24382 
HULVEY,  MD.  J Thomas 
300  East  Valley  Street 
Abingdon  VA  24210 
HYLTON,  MD,  James  Moir 
25  4th  St 
Pulaski  VA  24301 
IRVIN,  MD.  Emory  R 
P 0 Box  48 
Blacksburg  VA  24060 
ISENHOUR,  MD,  Wm  Apperson 
Montgomery  County  Hospital 
Blacksburg  VA  24060 
JEAN,  MD.  Cheo  Ming 
Radford  Community  Hospital 
Radford.  VA  24141 
JOHNSTON  JR  , MD,  Clarence  F 
414  Court  Street  N E 
Abingdon  VA  24210 
JONES,  MD,  George  Frederick 
Medical  Arts  Bldg 
Radio  Hill  Road 
Marion  VA  24354 
JURS,  MD,  Dennis  Gregg 
Johnston  Memorial  Clinic 
191  Johnson  Street 
Abingdon,  VA  24210 
JUSAY,  MD,  Felciano  J 
710  W Ridge  Rd 
Wytheville  VA  24382 
KECK,  MD,  Wm  D 
Box  3585 

Radford  VA  24143 
KEGLEY  JR  , MD,  James  B 
Drawer  V 

Saltville  VA  24370 
KELLY  JR  , MD  Geo  W 
37  Northwood  Place 
Pulaski  VA  24301 
KETRON,  MD,  Sami  Gilmer 
Lebanon  Gen  Hosp 
Lebanon  VA  24266 
KIBBE,  MD,  Milton  H 
201 1 Seventh  St 
Radford  VA  24141 
KING,  MD.  James  P 
502  Seventh  Street 
Radford,  VA  24141 
KING,  MD,  Mariano  L 
Russell  County  Medical  Center 
Lebanon  VA  24266 
KING,  MD,  Wm  Whitman 
707  Randolph  St 
Radford  VA  24141 
KNARR,  MD,  John  Weidner 
810  Prospect  Avenue 
Pulaski  VA  24301 
LANGEBECK,  MD,  Miguel 
306  Little  Circle 
Blacksburg  VA  24060 
LARSEN,  MD,  Geoffrey  Arthur 
161  Stonewall  Heights 
Abingdon  VA  24210 
LARSON,  MD,  Lawrence  Oliver 
P O Box  938 
Pulaski,  VA  24301 
LE  GRAND,  MD,  Larry  Ray 
199  Hospital  Drive 
Galax  VA  24333 

LEBITA-CEBALLOS,  MD  Victoria  M 
297  Panorama  Dr 
Marion  VA  24354 
LEE,  MD  Roberto  Juan 
365  W Ridge  Rd 
Wytheville  VA  24382 
LEE,  MD  Thaddeus  Carmichael 
600  Randolph  Street 
Radford  VA  24141 
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LEVY,  MD,  Jan  Alfred  GS 

1 17  Third  Ave 
Radford  VA  24141 

LODERSTEDT,  MD,  Gunther  J OBG 

P 0 Box  938 
Pulaski  VA  24301 

LONG.  MD,  Mary  Tom  Bunting  PH 

1501  Palmer  Dr 
Blacksburg  VA  24060 
LOVE,  MD,  Douglas  F GP 

204  Gale  Road 
Pearisburg  VA  24134 

LUCK,  MD,  James  Thos  FP 

Box  456 

Damascus  VA  24236 

LUTTRELL,  MD,  Homer  B GP 

907  Prospect  Avenue 
Pulaski  VA  24301 

MAUN,  MD,  Wendell  Eugene  ABS 

Rt  2 

Wytheville  VA  24382 

MANDELSTAMM,  MD.  Maria  T IM 

600  Landsdowne 
Blacksburg  VA  24060 
MARTIN,  MD,  Moir  Glenwood  FP 

Box  576 

Hillsville  VA  24343 

MC  CLANE,  MD.  John  Raymond  R 

Route  2,  Box  63-B 
Wytheville,  VA  24382 

MC  DOWELL,  MD,  Alice  W PD 

630  Hill  Top  Street 
Marion,  VA  24354 

MC  DOWELL,  MD,  James  E FP 

630  Hill  Top  Street 
Marion,  VA  24354 

MC  GUIRE,  MD,  Erma  J Marra  GP 

P 0 Box  440 
Pearisburg  VA  24134 

MCGUIRE,  MD,  Wm  F U 

P 0 Box  112 
Pulaski  VA  24301 

MEINCKE,  MD,  David  Lee  OBG 

Montgomery  County  Hospital 
Blacksburg  VA  24060 
MERKER,  MD,  Frank  F OS 

Post  Office  Box  52 
Troutdale,  VA  24378 

MICHAEL.  MD.  Carlton  A OS 

706  Preston  Ave 
Blacksburg  VA  24060 
MILLER,  MD,  Calvin  Lewis  OPH 

Box  126  160  Valley  St,  Ne 
Abingdon  VA  24210 

MISTR,  MD.  Ernest  Noel  PD 

Johnston  Memorial  Clinic 
Abingdon  VA  24210 

MONAHAN,  MD.  Martin  Francis  IM 

310  West  Valley  Street 
Abingdon  VA  24210 

MOORE  JR  , MD,  Chimer  Davis  GP 

W Mam  St 

Wytheville  VA  24382 

MORGAN,  MD,  Snead  Wesley  GS 

Johnston  Memorial  Clinic 
Abingdon,  VA  24210 

MOSKOWITZ,  MD,  Edward  J U 

1225  North  Main  Street 
Marion,  VA  24354 

MOTLEY,  MD,  Virgil  Atwell  GP 

227  W Mam  St 
Abingdon  VA  24210 

NEAL,  MD,  Roger  Dale  OTO 

Box  696 

Abingdon  VA  24210 

NUCKOLS,  MD,  Wm  Andy  FP 

227  West  Mam  Street 
Abingdon  VA  24210 

PARK,  MD,  Chas  Lieben  IM 

700  Church  St 
Blacksburg  VA  24060 
PATEL,  MD,  Bharat  R DR 

Radiology  Consultants 
Post  Office  Box  3636 
Radford.  VA  24141 

PATTERSON  JR  , MD,  James  L GP 

25  Fourth  St  Nw 
Pulaski  VA  24301 

PATTERSON,  MD,  James  Edwin  FP 

1 154  Snider  St 
Marion  VA  24354 

PECK,  MD.  Jos  C GP 

199  Hospital  Drive 
Galax  VA  24333 

PEREZ  III,  MD.  Antonio  PTH 

14  Holly  Lane 
Radford  VA  24141 

PEREZ,  MD,  Ana  Maria  CLP 

14  Holly  Lane 
Radford  VA  24141 

PETTIGREW,  MD,  James  Andrew  NS 

3-P  Doctor  s Bldg 
Bristol  TN  37620 

PHLEGAR,  MD.  David  Shanks  GP 

505  Airport  Rd  Sw 
Blacksburg  VA  24060 
PINKERTON  JR  , MD,  Herman  H PDA 

Johnston  Mem  Clinic 
Abingdon  VA  24210 

POGONOWSKA,  MD.  Magdalena  J R 

P 0 Drawer  A 
Blacksburg  VA  24060 
PORTER,  MD,  Walter  A GP 

Box  5 

Hillsville  VA  24343 

QUINN,  MD,  Karen  L FP 

Alleghany  Clinic 
Shawsville,  VA  24162 


REPASS,  MD,  Robt  A GS 

Four  Winds 
Bristol  VA  24201 

RICE,  MD,  Robert  Scott  GS 

Student  Health  Service 
Vpi  & State  Umv 
Blacksburg,  VA  24061 
RIOS,  MD.  Juan  Francisco  GS 

199  Hospital  Drive 
Galax  VA  24333 

ROARK,  MD,  Kenneth  L PD 

Johnston  Memorial  Hospital 
Abingdon,  VA  24210 

ROEBUCK,  MD,  Basil  Enoch  P 

P 0 Box  49 

Blacksburg,  VA  24060 
ROGNEY,  MD,  Douglas  Lloyd  FP 

710  W Ridge  Rd 
Wytheville  VA  24382 

RUST,  MD,  John  Newton  PTH 

230  Rolling  Hills  Dr 
Wytheville,  VA  24382 

RYPLANSKY  III,  MD,  Anatol  R 

P 0 Box  3636  Fss 
Radford  VA  24141 

SCHIFFERT,  MD,  Chas  Wilson  GP 

Vpi  Sfudent  Health  Services 
Blacksburg  VA  24061 

SCHMIDT,  MD,  Edmund  Julian  GP 

P 0 Box  810 
Blacksburg  VA  24060 
SCOTT,  MD.  Morgan  Eugene  P 

Box  220-F  Rt  1 
Dublin  VA  24084 

SHAFFER,  MD,  John  S GP 

227  West  Mam  St 

Abingdon  VA  24210 

SHOWALTER,  MD,  Josiah  Thos  GP 

10  Hickok  St 

Christiansburg  VA  24073 
SKEWES,  MD,  David  Jessop  GP 

Dublin  Medical  Clime 
Dublin  VA  24084 

SLAYTON,  MD,  Michael  Edward  IM 

Medical  Arts  Bldg-Rt  460  South 
Blacksburg  VA  24060 
SMITH  JR  , MD,  Geo  Robt  FP 

Shawsville  VA  24162 

SMITH  JR  , MD,  Oscar  Orton  ABS 

Radio  Rd 
Marion  VA  24354 

SMITH.  MD,  James  H GP 

8 Radford  St 

Christiansburg  VA  24073 
SMITH,  MD,  Thomas  Henry  FP 

161 1 E Wenonah  Ave 
Pearisburg,  VA  24134 
SOWINSKI,  MD.  Kazimierz  M GS 

105  Me  Donald  Street 
Blacksburg,  VA  24060 
SPENCER,  MD,  Harrison  C PD 

Johnston  Memorial  Clinic 
Abingdon  VA  24210 

SPILLMAN,  MD,  James  Blair  PD 

Box  1206 

Radford  VA  24141 

STANFORD,  MD,  Walter  J FP 

912  W Stuart  Dr 
Galax  VA  24333 

STARK,  MD,  Carl  E GP 

Wythe  Medical  Associates 
710  West  Ridge  Road 
Wytheville  VA  24382 

STEINBERG,  MD.  Adam  Nathaniel  IM 

310  West  Valley  Street 
Abingdon  VA  24210 

STONE  III,  MD,  James  B FP 

1325  1 1th  Street 
Wytheville  VA  24382 

STONE  JR,  MD.  C A US 

Radiology  Consultants 
P 0 Box  3636 
Radford  VA  24141 

STRELKA  JR  , MD.  Eugene  P ORS 

3708  S Mam  St  Ste  A 
Blacksburg  VA  24060 
STRINGFELLOW  JR  , MD,  James  L IM 
2020  Euclid  Ave 
Bristol  VA  24201 

SULLIVAN  III.  MD,  Harvey  E DR 

340  Panorama  Drive 
Marion,  VA  24354 

SURHIO,  MD,  Ghulam  Hussain  OPH 

200  Country  Club  Dr 
Plaza  1 

Blacksburg  VA  24060 
TAN,  MD.  Alex  A GS 

3708-E  South  Mam  St 
Blacksburg  VA  24060 
TARASIDIS,  MD.  George  C GS 

P 0 Box  3427 
First  St  Sta 
Radford  VA  24141 

TAYLOR,  MD,  Clarence  Waldo  FP 

Alleghany  Clime 
Shawsville  VA  24162 

THOMPSON,  MD,  Chas  G GP 

1046  Terrace  Dr 
Marion  VA  24354 

UMALI,  MD,  Filemon  De  Jesus  OBG 

440  W Franklin  St 
P 0 Box  120 
Wytheville  VA  24382 

VANCE,  MD,  Douglas  Doriot  OM 

343  Vance  Dr 
Bristol  TN  37620 

VARESE,  MD,  Yonne  D GP 

Newbern  VA  24126 


VUURMANS  JR  , MD,  Coenraad  GP 

628  Church  St 
Fries  VA  24330 

WADE,  MD,  James  Meron  OTO 

1006  Bogey  Dr 
Abingdon  VA  24210 

WALKER  JR  , MD  Walter  J GP 

Box  3468 
Radford  VA  24141 

WALKER,  MD,  Geo  Ely  FP 

1 154  Snider  Sfreet 
Marion  VA  24354 

WALKER,  MD,  Kennefh  Jos  FP 

519  Pearis  Rd 
Pearisburg  VA  24134 

WALTON,  MD,  Wm  Watkins  GS 

Box  1589 
Pulaski  VA  24301 

WANG,  MD,  Yung  Wen  PH 

Pulaski  Community  Hosp 
Pulaski  VA  24301 

WATSON,  MD,  Bruce  Allen  OPH 

400  Burwell  Street 
Salem,  VA  24153 

WESTON,  MD,  Don  L P 

Box  3608 
Radford  VA  24141 

WILLIAMS,  MD.  Andrew  Lee  PTH 

1 128  Snider  Street 
Marion  VA  24354 

WOLFE  JR,  MD.  Walter  W R 

P 0 Box  21 
Lebanon,  VA  24266 

WRIGHT.  MD.  Nellie  Dorsey  PD 

2181  Euclid  Ave 
Bristol  VA  24201 

WYCOFF,  MD,  Jack  Dunn  IM 

Johnston  Memorial  Clinic 
Abingdon  VA  24210 

YODER,  MD.  Donald  E IM 

Pulaski  Med  Associates 
Pulaski,  VA  24301 

ZIEGLER.  MD,  Herman  Frederick  R 

Rt  2 Box  32H 
Wytheville  VA  24382 

TAZEWELL 

ABERNATHY  JR  , MD,  Robt  A IM 

Clinch  Valley  Physicians  Inc. 

2951  W Front  St 
Richlands  VA  24641 

ANSELMI,  MD,  Kenneth  E OPH 

Box  236 
Highway  460 
Doran,  VA  24612 

BOWEN,  MD.  Courtney  C CD 

Clinch  Valley  Clinic  Hosp 
Richlands  VA  24641 

BOWER.  MD,  Richard  Edward  OBG 

Clinch  Valley  Clinic  Hosp 
Richlands  VA  24641 

BRITTAIN  JR  , MD,  Rufus  GP 

Box  108 

Tazewell  VA  24651 

CASTILLO.  MD,  Probo  H PD 

P 0 Box  38-A 
Richlands  VA  24641 

CHAVEZ,  MD,  Rolando  M U 

Rt  1,  P 0 Box  327 
Pounding  Mill,  VA  24637 

CHUN,  MD,  Yong-Kwon  PD 

Route  2.  Box  315 
Bluefield.  VA  24605 

CLAUSTRO,  MD,  Ludgerio  Zabala  FP 

Post  Office  Box  37 
Cedar  Bluff.  VA  24609 

COLLINS,  MD,  Charles  David  GS 

2951  West  Front  Street 
Richlands,  VA  24641 

CUNNINGHAM,  MD.  Dorris  Alvin  R 

P 0 Box  Cvpi 
Richlands  VA  24641 

DINO,  MD,  Teodorico  Reyes  US 

Route  1 Box  328  Thru  Drive 
Pounding  Mill,  VA  24637 

ERYILMAZ  JR  , MD,  Nurettm  R 

Mattie  Williams  Hospital 
Richlands  VA  24641 

EVANS,  MD,  Wm  Nelson  R 

P 0 Box  Cvp 
Richlands  VA  24641 

FOREHAND,  MD,  John  Randolph  PD 

P 0 Box  Cvpi 
Richlands,  VA  24641 

GOMEZ,  MD,  Roy  Clement  PD 

537  Lmwood  Drive 
Richlands,  VA  24641 

GUANLAO,  MD,  Rolando  A EM 

216  Shale  Drive 
Richlands.  VA  24641 

HENDERSON,  MD,  Walter  T ORS 

2951  West  Front  St 
Richlands  VA  24641 

ISADA,  MD,  Rodrigo  Tuante  FP 

808  Park  Avenue 
Norton,  VA  24273 

JOHNSTON,  MD,  Mary  E GP 

Box  108 

Tazewell  VA  24651 

KHURI,  MD.  Emile  I TS 

200  Washington  Square 
Richlands,  VA  24641 

KIRBY,  MD,  Emerson  Lynn  FP 

400  Lake  Park  Drive 
Richlands  VA  24641 

MACK,  MD,  Joseph  A IM 

Box  847,  Ben  Bolt  Ave 
Tazewell,  VA  24651 


MASRI,  MD,  Faiq  Asad 
Route  2 Box  35-E 
Grundy,  VA  24614 

GS 

MC  CUE,  MD.  Frank  A 
147  Mccroy  Drive 
Abingdon,  Va  24210 

PD 

MC  VEY,  MD  James  Hawver 
Richlands  VA  24641 

GP 

MOLINA,  MD.  Galileo  T 
422  Valley  Dr 
Richlands  VA  24641 

EM 

MOORE,  MD.  Ernesl  Eugene 
Matiie  Williams  Hosp 
Richlands  VA  24641 

GP 

MOTOS,  MD  Ramon  A 
Mullins  Prof  Bldg 
P 0 Box  1470 
Richlands  VA  24641 

GP 

MURTHY.  MD.  Yelameli  S 
Southwest  Virginia  Medical  Cen 
Post  Office  Box  226 
Cedar  Bluff,  VA  24609 

OBG 

NASSIF.  MD,  Ramzy  1 
Po  Box  311 
Cedar  Valley  Drive 
Cedar  Bluff  VA  24609 

OTO 

NASSIF,  MD  Sami  1 
P 0 Box  196 
Cedar  Bluff,  VA  24609 

PD 

OLINGER.  MD.  David  Phlegar 
Clinch  Valley  Physicians 
Richlands  VA  24641 

OBG 

PEERY,  MD,  James  Me  Guire 
Box  305 

Cedar  Bluff.  VA  24609 

GS 

PLAGATA,  MD.  Eduardo  D 
P 0 Box  852 
Tazewell  VA  24651 

GS 

REALICA,  MD.  Buenaventura  S 
200  Washington  Square 
Richlands  VA  24641 

EM 

REDDY,  MD,  G V 
Post  Office  Box  358 
Doran,  VA  24612 

ORS 

ROBINSON,  MD,  Jos  Alexander 
Clinch  Valley  Clinic  Hosp 
Richlands  VA  24641 

IM 

SCHRADER,  MD,  Guillermo  J 
The  Schrader  Clinic 
P 0 Box  627 
Tazewell  VA  24651 

GS 

SCOTT,  MD,  Howard  Carlisle 
Clinch  Valley  Clinic 
Richlands  VA  24641 

FP 

STEFANINI,  MD,  Mario 
2949  West  Front 
Richlands.  VA  24641 

PTH 

THOMPSON,  MD,  James  R 
P 0 Box  645 
Tazewell,  VA  24651 

FP 

TOLOSA,  MD,  Eduardo  T 
Po  Box  837 
Tazewell  VA  24651 

GS 

VERMILYA,  MD  Geo  Douglas 
Clinch  Valley  Clinic  Hosp 
Richlands  VA  24641 

TRI-COUNTY 

GP 

APAKUPAKUL,  MD,  Nakorn 
P 0 Box  363 
Windsor  VA  23487 

US 

BAYLOR,  MD,  Richard  Norton 
707  Gittings  St 
Suffolk  VA  23434 

IM 

BIDWELL  JR  , MD,  Glenn  Porter 
Southampton  Medical  Bldg 
Franklin  VA  23851 

FP 

BIRDSONG,  MD.  Gordon  G 
Box  655 

Franklin  VA  23851 

OBG 

BRAY.  MD,  Maurice  Miller 
707  Gittings  St 
Suffolk  VA  23434 

IM 

BRITT  JR  , MD,  John  Mills 
Southampton  Medical  Bldg 
Franklin  VA  23851 

GS 

BRYANT  JR  , MD,  John  E 
Route  1,  Box  44 
Courtland.  VA  23837 

AN 

CARROLL,  MD.  Geo  Jos 
Louise  Obici  Mem  Hosp 
Suffolk  VA  23434 

PTH 

CHALKLEY,  MD,  M.lton  De  Rohan 
P 0 Box  1631 
Suffolk  VA  23434 

GS 

CHAPMAN  JR  . MD.  Wm  Holmes 
707  Gittings  St 
Suffolk  VA  23434 

IM 

CLINGENPEEL,  MD  J Floyd 
Box  655 

Franklin  VA  23851 

OBG 

CORCORAN.  MD.  David  B 
707  Gittings  St 
Suffolk  VA  23434 

GS 

CORNELL.  MD  Geo  Willett 
707  Gittings  St 
Suffolk  VA  23434 

OBG 

CROSSLAND  JR.  MD  Clem  C 
Holland,  VA  23434 

GP 

DAUGHTREY  JR  , MD.  Walter  F 
Courtland  VA  23837 

GP 

DILEO,  MD.  Leonard  M 
201  North  Mam  Street 
Suite  D 

Suffolk.  VA  23434 

P 

DORON,  MD,  Isaac  G 
P 0 Box  1026 
Suffolk  VA  23434 

PD 

626  VIRGINIA  MEDICAL/SEPTEMBER  1982 


VOLUME  109 


Medical  Arts  Bureau,  Inc. 

Established  in  1959 

Physician’s  Computerized  Billing 
and  Management  Service 

• Direct  & third  party  billing 

• Teleprocessing  with  Blue  Cross 
& Blue  Shield  of  VA 

• Profile  evaluation 

• Practice  Management  & 
Consultation 

• Detailed  Financial  Reports 

Serving  physicians  in  eight  states 
& the  District  of  Columbia 

106  South  Loudoun  Street 
Winchester,  Virginia  22601 
703-662-0100 
VA  (Toll  Free) 

(800-572-7121) 


$1  Million 

Term  Life  Insurance 
$710  a year 
Age  40  male 

For  additional  quotes  call: 
(804)  481-2500 
We  believe  our  rates 
are  unbeatable. 

WILLIAMS  & CO. 

3878  Holland  Road 
Virginia  Beach,  VA  23452 


Riverside  Hospital’s  Alcoholism 
Treatment  Program  can  help  your 
patients  and  their  families  break  the 
chains  of  alcoholism. 


Riverside  offers  a 28-day  inpatient,  hospital- 
based  program  which  provides  rehabilitative 
treatment  to  people  experiencing  alcohol- 
related  problems.  We  offer  a wide  range  of 
outpatient  and  family  treatment  programs 
as  well. 


• JCAH  accredited  • Approved  for  coverage  by 
most  health  insurance 
programs 


Riverside  Hospital 
Alcoholism  Treatment  Program 

J.  Clyde  Morris  Boulevard 
Newport  News,  VA  23601 
(804)  599-2620 


Craig  Nuckles,  program  director 


SEND  FOR  YOUR  FREE 
INFORMATIONAL  BROCHURE 

Yes,  I would  like  further  information  about  River- 
side Hospital’s  approach  to  alcoholism  treatment. 

NAME  

ADDRESS  


CITY STATE ZIPCODE 

Please  clip  and  mail  this  coupon  to  the  address  shoun  above. 


Primavera,  Where  dormant 
lives  begin  to  flourish. 

In  classical  Greek  literature  Primavera  means 
rebirth.  That’s  why  we  chose  the  name  Primavera  for 
our  28  day  residential  treatment  facility.  Our  program 
is  designed  to  meet  the  special  needs  of  those  affected 
by  alcohol  and  drug  dependency.  We  otter  a full  range 
of  services  including: 

♦ Program  which  incorporates  the  principlesof  AA 

♦ Evaluation  services 

♦ Medically  supervised  detoxification 

♦ 4 day  intensive  family  therapy  program 

♦ Individualized  planning  for  aftercare 

♦ Coordination  of  treatment  with  E.  A.P  representatives 
k Admissions  are  accepted  24-hours,  7 days  a week. 
^Treatment  is  covered  by  Blue  Cross/Blue  Shield, 
v^Champus  and  most  major  insurance  policies. 
fmFor  more  information,  please  call  (703)  937-5133. 

MAVERAat  Culpeper,  Virginia  (703)  937-5133 

Free  Transportation  From  Anywhere  In  The  U.S. A. 


TRI-COUNTY-VIRGINIA  BEACH  31 


EDWARDS,  MD.  Alan  W 
Box  755 

Franklin  VA  23851 
EDWARDS,  MD.  Robt  Gary 
Southampton  Prot  Bldg 
Franklin  VA  23851 
ESMAILI,  MD.  Hossam 
P 0 Box  1017 
Franklin  VA  23851 
ESPINOSA,  MD.  Emilio  M 
514  Dunville  Ave 
Suffolk  VA  23434 
EVERETT  JR  , MD.  Wm  Clinton 
20  Beverly  Hills  Dr 
Newport  News  VA  23606 
FRY.  MD.  Robt  Waverly 
Forest  Hills  Medical  Clinic 
Suffolk  VA  23434 
GARRATT.  MD.  Bruce  Thos 
Forest  Hills  Medical  Clinic 
Suffolk  VA  23434 
GOODMAN  JR  . MD.  Beni  M 
P 0 Box  816 
Franklin  VA  23851 
HABEL  JR  , MD,  James  M 
707  Gittmgs  St 
Suffolk  VA  23434 
HARRELL,  MD.  Robt  Riddick 
707  Gittmgs  Street 
Suffolk  VA  23434 
HOWELL,  MD,  Donald  S 
424  N Mam  St 
Suffolk  VA  23434 
JAMISON,  MD,  Bernard  Francis 
Post  Office  Box  449 
Smithfield  VA  23430 
KAPUR,  MD.  Manohar  Lai 
709  W Washington  St  F 
Suffolk  VA  23434 
KELLS,  MD.  Douglas  U 
424  N Mam  St 
Suffolk  VA  23434 
KIM,  MD.  Kil  Seong 
Dept  Of  Pathology 
Louise  Obici  Hospital 
Suffolk,  VA  23434 
KURUVILLA,  MD.  Elsy 
6143  Whaleyville  Blvd 
Suffolk  VA  23438 
KWONG,  MD,  Wai  Hong 
2435  Pruden  Blvd 
Suffolk  VA  23434 
LAMBDIN,  MD.  James  W 
P O Box  755 
Franklin  VA  23851 
LONGFORD,  MD,  Desmond  John  H 
Post  Office  Box  449 
Smithfield  VA  23430 
LUNDIE,  MD.  Donald  Wayne 
Post  Office  Box  449 
Smithfield  VA  23430 
MAHINI  III,  MD.  Abraham 
Southampton  Medical  Bldg 
Franklin  VA  23851 
MASON  JR  , MD.  Roy 
143  Beechwood  Dr 
Franklin  VA  23851 
MC  NEELY,  MD,  Irwin  Hollar 
104  Fairview  Dr 
Franklin  VA  23851 
MUNTHALI,  MD.  E D 
5176  Foxboro  Landing 
Virginia  Beach.  VA  23464 
MURRAY,  MD.  John  A 
Southampton  Med  Bldg 
Franklin  VA  23851 
MYINT,  MD.  Maung  T 
506  Canine  Trail 
Suffolk  VA  23434 
NARANJO,  MD,  Jorge  A 
Box  394 

Boykins  VA  23827 
NETTO,  MD,  I C Vernon 
2017  Cunningham  Drive 
Suite  106 

Hampton  VA  23666 
NIRMUL,  MD.  Ganesh 
104  Palmyra  Dr  F 
Suffolk  VA  23434 
NIRMUL.  MD.  Josodera 
104  Palmyra  Dr  F 
Suffolk  VA  23434 
O'DWYER  JR,  MD,  Andrew  J 
3221  Meadowbrook  Lane 
Chesapeake,  VA  23321 
PENNISTON,  MD,  Lawrence  Wm 
807  Craig  Dr 
Suffolk  VA  23434 
PETTICREW.  MD,  Jeffrey  B 
308  Swordfish  Lane 
Virginia  Beach,  VA  23456 
PILLAI,  MD.  Thankam  B 
P O Box  5027 
Suffolk.  VA  23435 
PILLAI,  MD,  Variathu  B 
707  Gittmgs  St 
Suffolk  VA  23434 
PINTO  III,  MD,  Carlos 
P O Box  1 100 
Suffolk  VA  23434 
PUTZE,  MD,  Robt  Leroy 
Box  655 

Franklin  VA  23851 
RASTOGI,  MD.  Shashi  P 
104  Palmyra  Drive 
Suffolk.  VA  23434 
RAWLS  JR  , MD.  Japheth  E 
Lakeview  Clinic 
Suffolk  VA  23434 


IM 


RAWLS.  MD,  Chas  H 
Lakeview  Clinic 


Suffolk  VA  23434 

IM  REESE  III,  MD.  Emmett  Francis 
Courtland  VA  23837 
ROGERS  JR,  MD.  Richard  O 
Box  724 

Franklin.  VA  23851 
ROGERS,  MD,  Wm  Hamilton 
AN  Lakeview  Clinic 


PD 

GP 


GP 


Suffolk  VA  23434 
ROLLINS,  MD,  Dixon  Michael 
1 12  South  Broad  Street 
Suffolk,  VA  23434 
ROUNDTREE,  MD.  Silverrene  P 
P O Box  278 
Suffolk.  VA  23434 
RUCKER,  MD.  Morton  S 
Southampton  Med  Building 
Suite  201 


Franklin,  VA  23851 
GP  RYDER,  MD,  Craig  A 
424  N Mam  St 
Suffolk  VA  23434 

0BG  SANKARAN,  MD,  K N Viiaya 
P O Box  1815 
Suffolk  VA  23434 
u SOPER.  MD.  Leroy  D 
1417  Planters  Drive 


ORS 


Suffolk  VA  23434 
SPADER,  MD.  Bryan  D 
Ste  105 


US 


Southampton  Medical  Building 
Franklin  VA  23851 
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STEEL,  MD.  Chas  W 
129  N Saratoga  St 
Suffolk  VA  23434 
THOMAS,  MD,  Philip  R 
P O Box  2068 
Suffolk  VA  23432 

VERDIRAME,  MD,  Joseph  Lorenzo 
707  Gittmgs  St 
Suffolk  VA  23434 
WALKER,  MD.  Miley  Wesson 
Lakeview  Clinic  Inc 
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707  Gittings  Street 
Suffolk  VA  23434 
WEINBERG,  MD.  Herbert  L 
312  N Mam  St 
Suffolk  VA  23434 
WOO,  MD,  Hong  Yooke 
P O Box  309 
Suffolk  VA  23434 
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VIRGINIA  BEACH 

ADLER,  MD.  Theodore 
1 120  First  Colonial  Rd 
Virginia  Beach.  VA  23454 
AMARASINGHE.  MD.  Disamodha  C 
816  Independence  Blvd 
Suite  3B 

Virginia  Beach  VA  23455 
ASHMAN,  MD.  Berton  Wm 
1 100  First  Colonial  Rd  Ste  201 
Virginia  Beach  VA  23454 
ASHMAN.  MD.  Stuart 
1701  Will-O-Wisp  Dr 
Virginia  Beach  VA  23454 
BACANI-LONGA,  MD.  Carolina 
1516  Harmon  Street 
Norfolk.  VA  23518 
BELCHER,  MD.  Birgit  E 
816  Independence  Blvd 
Bayside  Medical  Plaza 
Virginia  Beach.  VA  23456 
BERGER,  MD,  James  Seymour 
1 120  First  Colonial  Rd 
Virginia  Beach.  VA  23454 
BERGER,  MD.  Keith  E 
816  Independence  Blvd 
Suite  l-G 

Virginia  Beach,  VA  23455 
BEST.  MD.  David  Walker 
1127  First  Colonial  Rd 
Virginia  Beach.  VA  23454 
BLANCHARD,  MD.  Peter  B 
1821  Old  Dominion  Pkwy 
Suite  1 

Virginia  Beach  VA  23454 
BLANK.  MD.  Alvin  Robert 
1709  First  Colonial  Ct 
Virginia  Beach  VA  23454 
BOHLKE,  MD,  Glen  Leroy 
1709  First  Colonial  Ct 
Virginia  Beach  VA  23454 
BOSWORTH,  MD.  James  Elam 
1096  Five  Point  Road 
Virginia  Beach.  VA  23454 
BOURGARD,  MD,  Lawrence  Dean 
813  Independence  Boulevard 
Suite  E 

Virginia  Beach  VA  23455 
BRADLEY,  MD.  Keith 
1504  Sloane  Court 
Virginia  Beach,  VA  23456 
BREWER,  MD.  Robt  Geo 
228  N Lynnhaven  Rd  Ste  1 18 
Virginia  Beach  VA  23452 
BRUCKNER.  MD.  Jana  Terezie 
1748  Sir  Wm  Osier  Drive 
Virginia  Beach  VA  23454 
BURNS  JR  , MD,  Francis  Gregory 
2701  Shore  Haven  Road 
Virginia  Beach  VA  23454 
BURT.  MD.  Joe  Howard 
1168  First  Colonial  Rd  Ste  14 
Virginia  Beach  VA  23454 
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BUTTS,  MD,  Edward  Barfield 
816  Independence  Blvd 
Suite  2G 

Virginia  Beach,  VA  23455 
BYRNE,  MD,  Robert  Francis 
1 13  Landmark  Square 
Virginia  Beach,  VA  23452 
CAFIERO,  MD.  Louis 
764  Independence  Blvd 
Virginia  Beach  VA  23455 
CANDLER.  MD,  Paul  Kiser 
1012  Bay  Colony  Dr 
Virginia  Beach  VA  23451 
CANTON,  MD.  John  Norman 
816  Independence  Blvd 
Virginia  Beach  VA  23455 
CARLSTON,  MD,  John  Anthony 
1704  Sir  William  Osier  Drive 
Virginia  Beach  VA  23454 
CARWELL  JR,  MD,  Glenn  Ray 
1 120  First  Colonial  Road 
Suite  201 

Virginia  Beach.  VA  23454 
CECCHINO,  MD.  Robert  Andrew 
1821  Old  Donation  Parkway 
Virginia  Beach  VA  23454 
CHARLTON,  MD,  James  Perry 
1120  1st  Colonial  Rd 
Virginia  Beach  VA  23454 
CHU,  MD.  Young-Kwon 
Bayside  Medical  Plaza  3 J 
816  Independence  Blvd 
Virginia  Beach  VA  23455 
CIRIC,  MD,  Andrew  M 
800  Independence  Blvd 
Virginia  Beach  VA  23455 
CLARKE.  MD.  John  Palmore 
P O Box  4159 
Virginia  Beach  VA  23454 
COLE,  MD,  Elizabeth  Cocke 
Joseph  Memorial  Hospital 
Amalapuram  533201 
East  Godavary  Ap,  IndiA  00000 
COOPER,  MD,  Wm  Robt 
1 100  First  Colonial  Rd  Ste  201 
Virginia  Beach  VA  23451 
COREN,  MD.  Sidney  W 
508  S Independence  Blvd 
Virginia  Beach  VA  23452 
CORPENING,  MD,  Cora  Zetta 
1 1 7-5 1 st  St 

Virginia  Beach  VA  23451 
CRAWFORD  JR  , MD.  Wm  Burdette 
844  Five  Point  Road 
Virginia  Beach  VA  23454 
CROTEAU,  MD,  Louis  John 
1929  Indian  Run  Rd 
Virginia  Beach  VA  23454 
DAHM,  MD,  Norman  Richard 
4084  Richardson  Road 
Virginia  Beach  VA  23455 
DAVIS  JR  , MD.  Chas  Stanley 
4501  N Witchduck  Road 
Virginia  Beach  VA  23455 
DAVIS,  MD,  Harvey  Danl 
1704  Sir  William  Osier  Dr 
Virginia  Beach  VA  23454 
DE  VERA-HIPOL,  MD,  Rasario 
701  Independence  Blvd 
Suite  101 

Virginia  Beach.  VA  23455 
DECKER,  MD,  Sterling  Randolph 
1 137  First  Colonial  Road 
Virginia  Beach.  VA  23454 
DEVLIN,  MD.  James  Timothy 
1 120  First  Colonial  Rd 
Virginia  Beach  VA  23454 
DEWALT  JR  , MD,  Chester  W 
1728  Sir  William  Osier  Dr 
Virginia  Beach  VA  23454 
DICKINSON,  MD.  Wm  Andrew 
1060  First  Colonial  Rd 
Virginia  Beach  VA  23454 
DICKSON,  MD,  Albert  Maxcy 
4839  Virginia  Beach  Blvd 
Virginia  Beach  VA  23462 
DOBSON,  MD,  John  Lynn 
1 100  First  Colonial  Rd 
Virginia  Beach  VA  23454 
DOWLING,  MD,  Jean  Mane 
1 120  First  Colonial  Road 
Suite  200 

Virginia  Beach  VA  23454 
DOWNS,  MD,  Peter  Ellsworth 
Emergency  Dept 
Bayside  Hospital 
Virginia  Beach,  Va  23455 
DUNDON,  MD,  Bruce  Carroll 
Bayside  Medical  Plaza  Ste  2-H 
816  Independence  Blvd 
Virginia  Beach  VA  23455 
DUNNINGTON.  MD.  Arthur  Russell 
1821  Old  Donation  Parkway 
Suite  5 

Virginia  Beach  VA  23454 
EAGLES,  MD.  Donald  Taylor 
1 120  First  Colonial  Rd  Ste  204 
Virginia  Beach  VA  23454 
EARLEY  JR  , MD,  Chas  Marion 
P 0 Box  4159 
Virginia  Beach  VA  23454 
EASTON.  MD,  Richard  E 
Va  Beach  Municipal  Ctr 
Virginia  Beach  VA  23456 
EDMUNDS,  MD,  Frederick  T 
C/O  Lexington  Obgyn 
1 10  Houston  Street 
Lexington,  VA  24450 
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EVANS,  MD,  James  Gregory 
505  Sandy  Valley  Ct 
Virginia  Beach  VA  23452 
EVERETT,  MD,  John  Clayton 
P 0 Box  715 

Virginia  Beach,  VA  23451 
FARANO  III,  MD.  Louis 
185  South  Plaza  Trail 
Virginia  Beach,  VA  23452 
FENDERSON,  MD  Allen  Rex 
504  S Independence  Blvd 
Virginia  Beach  VA  23452 
FERGUSON.  MD,  Wayne  William 
P 0 Box  4159 
Virginia  Beach,  VA  23454 
FISCHER,  MD.  Danl  Edward 
Pembroke  Five  Ste  331 
Virginia  Beach  VA  23462 
FOER,  MD,  Warren  H 
1821  Old  Donation  Parkway 
Virginia  Beach.  VA  23454 
FRIEDER,  MD,  Barry  Wayne 
4728  Orchard  Lane 
Virginia  Beach.  VA  23464 
GAINES,  MD,  Marc  Irving 
1860  Colonial  Medical  Court 
Virginia  Beach  VA  23454 
GANDERSON,  MD,  Alan  P 
1114  Windsor  Road 
Virginia  Beach.  VA  23451 
GARRISON,  MD.  Jack  Stiles 
669  Thalia  Point  Rd 
Virginia  Beach  VA  23452 
GLOVER,  MD,  Wm  P 
5261  Challedon  Dr 
Suite  102 

Virginia  Beach  VA  23462 
GOODMAN,  MD.  Allan  Jay 
813  Independence  Blvd 
Virginia  Beach,  VA  23455 
GORMLEY,  MD.  Robt  Arthur 
1925  Long  Bridge  Lane 
Virginia  Beach  VA  23454 
GRABER  JR  , MD,  Stanley 
Bayside  Hospital 
Virginia  Beach  VA  23455 
GRAY,  MD.  Nelson  Turner 
1 100  First  Colonial  Rd 
Virginia  Beach  VA  23454 
GRAYSON,  MD,  George  I 
4501  North  Witchduck  Rd 
Suite  4 

Virginia  Beach,  VA  23455 
GRIFFIN,  MD.  Francis  G 
1 100  First  Colonial  Road 
Suite  305 

Virginia  Beach  VA  23454 
GRISWOLD,  MD,  James  Francis 
860  Kempsville  Road 
Norfolk,  VA  23502 
HABEEB,  MD,  Edward  David 
813  Independence  Boulevard 
Suite  E 

Virginia  Beach.  VA  23455 
HAMILTON,  MD.  Colin  W 
1 100  First  Colonial  Road 
Suite  1 

Virginia  Beach  VA  23454 
HARMATUK,  MD.  Frances  A 
Suite  331 

Pembroke  5 Building 
Virginia  Beach,  VA  23462 
HARRISON,  MD,  Howard  C 
1 100  First  Colonial  Rd  Ste  201 
Virginia  Beach  VA  23454 
HILL  JR  . MD.  Trafford 
1 100  First  Colonial  Rd 
Virginia  Beach  VA  23454 
HILL,  MD,  Kathryn  Dodds 
228  N Lynnhaven  Rd  Ste  130 
Virginia  Beach  VA  23452 
HODEEN,  MD.  Eric  C 
Norfolk  Diagnostic  Clinic 
844  Kempsville  Rd,  # 100 
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Norfolk  VA  23502 
HOLLAND,  MD,  Clarence  Adrian 
2017  Pleasure  House  Rd 
Virginia  Beach  VA  23455 
HUGHES.  MD,  Felix  Austin 
1060  First  Colonial  Rd 
Virginia  Beach  VA  23454 
IMBUR,  MD,  Donald  James 
816  Independence  Blvd 
Medical  Plaza 
Virginia  Beach  VA  23455 
JARRETT,  MD,  Alvin  Quarles 
4704  Ocean  Front 
Virginia  Beach  VA  23451 
JOHNSON,  MD,  Wm  Thos 
2017  Pleasure  House  Rd 
Virginia  Beach  VA  23455 
KAZAKIS,  MD.  T Ross 
1529  Stephens  Rd 
Virginia  Beach  VA  23454 
KELSEY,  MD,  Gerdi  D 
1 120  1st  Col  Rd 
Virginia  Beach  VA  23454 
KLEDZIK,  MD.  Ronald  Bruce 
4696  Honeygrove  Rd  #102 
Virginia  Beach  VA  23455 
KREIDER,  MD.  Stanley  J 
1 100  First  Colonial  Rd 
Virginia  Beach,  VA  23454 
KROP,  MD,  Thomas  Monroe 
1012  First  Colonial  Road 
Suite  101 

Virginia  Beach  VA  23454 
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KRUEGER,  MD.  John  Jay 
General  Hospital 
Virginia  Beach  VA  23454 
LAM,  MD.  Gene  N 
1 100  First  Colonial  Rd 
Virginia  Beach  VA  23454 
LAWRENCE.  MD.  Duane  Arthur 
4169  Virginia  Beach  Blvd  400 
Virginia  Beach  VA  23452 
LEE,  MD,  Duk-Hyun 
3419  King  Street 
Portsmouth,  VA  23707 
LORENZ,  MD,  Martin  Fred 
3668  Sea  Gull  Bluff  Dr 
Virginia  Beach,  VA  23455 
LOVE.  MD.  Suzanne  S 
2605  Thirza  Place 
Virginia  Beach  VA  23454 
LOXLEY,  MD,  Sidney  S 
813  Independence  Boulevard 
Virginia  Beach,  VA  23455 
MAGPOC,  MD,  Norma  S 0 
770  Independence  Circle 
Suite  201 

Virginia  Beach  VA  23455 
MAPP,  MD,  John  Alfriend 
1 120  1st  Colonial  Rd 
Virginia  Beach  VA  23454 
MARTIN,  MD  Wm  Leroy 
915-A  First  Colonial  Rd 
Virginia  Beach  VA  23454 
MARTINELLI,  MD.  Maurice  Ivan 
Bayside  Hospital 
800  Independence  Blvd 
Virginia  Beach  VA  23455 
MARVEN,  MD.  Lee  Jonathan 
4512  Old  English  Cir 
Virginia  Beach  VA  23455 
MASCARINAS  JR  . MD,  Teofilo  C 
289  Pembroke  Pk  Office  Bldg 
Virginia  Beach  VA  23462 
MASON,  MD.  Gordon  L 
Bayside  Medical  Plaza  #2B 
816  Independence  Boulevard 
Virginia  Beach,  VA  23455 
MATCHETT,  MD.  Robert  M 
1 100  First  Colonial  Road 
Associated  Anesthesia 
Virginia  Beach,  VA  23454 
MAY,  MD,  Madge  Nickerson  Dunn 
2240  Bayville  Rd 
Virginia  Beach  VA  23455 
MC  CREADY,  MD,  Danl  Roy 
1821  Old  Donation  Pkwy 
Prof  Center  West 
Virginia  Beach  VA  23454 
MC  CUNE,  MD,  Frederick  K 
1 100  First  Colonial  Rd 
Virginia  Beach  VA  23454 
MEADE  JR.,  MD,  Thomas  S 
1 100  First  Colonial  Road 
Suite  101 

Virginia  Beach,  VA  23454 
MEYER,  MD,  Russel 
813  Independence  Blvd 
Virginia  Beach  VA  23455 
MILLER,  MD.  Ira  David 
#3,  Independence  Med  Cen 
813  Independence  Boulevard 
Virginia  Beach,  VA  23455 
MILLER,  MD,  Murray  Culbertson 
3191  Adam  Keeling  Rd 
Virginia  Beach  VA  23454 
MIRCZAK,  MD,  John  Arnold 
1 100  First  Colonial  Rd 
Virginia  Beach  VA  23454 
MITCHELL  JR,  MD,  Robert  Elmer 
1709  1st  Colonial  Court 
Virginia  Beach,  VA  23454 
MLADICK.  MD,  Richard  Anthony 
1037  First  Colonial  Road 
Virginia  Beach.  VA  23454 
MONI,  MD,  K N 
816  Independence  Blvd 
Bayside  Med  Plaza  #3G 
Virginia  Beach.  VA  23455 
MORO  JR  , MD.  Michael 
762  Independence  Blvd 
Virginia  Beach  VA  23455 
MORRIS.  MD,  John  Robt 
P 0 Box  4159 
Virginia  Beach  VA  23454 
MORRIS,  MD,  Richard  Louis 
1037  First  Colonial  Rd 
Plastic  Surgery  Center 
Virginia  Beach,  VA  23454 
MOSBY  JR  , MD.  Robt  Thos 
1 100  First  Colonial  Rd 
Virginia  Beach  VA  23454 
MURTHY,  MD,  Papaiah  S 
4217  Country  Club  Circle 
Virginia  Beach,  VA  23455 
0 CONNOR,  MD,  Frank  Jos 
1120 

Virginia  Beach  VA  23454 
ONSANIT,  MD,  Tawachai 
770  Independence  Circle 
Suite  102 

Virginia  Beach  VA  23455 
OSWAKS,  MD,  Roy  Michael 
701  Independence  Circle 
Suite  102 

Virginia  Beach,  VA  23455 
PARKER,  DO,  Charles  E 
Pembroke  5.  Suite  521 
Virginia  Beach,  VA  23462 
PEERLESS  III,  MD.  Julius 
2317  E Little  Creek  Rd 
Norfolk  VA  23518 
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PHILLIPS,  MD.  Burt  Wm  P 

800  Gilbert  Circle 
Virginia  Beach  V A 23454 
PHILLIPS,  MD.  James  Wyatt  GP 

154 1 Hidden  Cove 
Virginia  Beach,  V A 23454 
PONCE,  MD,  Juan  F EM 

632  Thalia  Point  Road 
Virginia  Beach,  V A 23452 
RAHNEMA,  MD.  Mansur  GS 

1 168  First  Colonial  Road 
Virginia  Beach.  V A 23454 
RAO,  MD.  Bhaskar  G IM 

770  Independence  Blvd 
Suite  202 

Virginia  Beach  VA  23455 
REPASS,  MD,  James  Caldwell  CHP 

107  70th  Street 
Virginia  Beach  VA  23451 
RIPOLL,  MD,  Ignacio  IM 

901  General  Lee  Dr 
Virginia  Beach  VA  23454 
ROBERTSON,  MD,  Rob!  John  CD 

1 168  First  Colonial  Rd  #5 
Virginia  Beach  VA  23454 
ROSE,  MD,  Meredith  B GP 

3920  Wilmington  Road 
Virginia  Beach,  VA  23456 
RUSS  JR  , MD,  Clarke  ORS 

1016  First  Colonial  Rd 
Virginia  Beach  VA  23454 
SANTIAGO,  MD,  Gloria  A OBG 

Obstetrics  & Gynecology 
4551  Professional  Circle 
Virginia  Beach,  VA  23455 
SARRETT,  MD.  David  Lee  OBG 

837  First  Colonial  Rd,  Ste  B 
Virginia  Beach  VA  23451 
SAUNDERS  JR  , MD.  Milton  A D 

Pembroke  Six,  Suite  129 
Virginia  Beach  VA  23462 
SCHECHNER,  MD,  Stephen  A GS 

453  Edwin  Drive,  tt  101 
Virginia  Beach  VA  23462 
SCHICK,  MD,  Eduardo  Jorge  OBG 

3333-29  Virginia  Beach  Blvd 
Suite  31 

Virginia  Beach,  VA  23452 
SCHREINER,  MD.  Carol  Anne  P 

1387  Little  Neck  Road 
Virginia  Beach.  VA  23452 
SCHWARTZ,  MD,  Arnold  Jay  D 

453  Edwin  Drive 
Suite  102 

Virginia  Beach  VA  23462 
SCHWARTZER,  MD,  Joseph  Simon  P 

120  S Lynnhaven  Road 
Suite  201 

Virginia  Beach  VA  23452 
SEEHERMAN.  MD.  Robt  S IM 

3712  S Plaza  Trail 
Virginia  Beach  VA  23452 
SEIM,  MD,  Donald  Edward  R 

1060  First  Colonial  Rd 
Virginia  Beach  VA  23454 
SHEPHERD,  MD,  Geo  B PD 

1821  Old  Donation  Parkway 
Virginia  Beach  VA  23454 
SJOLUND  JR  , MD.  Geo  Clarence  GP 

5628  Zima  Court 
Virginia  Beach  VA  23464 
SKANSI,  MD,  Tom  Andrew  R 

281  Independence  Blvd 
Virginia  Beach  VA  23462 
SKANSI,  MD,  Viviana  PD 

1732  Sir  Wm  Osier  Dr 
Virginia  Beach.  VA  23454 
SMITH,  MD,  Robert  Lawrence  PTH 

Gen  Hosp  Of  Virginia  Beach 
Virginia  Beach  VA  23454 
SPERRY,  MD.  Thos  Howard  FP 

1604  Hilltop  West 
Suite  303 

Virginia  Beach  VA  23451 
STALLINGS,  MD.  William  D FP 

1 120  First  Colonial  Road 
Virginia  Beach,  VA  23454 
STEHLIK,  MD.  John  Me  Teer  OTO 

1 120  First  Colonial  Rd  204 
Virginia  Beach  VA  23454 
STERNLICHT,  MD.  Ludwig  HEM 

1756  Sir  William  Osier  Drive 
Virginia  Beach.  VA  23454 
STILLMAN,  MD,  Barron  H IM 

1200  First  Colonial  Road 
100-M 

Virginia  Beach  VA  23454 
STROUD,  MD,  Stephen  Briggs  FP 

504  S Independence  Blvd 
Virginia  Beach  VA  23452 
SUBER,  MD,  Hubert  Mccrary  OBG 

P 0 Box  4514 
Virginia  Beach  VA  23454 
TALREJA,  MD.  R S IM 

1805  Colonial  Med  Court 
Virginia  Beach  VA  23454 
TAPPER,  MD,  Franklin  Bruce  CHP 

1045  Ducking  Point  Tr 
Virginia  Beach  VA  23455 
TAYLOR  JR  , MD,  Waller  L OPH 

1200  First  Colonial  Rd 
Virginia  Beach  VA  23454 
TEACHEY,  MD.  Wm  Swam  OTO 

Suite  l-A 

Bayside  Med  Plaza 
Virginia  Beach  VA  23455 
THATCHER,  MD,  Jos  Owen  M FP 

138  Boggs  Ave/Thalia  Med 
Virginia  Beach  VA  23452 


THOMAS,  MD,  John  A PD 

1744  Sir  William  Osier  Drive 
Virginia  Beach.  VA  23454 
TRANT  III,  MD.  John  Hill  OPH 

1 100  1st  Colonial  Rd  203  Vamc 
Virginia  Beach  VA  23454 
TROIANO,  MD,  Raymond  G N 

1 100  First  Colonial  Road 
Suite  104 

Virginia  Beach,  VA  23454 
VINH,  MD,  Luc  FP 

4656  Haygood  Road 
Suite  D 

Virginia  Beach,  VA  23455 
WADDELL,  MD,  Robert  W ORS 

1 100  First  Colonial  Rd 
Virginia  Beach  VA  23454 
WAKEMAN,  MD,  Truman  Jerry  D 

1 168  First  Colonial  Rd 
Virginia  Beach  VA  23454 
WALLACE  JR  , MD.  Karl  Kenneth  DR 

1309  North  Bay  Shore  Dr 
Virginia  Beach  VA  23451 
WALLACE,  MD,  Duncan  Saron  P 

4696  Honey  Grove  Rd 
Virginia  Beach  VA  23455 
WARDEN,  MD,  Steven  S U 

837  First  Colonial  Rd 
Virginia  Beach,  VA  23454 
WARDEN,  MD,  Wm  Budd  GP 

2017  Pleasure  House  Rd 
Virginia  Beach  VA  23455 
WARREN,  MD,  Bertram  Lee  OBG 

1 100  First  Colonial  Rd  Ste  205 
Virginia  Beach  VA  23454 
WARTH,  MD.  Gregory  James  IM 

1860  Colonial  Medical  Court 
Virginia  Beach  VA  23454 
WASHBURN,  MD,  Ronald  Lee  R 

1612  Baybreeze  Drive 
Virginia  Beach,  VA  23454 
WASSERMAN  JR  , MD.  L Leslie  OBG 

1 100  First  Colonial  Rd  Ste  205 
Virginia  Beach  VA  23454 
WEST,  MD,  Richard  Duane  GS 

1712  Sir  William  Osier  Dr 
Virginia  Beach  VA  23454 
WHITE,  MD.  Julian  Andrews  FP 

P 0 Box  825 

Virginia  Beach  VA  23451 
WHITE,  MD,  Rolfe  Downing  OBG 

913  North  Plantation  Dr 
Virginia  Beach,  VA  23454 
WHITNEY,  MD,  Hugh  Raymond  H AN 

1 100  First  Colonial  Rd 
Virginia  Beach  VA  23454 
WILLIAMS,  MD,  David  L OBG 

3162  Magic  Hollow  Blvd 
Virginia  Beach,  VA  23456 
WILLIAMS,  MD,  Frederick  M OPH 

1 120  First  Colonial  Rd 
Virginia  Beach  VA  23454 
WILLIAMS,  MD,  James  Newton  P 

717  Cardinal  Rd 
Virginia  Beach  VA  23451 
WILLIAMSON.  MD.  John  A ORS 

1 100  First  Colonial  Road 
Virginia  Beach,  VA  23454 
WONG.  MD,  George  Sonny  FP 

2017  Pleasure  House  Rd 
Virginia  Beach,  VA  23455 
WRIGHT,  MD,  James  Claude  OPH 

1120  1st  Colonial  Rd 
Virginia  Beach  VA  23454 
WYLES,  MD,  Ronald  Jos  D 

1200  First  Colonial  Rd 
Suite  200-M 

Virginia  Beach  VA  23454 
YEH,  MD.  Betty  P Y IM 

816  Independence  Blvd 
Suite  3 A 

Virginia  Beach,  VA  23455 
Yl,  MD,  Chu  Hon  IM 

1200  First  Colonial  Road 
100-M 

Virginia  Beach  VA  23454 


WILLIAMSBURG 


ADAMS,  MD,  Kenneth  Atwell  GE 

The  Professional  Bldg 
Williamsburg,  VA  23185 
BARTON,  MD.  James  Edwin  FP 

706  Jamestown  Road 
Williamsburg  VA  23185 
BELL  JR  , MD,  Baxter  Israel  GP 

109  Cary  St 

Williamsburg  VA  23185 
BLACK,  MD,  Joseph  E GP 

Student  Health  Service 
College  Of  William  & Mary 
Williamsburg,  VA  23185 
BLAYTON,  MD,  James  Blame  GP 

609  Prince  George  St 
Williamsburg  VA  23185 
BORLAND,  MD,  David  S PTH 

Williamsburg  Community  Hosp 
1238  Mount  Vernon  Ave 
Williamsburg  VA  23185 
BROWN  III,  MD,  Jos  Danl  FP 

224  Monticello  Ave 
Williamsburg  VA  23185 
BUNTING,  MD.  Richard  Fry  OPH 

224  Monticello  Ave 
Williamsburg  VA  23185 
BURDICK,  MD.  Edward  Peter  GP 

454  A Wythe  Creek  Rd 
Poquoson  VA  23662 


CHOHANY,  MD.  Geo  J GS 

230  Monticello  Ave 
Williamsburg  VA  23185 
CILLEY,  MD,  Richard  D OS 

139  Tanbark  Lane 
Williamsburg  VA  23185 
CUMMINGS,  MD,  Wm  Steven  FP 

124  Tanbark  Lane 
Williamsburg  VA  23185 
DIMMETT,  MD,  James  David  CHP 

P 0 Box  253 
Williamsburg  VA  23187 
EBERDT,  MD,  Arthur  Jackson  OPH 

1306  Mount  Vernon  Avenue 
Williamsburg,  VA  23185 
FERNANDEZ,  MD,  Frank  L OBG 

Route  1,  Box  166 
Williamsburg  VA  23185 
FLETCHER,  MD,  John  Stevenson  PD 

531  Mill  Neck  Rd 
Williamsburg  VA  23185 
GARCIA,  MD,  Leoncio  Antonio  P 

304  Lockley  Drive 
Williamsburg  VA  23185 
GRAHAM,  MD,  Maurice  E PD 

1 101  Professional  Drive 
Suite  D 

Williamsburg,  VA  23185 
GRASINGER,  MD.  John  E ORS 

1 138  Professional  Dr 
Williamsburg,  VA  23185 
HAGER  JR  , MD,  Harry  Griffin  DR 

P 0 Box  H 

Williamsburg  VA  23185 
HALL,  MD,  Nelson  James  ORS 

1 126- A Prof  Drive 
Williamsburg  VA  23185 
HAMRICK,  MD,  Robt  Arnold  GER 

Box  1846 

Williamsburg  VA  23185 
HANGER,  MD,  Keith  Elwood  IM 

1006  Richmond  Rd 
Williamsburg  VA  23185 
HELWIG,  MD,  Warren  Bowman  PTH 

General  Delivery 
Zanom,  VA  23191 

HENDERSON,  MD,  Clifford  Edward  FP 

1 19  Dover  Road 
Williamsburg  VA  23185 
HENDERSON,  MD,  June  Rose  S FP 

119  Dover  Rd 
Williamsburg  VA  23185 
HESS,  MD.  James  Brock  IM 

105  Crestwood  Drive 
Williamsburg  VA  23185 
HOFFMIER,  MD,  Thomas  Joseph  IM 

1006  Richmond  Road 
Williamsburg,  VA  23185 
HONABLUE,  MD,  Richard  R FP 

1 10  Cary  Street 
Williamsburg,  VA  23185 

HOWARD,  MD,  Hall  Renfro  GS 

111  5-A  Old  Colony  Lane 
Williamsburg,  VA  23185 

HURT,  MD,  David  Langkop  AN 

P 0 Box  325 
Williamsburg  VA  23185 
INLOES  JR  , MD,  Ben]  H OBG 

70  Winster  Fax 
Williamsburg  VA  23185 
JAMISON,  MD,  Thos  Maxwell  DR 

130  John  Tyler  Hwy 
Williamsburg  VA  23185 
JENKINS,  MD,  Daniel  OBG 

128  Tolers  Road 
Williamsburg  VA  23185 
JEWUSIAK,  MD,  Edward  M ORS 

1 138  Professional  Dr 
Williamsburg  VA  23185 
JONES  JR  . MD,  Beverly  AN 

9 Coventry  Road 
Williamsburg  VA  23185 
JONES,  MD,  Jos  L GP 

607  Prince  George  St 
Williamsburg  VA  23185 
JONES,  MD.  Roger  Wm  OBG 

1115  Professional  Drive 
Williamsburg  VA  23185 
KAISER,  MD,  John  Robert  IM 

1304A  Mount  Vernon  Ave 
Williamsburg,  VA  23185 
KAROW,  MD,  Juliette  Seelye  GP 

Student  Health  Service 
College  Of  William  & Mary 
Williamsburg  VA  23185 
KIMBROUGH,  MD,  Janet  Coleman  GP 

Tucker  House 
Williamsburg  VA  23185 
MALONE,  MD,  G Dwight  FP 

1 10  Cary  Street 
Williamsburg,  VA  23185 
MASSEY  III,  MD,  William  Jos  IM 

Professional  Bldg 
Massey  Clinic,  Ltd 
Williamsburg  VA  23185 
MUSGRAVE,  MD,  Joseph  Walker  D 

138  John  Tyler  Highway 
Williamsburg,  VA  23185 
OLIVER  JR  , MD,  Geo  Jeffries  GS 

1308  Mt  Vernon  Dr 
Williamsburg  VA  23185 
PACKER,  MD,  Gerald  A EM 

108  Godspeed  Drive 
Williamsburg,  VA  23185 
PHARR  III,  MD.  Scott  Yorke  OTO 

Professional  Bldg 
Mt  Vernon  Dr 
Williamsburg  VA  23185 


PITMAN,  MD.  John  Mathews  GS 

1308  Mt  Vernon  Ave 
Williamsburg  VA  23185 
POLEKSIC  III,  MD,  Slobodan  PTH 

1 17  Dover  Rd 
Williamsburg  VA  23185 
POWERS  JR,  MD,  Thos  Jefferson  FP 

132  John  Tyler  Hwy 
Williamsburg  VA  23185 
PRESCOTT,  MD,  Georgia  Ann  PD 

134  John  Tyler  Hwy 
Williamsburg  VA  23185 
SANZ,  MD,  Manuel  0 P 

43  Winster  Fax 
Williamsburg  VA  23185 
SIM,  MD,  Peter  Alan  FP 

107  Winster  Fax 
Williamsburg  VA  23185 
SPIRN,  MD,  Camilla  B OBG 

1304  Jamestown  Road 
Williamsburg,  VA  23185 
STEIGER,  MD,  Wm  Anthony  IM 

310  Littletown  Quarter 
Williamsburg,  VA  23185 
STOKES  JR  , MD,  Hugh  G P 

229  Queens  Dr  N 
Williamsburg  VA  23185 
TAYLOR,  MD,  Anthony  J U 

P 0 Box  254 
Williamsburg  VA  23187 
THEIS,  MD,  Richard  Braxton  FP 

132  John  Tyler  Highway 
Williamsburg  VA  23185 
THIEL,  MD,  Martin  August  GS 

1301  Mt  Vernon  Ave 
Williamsburg  V a 23185 
VAN  DRIEM,  MD.  Geo  Henri  GP 

P 0 Box  669 
Toano  VA  23168 

WISE 

AWAN,  MD,  Khalid  Javed  OPH 

1921  Park  Ave.S  W 
Norton  VA  24273 

BALASUBRAMANIAM  III.  MD,  M PD 

Big  Stone  Clinic 
Big  Stone  Gap  VA  24219 
BARTON,  MD,  Wm  Baynard  OM 

P 0 Box  6 
Stonega  VA  24285 

BAUSCH,  MD,  Robert  Stephen  FP 

Wise  Clinic  Spring  St 
Wise  VA  24293 

CAPALAD,  MD.  Elpidio  Fajardo  GP 

100  15th  Street  N W 
Norton  VA  24273 

CARTAGENA,  MD,  Rodolfo  S OBG 

Norwise  Ob/Gyn  Assoc 
P 0 Box  727 
Norton.  VA  24273 

CHENG,  MD,  Chin  Lin  EM 

381  Suncrest  Drive 
Bristol  VA  24201 

CROSS,  MD,  James  Allerton  GP 

C/O  Hanging  Rock  Clinic 
Drawer  T 

St  Paul.  VA  24283 

DAVIS,  MD,  William  Alvin  GP 

Drawer  T 

Hanging  Rock  Clinic 
St  Paul  VA  24283 

FLEENOR,  MD,  Lawrence  J FP 

Route  tt  1 Box  74E 
Big  Stone  Gap  VA  24219 
FORD,  MD,  Michael  B GP 

Big  Stone  Gap  Clinic 
Big  Stone  Gap  VA  24219 
FOSTER,  MD,  Glen  G FP 

406  Washington  St 
Galax  VA  24333 

FULLER,  MD,  Chas  Irving  GP 

Wise  Clinic 
Wise  VA  24293 

FULTON,  MD.  Charles  A FP 

Duffield  Clinic 
P 0 Box  24 
Duffield,  VA  24244 

GONZALEZ,  MD,  Ulysses  S IM 

100  15th  Street,  Nw 
Norton  VA  24273 

HOWZE,  MD.  Herbert  H GS 

808  Park  Ave 
Norton  VA  24273 

INGRAM,  MD,  Ernagene  F PH 

P 0 Box  187 
Norton  VA  24273 

INGRAM.  MD,  Lewis  Karl  OBG 

P 0 Box  187 
Norton  VA  24273 

JAIN,  MD,  Sureshchand  D PD 

Wise  Clinic 
Wise  VA  24293 

JONES,  MD.  Delmas  Bernard  R 

Box  1039 
Wise  VA  24293 

KANWAL,  MD.  Gurcharan  Singh  IM 

Coeburn  Hospital  Clinic 
Post  Office  Box  1 136 
Coeburn  VA  24230 

KESSLER,  MD,  Wm  A GS 

Wise  Clinic 
Wise  VA  24293 

KOTAY,  MD,  S.C  ORS 

Dickenson-Wise  Med  Group 
Wise  Clinic 
Wise,  VA  24293 

LITTON,  MD,  Darlene  E B US 

P 0 Box  Jj 

Big  Stone  Gap,  VA  24219 


LITTON,  MD  Frederick  Mitchel  GP 

Big  Stone  Gap  Clinic 
Big  Stone  Gap  VA  24219 

LUTHRA,  MD.  Ramesh  C U 

P 0 Box  799 
Wise,  VA  24293 

MAINE,  MD,  Charles  P IM 

Wise  Clinic 
P 0 Box  17 
Wise,  VA  24293 

MANOHARAN  III,  MD,  Edakandiyi!  OBG 


Big  Stone  Gap  Clinic 
Big  Stone  Gap  VA  24219 
MAPHIS  JR  , MD,  Frederick  D PD 

P 0 Box  176 
Wise,  VA  24293 

MIRANDA,  MD,  Prospero  M GS 

P 0 Box  620 
Norton  VA  24273 

NAKANDAKARI,  MD.  Masao  GP 

Wise  Clinic 
Wise  VA  24293 

NAVANI,  MD.  Shiv  DR 

15  Oakwood  Circle 
Big  Stone  Gap  VA  24219 
NELSON,  MD,  Pierce  Danl  P 

Mental  Health  Clinic  Box  920 
Wise  VA  24293 

NOFSINGER,  MD.  Dennis  E PD 

Wise  Clinic 
Wise  VA  24293 

PARANTHAMAN,  MD,  S K PUD 

107  East  Mam  Street 
Appalachia,  VA  24216 

PARTHASARATHY,  MD.  T K GS 

Box  Jj 

Big  Stone  Gap  Clinic 
Big  Stone  Gap  VA  24219 
PHILLIPS  JR  , MD,  Jos  Thos  GS 

Virginia  Ave- 10th  St 
Norton  VA  24273 

PORTER,  MD,  Jesse  J GP 

307  Wise  St 
Appalachia  VA  24216 
RAMAKRISHNAN,  MD,  M R R 

Dickenson-Wise  Clinic 
Box  A,  Spring  Street 
Wise,  VA  24293 

REDDY,  MD,  Patlolla  V R GP 

P 0 Box  18 
Wise  General  Hospital 
Wise,  Va  24293 

SAHA,  MD,  Subhash  C R 

Vinita  Apts,  No  4 
Wallens  Ridge 
Big  Stone  Gap,  VA  24219 
SANTURIAN,  MD.  Maurice  M GP 

Pound  VA  24279 

SAPRA,  MD,  Parmod  Kumar  PD 

100-  15th  Street.  Nw 
Norton.  VA  24273 

SCHMIDT,  MD,  Wm  F IM 

28  Midway  St 
Bristol  TN  37620 

SENTER,  MD.  James  P FP 

Dickenson  Clinic 
P 0 Box  557 
Clmtwood,  VA  24228 

SHAH,  MD,  Nalinchandra  G PTH 

Norton  Community  Hospital 
Norton  VA  24273 

SHELLEY,  MD,  Ronald  N GS 

808  Park  Ave 
Norton  VA  24273 

SHESHADRI,  MD,  Bhagvan  U 

Dickenson-Wise  Med  Group 
Box  A.  Spring  Street 
Wise,  VA  24293 

SINGH.  MD,  Ram  GP 

809  Virginia  Ave 
Norton,  VA  24273 

STRAUGHAN,  MD,  Jos  Marion  DR 

Box  856 
Wise  VA  24293 

SUTHERLAND,  MD.  Geo  Foster  US 

P 0 Box  610 

Big  Stone  Gap  VA  24219 
SUWANNASRI,  MD.  Ruen-Rudee  IM 

Dickenson-Wise  Med  Group 
Wise  Clinic 
Wise,  VA  24293 

TAN,  MD.  Jose  G FP 

P 0 Box  346 
Norton  VA  24273 

THOLPADY,  MD,  Sudama  S CD 

Wise  Clinic 
Wise  VA  24293 

TOOTHMAN,  MD.  Clara  Jane  FP 

151  Monticello  Dr 
Bristol  VA  24201 

VANOVER,  MD,  Patricia  H GP 

Box  926 

Clmtwood  VA  24228 

VEDHANAYAKAM,  MD.  A M PD 

Wise  Clinic,  Po  Box  17 
Spring  Street 
Wise,  VA  24293 

VEST,  MD.  Gayle  S.  OBG 

Route  #3.  Box 
Big  Stone  Gap,  VA  24219 
VEST,  MD,  Steven  GE 

Route  tt  3,  Box  5C 
Big  Stone  Gap.  VA  24219 
VISIS,  MD,  Tassanee  DR 

44  Woodland  Court 
Wise,  VA  24293 
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ZAHNKE  III.  MD.  Wolfgang 
Big  Stone  Clinic 
Box  640 

Big  Stone  Gap  V A 24219 
ZIBDEH.  MD.  Isam  Tawfique 
Norwise  Ob/Gyn  Assoc 
P 0 Box  727 
Norton,  VA  24273 

OUT  OF  STATE 

ABBOTT,  MD.  Geo  Richard 
153  Hollyvale  Dr 
Rochester  NY  14618 
ABDOU,  MD.  Fathy  Amin 
4001  North  Witchduck  Road 
Virginia  Beach.  VA  23455 
ADEVOSO.  MD  Lauro  L 
P 0 Box  7206 
Rochester,  NY  14616 
AIZCORBE,  MD,  Oscar  Ramiro 
School  Of  Medicine,  University 
P 0 Box  016960 
Miami  , FIA  33101 
ALEXANDER,  MD,  Leon  Harper 
900  Lake  Dr 
Lake  City  FL  32055 
ALLENDE,  MD  Jorge  A 
Po  Box  277 

Shady  Spring  WV  25918 
ALVIG,  MD  Olav  Henry 
Forsyth  County  Hosp 
Box  768 

Cummmg.  GA  30130 
ANAMA,  MD,  Emmanuel  Desling 
P 0 Box  57 
Booneville.  KY  41314 
ANGELL,  MD,  Franklin  Lynwood 
645  Lakeland  S 
Severna  Park  MD  21146 
ARMBRUSTER.  MD,  Edward  Jos 
1650  Hospilal  Drive 
Santa  Fe  NM  87501 
ARMSTRONG  JR  , MD.  Robt  H 
8915  Data  Point  Drive 
Apartment  41-C 
San  Antonio  TX  78229 
ARTMAN,  MD.  Ralph  T 
P 0 Box  854 
Bandon  OR  97411 
BAGBY.  MD  Richard  Albert 
908  Goltview 
Tampa  FL  33609 
BAILEY  JR  , MD.  Wm  Otis 
2737  Devonshire  PI,  Nw 
Washington  DC  20008 
BARNETT,  MD.  Charles  P 
7 Ivy  Court 
Easton,  PA  18042 
BEATY,  MD.  James  Robt 
St  Francis  Hosp  1700  W 7th 
Topeka  KS  66606 
BENDA.  MD.  Rudolf  Anton  Josef 
Austmville,  VA  24312 
BERBLINGER,  MD,  Klaus  Wm 
Parnassus  Heights  Med  Bldg 
350  Parnassus  Ave,  Ste  303 
San  Francisco  CA  94117 
BERNARDEZ,  MD.  Oscar  Flores 
399  Bertha  Road 
Toms  River,  NJ  08753 
BERRY,  MD,  Wm  J 
3737  Doctors  Drive 
Port  Arthur  TX  77642 
BINHAMMER,  MD.  Harold  E 
227  Fairway  Hills 
Kingston,  Ont,  Canada 
K7M2B  00000 
BLAKE.  MD,  Lynn  French 
712  Westborough  Rd 
Knoxville  TN  37919 
BOWYER,  MD,  John  Victor 
23165  Heiss 

Woodland  Hills  CA  91364 
BRODY.  MD,  Garry  S. 

11411  Brookshire  Ave 
Downey.  CA  90241 
BROWER,  MD,  Anne  Clayton 
5412  Waneta  Road 
Bethesda,  MD  20816 
BROWN.  MD.  Lee  Buckingham 
926  E Me  Dowell  Rd 
Phoenix  A Z 85006 
BRUMFIELD  JR  . MD,  Robert  H 
1808  Verdugo  Blvd 
Glendale  CA  91208 
BRYAN,  MD.  Paul  A 
1 1 1 W Montgomery  Ave 
Rockville  MD  20850 
BYERLY,  MD,  Baxter  H 
1330  Miccosukee  Rd 
Suite  201 

Tallahassee  FL  32303 
CALA,  MD,  Benjamin  B 
4058  Wmdtree  Lane 
Columbus,  GA  31907 
CALZADILLA,  MD,  Miguel  R 
4101  N W 4th  St,  Ste  100 
Plantation  FL  33317 
CARROLL  JR  , MD,  Robt  Patrick 
4800  Ne  Stallings  Dr  Ste  1100 
Nacogdoches  TX  75961 
CARTER,  MD,  Edward  Kent 
2200  Pendragon  Rd 
Kingsport  TN  37660 
CAVEDO  JR  , MD,  Irvin  Walters 
127  Ocean  Blvd  W 
Supply  NC  28462 


GS  CAWOOD,  MD,  Chas  D 
P 0 Box  26 

Middlesboro  KY  40965 
COLE.  MD,  Robert  John 
OBG  10  University  Circle,  #8 
Charlottesville,  VA  22903 
COLEMAN,  MD  Wm  P 
Prof  Med  Corp 
4330 
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Metairie  LA  70002 
COLLINSON,  MD.  Edward  Frank 
Wilson  Memorial  Hospital-Xray 
Tarboro  Street 
Wilson,  N.C  27893 
COLONY,  MD,  Mary  D 
6026  River  Meadow  Drive 
Columbia,  MD  21045 
COSTA,  MD  Giovanni  Giacomo 
6300  Powers  Road 
Pob  346 

Orchard  Park.  NY  14127 
COURTNEY,  MD,  Maurice  L 
301  Scott  Avenue 
Morgantown  WV  26505 
COX.  MD.  Louis  Philip 
969  Greenway  Ave 
Dunedin  FL  33528 
CRAWFORD.  MD.  John  Custis 
Box  293 

Nags  Head  NC  27959 
CRIDER,  MD,  Donald  Bryant 
501  Howard  Ave 
Altoona  PA  16601 
DAFASHY,  MD.  Moumr  Y 
2264  Elsenore 
Riverside  CA  92506 
DAVIS.  MD,  Arthur  A 
8200  16th  St,  Nw 
Washington  DC  20012 
DAVIS,  MD,  Wirt  L 
200  Craig  Mar  Road 
Charleston.  W VA  25314 
DEBRAND.  MD,  Maria 
121  Prairiewood  Dr 
Fargo,  ND  58103 
DEMIRAY,  MD.  Adel 
801  Toll  House  Rd 
Frederick  MD  21701 
DIAMANT,  MD.  Hermann 
3100  Palm  Aire  Drive 
Apt  505 

Pompano  Beach,  FL  33060 
DIETRICK,  MD.  Ronald  Burton 
Presby  Mission  Box  2 1 3 
Kwangju  KoreA  00100 
DOE,  MD,  Frederick  David 
Laboratory  Of  Clinical  Med 
500  W Alameda 
Roswell  NM  88201 
DOEBLIN.  MD,  P Laurence 
Wichita  Radiological  Grp 
3333  East  Central,  #214 
Wichita,  KA  67208 
DONOHUE,  MD,  Joyce  C 
1515  6th  Avenue 
S Jefferson  Clinic 
Birmingham,  AL  35233 
DRATLER  III,  MD,  Siegfried 
3800  Hillcrest  Dr  Apt  402 
Hollywood  FL  33021 
DUNCAN,  MD,  Victor  Alberto 
P 0 Box  282 
Huntsville.  AIA  35801 
DUNNE,  MD,  James  Jos 
6376  South  Elm  Lane 
Lantana  FL  33462 
DUTT,  MD,  Cyril  Prabhakar 
1434  Bethaven  Road 
Riverdale,  GA  30296 
DYER,  MD,  Robt  K 
1007  N 6th  Street 
Albemarle  NC  28001 
ECHOLS,  MD.  Chas  Little 
350  West  Thomas  Rd 
Phoenix  AZ  85013 
EDIS,  MD,  Theodore  E 
1 108  Marine  Way  West,  Apt  B-3L 
North  Palm  Beach  FL  33408 
ELLIS,  MD,  Herman  Martin 
Ibm.  Med  Dept 
18100  Frederick  Rke 
Gathersburg,  MD  20879 
ERRICO,  MD,  James  Melton 
942  Nottingham  Rd 
High  Point  NC  27260 
FAGAN,  MD,  Esther  E Groves 
P 0 Box  866 
Hancock  NY  13783 
FALK  JR.  MD,  Leo  J 
American  Embassy 
Apo  Miami  34031 
FARROW,  MD,  C Reston 
Memphis  Path  Lab.  P A 
3000A  Walnut  Grove  Road 
Memphis  TN  38111 
FELDMAN.  MD.  Daniel  M 
2000  N Patterson  St 
Valdosta,  GA  31601 
FLEIGEL,  MD,  Jeffrey  Dee 
P O Box  333 
Mcintosh  FL  32664 
FREED.  MD  Thos  Alexander 
Mann  Gen  Hosp  Radiology  Dept 
Greenbrae  CA  94902 
FUCHS  111,  MD,  Kaspar 
1526  North  Edgemont  St 
Los  Angeles  CA  90027 
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FUNK,  MD,  Richard  Ludwig 
6050  Offenbach  Mam  Bettma 
Strasse  13  Germany  WesT  G0407 
GABEL,  MD.  Harold  D 
2305  Bee  Ridge  Road 
Columbia,  SC  29204 
GABRIEL,  MD.  Daniel  E 
1 14  Woods  Lane 
Me  Murray.  PA  15317 
GALLAGHER  JR  , MD,  Martin  E 
400  Young  St 
Melbourne  FL  32935 
GANGLOFF  MD.  Michael  Anthony 
Radiology  Dept 
York  Hospital 
York,  PA  17405 
GARCIA,  MD.  Conrado  B 
375  North  13th  Street 
Beaumont  TX  77702 
GATES  JR  , MD,  Herbert  S 
City  Of  Faith 
8181  South  Lewis 
Tulsa,  OK  74171 
GERGEN,  MD,  Werner  Anthony 
Guthrie  Clinic 
Sayre  PA  18840 
GHAHREMANI,  MD,  Gary 
800  Sheridan  Road 
Highland  Park,  IL  60035 
GILLESPIE,  MD,  Frederick  D 
1205  Market  St 
Parkersburg  WV  26103 
GLASCO,  MD,  Thos  Robt 
135  West  Swannanoa  Ave 
Liberty  NC  27298 
GORDON,  MD,  Paul  Wiley 
Box  176 

Warm  Springs.  MonT  59756 
GRAHAM  JR  , MD,  John  Calhoun 
106  S Water  Street 
P 0 Box  250 
Elizabeth  City  NC  27909 
GRAY,  MD.  Edwin  H 
Umv  Texas  Box  7339 
Austin  TX  78712 

GRAY,  MD.  Mary  Elisabeth  Case 
Box  13058,  Sfasu 
Nacogdoches,  TX  75961 
GRIGSBY  JR,  MD.  Wm  C 
249  Midway  Street 
Bristol,  TN  37620 
GROUSE,  MD,  Lawrence  Douglas 
1200  Brookside  La 
Downers  Grove  III  60515 
GRYTE,  MD,  Clifford  F 
P 0 Box  822 
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Huron  SD  57350 
GWINN,  MD.  James  Alexis 
Box  598 

Lockbridge,  WvA  25973 
HALEY,  MD,  Harold  Bernard 
V A Medical  Center 
2002  Holcombe  Blvd 
Houston,  TX  7721  1 
HALL,  MD.  Robt  Walker 
Post  Office  1117 
Arcadia,  FL  33821 
HAMPSHIRE.  MD,  Alan  Curtis 
Alexandria  V A Hospital 
Alexandria  LA  71301 
HAMPTON.  MD,  Archibald  S 
Rt  2.  Box  142 
Alachua  FL  32615 
HANSBARGER.  MD.  Echols  Alcott 
P 0 Box  2548 
Charleston  WV  25329 
HANSON,  MD,  Maury  Lloyd 
2-G  Booker  Ck  Apts 
Chapel  Hill.  NC  27514 
HARKRADER  JR,  MD,  Charles  J 
21  Compton  Road 
Middlebrook 
Bristol  TN  37620 
HARRIS.  MD  Robt  Eldred 
4499  Medical  Drive 
Suite  171 

San  Antonio  TX  78229 
HARTER,  MD,  Basil  T 
249  Midway  St 
Bristol  TN  37620 
HELENBOLT,  MD,  Kenneth  S 
3563  Longfellow  Rd 
Fargo  ND  58102 
HENDERSON.  MD.  Philip  Earl 
50  Valencia  Court 
Portola  Valley,  CA  94025 
HERGENROEDER  MD.  Paul  John 
P 0 Box  63 
Richfield.  OH  44286 
HITREC,  MD  William  S 
27852  Puerta  Real 
Suite  110 

Mission  Viejo,  CA  92691 
HOCH-LEGITI,  MD,  Cornelia 
P 0 Box  340 
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Shepherdstown  WV  25443 
HODGES.  MD.  Thos  0 
Chief  Of  Staff 
V A Medical  Center 
Biloxi  MS  39531 
HOENE.  MD.  Rudolf  W 
Rfd  #2 

Durham  NH  03824 
HOLT,  MD,  Bevley  Dan 
P 0 Box  1600 
Sioux  Falls,  S D 57101 
HOOVER,  MD,  Roy  Michael 
31 18-B  Middlebrooks  Cir 
Tallahassee  FL  32303 
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HORNE,  MD,  Francis  G 
Rfd  1,  Box  320 
Fort  Spring,  WV  24936 
HORNE,  MD,  Melvin  L 
2600  Sandfiddler  Road 
Virginia  Beach.  VA  23456 
HORTON.  MD,  Albert  G 
513  East  South  Street 
Orlando,  FL  32801 
HOWELL  JR  , MD,  Edgar  V 
P 0 Box  1 148 
Rockingham,  NC  28379 
HUMPHRIES,  MD,  Wm  C 
13  Tanglewood  Rd  Black  Bks 
St  Simons  Island  GA  31522 
HUNDLEY,  MD,  Jos  Leigh 
320  N Magnolia  Ave 
Orlando  FL  32801 
INGRAM.  MD,  Phyllis  Ray 
50  Dogwood  Court 
Daniels  WV  25832 
JANSEN,  MD,  George  Allen 
1040  Maple  Avenue 
Ukiah,  CA  95482 
JENNINGS,  MD,  Thornton  S 
Baker  Veterans  Hospital 
Martmsburg  WV  25401 
JOHNSON,  MD,  L Meredith 
213  Richmond  Hill  Drive 
Asheville,  NC  28806 
JOHNSON,  MD.  William  Waldo 
Dept  Ent  - Woodland  Clinic 
1207  Fairchild  Court 
Woodland.  CA  95695 
KASINOFF,  MD,  Bernard  H 
P 0 Box  917 
Lebanon  PA  17042 
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KAUFFMAN  JR  , MD,  Herbert  M 
8700  Wisconsin  Ave 
Milwaukee  Wl  53226 
KEARNEY  JR  , MD,  Rochfort  W 
125  E Glencrest  Drive 
Mankato  MN  56001 
KERSEY  JR,  MD,  Wm  Ward 
Peterstown  WV  24963 
KEUTER,  MD,  Juan  Rene 
3344  30th  Street 
Rock  Island,  IL  61201 
KIM,  MD,  Hyung  Rm 
17-19  Pine  St 
Glens  Falls  NY  12801 
KINDRED,  MD,  Robert  G 
541 1 W Cedar  Ln 
Bethesda  MD  20014 
KIRKPATRICK,  MD,  Sami  A 
249  Alleghany  Ave 
Hanover  PA  17331 
KREUTZ,  MD.  Berny  J 
9715  Medical  Cen  Dr 
Suite  435 

Rockville.  MD  20850 
LAMB,  MD.  Wm  Robt 
Lsu  Medical  Center 
P 0 Box  33932 
Shreveport.  LA  71130 
LANGDALE,  MD.  Emory  L 
1064  Stonehenge  Dr 
Hanahan,  SC  29406 
LATCHIS.  MD,  Kenneth  Spero 
112  Old  Beach  Rd 
Newport  Rl  02840 
LAUDE,  MD.  Walter  Erwin  H 
Route  1 Box  58 
Babson  Park  FL  33827 
LAUPUS,  MD.  Wm  Edward 
218  Country  Club  Dr 
Greenville  NC  27834 
LAWSON,  MD,  Wm  Junior 
P 0 Box  35400 
Brooks  Afb,  TX  78235 
LEA,  MD,  Jos  Davis 
Albetuck  Farm 
Point  Harbor  NC  27964 
LEE  JR  , MD,  James  Harold 
1025  Walnut  St 
Philadelphia  PA  19107 
LEONE,  MD,  Louis  August 
593  Eddy  St-Rhode  Island  Hosp 
Providence  Rl  02903 
LIGHTBURN,  MD,  Alize  Cole 
12  Lakeside  Trail  East 
Kmnelon  NJ  07405 
LITTLEFIELD,  MD.  James  B 
Dept  Of  Surgery  Marshall  Umv 
Post  Office  Box  1818 
Huntington  WV  25719 
LIVINGSTON,  MD.  Stanton  K 
1721  Tibbits  Ave 
Troy  NY  12180 
LOAR,  MD,  Charles  Richard 
3803  Emerson  Ave 
Parkersburg  W Va  26107 
LOUW,  MD,  Jan  Cornelius 
Post  Office  Box  250 
Wilton,  New  HampshirE  03086 
LUCARIC  JR  , MD.  Zdenko 
17640  Osborne 
Northridge  CA  91324 
LUCAS,  MD,  Thos  L 
31  State  St 
Charleston  SC  29401 
MAC  KNIGHT.  MD.  Jos  Chas 
Du  Pont  Company 
Seaford,  DelawarE  19973 
MAC  PHERSON,  MD.  Archibald  R 
331  N Maitland  Ave 
Maitland  FL  32751 
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MAFFEY,  MD,  Ralph  B 
189  Midland  Ave 
Apt  3 

Kearny  NJ  07032 
MAGEE,  MD,  Archibald  Carter 
Box  4198 

Greenville,  N C 27834 
MALDONADO,  MD.  Luis  Gonzalo 
914  Arden  Way 
Signal  Mountain.  TN  37377 
MALEK,  MD.  Nabil  Shehata  Rizk 
29025  Bolingbrook 
Mayfield  Heights  OH  44124 
MALONEY,  MD,  Wm  F 
5901  E 7th  Street 
Long  Beach,  CA  90822 
MANGRAVITI.  MD,  Joseph  J 
2740  Shadow  Pine  Dr 
Roswell.  GA  30076 
MANN,  MD.  Geoffrey  T 
227  Codrmgton  Drive 
Fort  Lauderdale  FL  33308 
MARON,  MD,  Norman  L 
Coventry  Center 
Red  School  Lane 
Phillipsburg  NJ  08865 
MARSHALL,  MD,  John  Lyons 
2 Juniper  Trail 
Kitty  Hawk,  NC  27949 
MARTIN,  MD,  Carolyn  Jean 
P 0 686 

Cleburne,  TX  76031 
MAYERS  JR  , MD,  Stanley  P 
648  Wiltshire  Road 
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State  College  PA  16801 
MC  COLLUM,  MD,  Donald  C 
8 Brushwood  Rd 
Asheville  NC  28804 
MC  DANIEL  JR  , MD,  Eugene  M 
1 134  North  Road  Street 
Elizabeth  City,  NC  27909 
MC  FADDIN,  MD.  James  G 
28  Midway  St 
Bristol  TN  37620 
MC  GEE  JR  MD.  James  E 
1700  Bland  Street 
Bluefield  WV  24701 
MC  RAE.  MD.  Marvin  E 
344  N Elm  St 
Greensboro  NC  27401 
MELTON  III.  MD,  John  Wesley 
1234  - 19th  St  Nw 
Washington  DC  20036 
MITCHELL,  MD.  Robt  Hartwell 
15  Ocean  Dr 
Punta  Gorda  FL  33950 
MITSOPOULOS,  MD,  Peter  M 
Water  Glades  300,  #Phb 
5510  North  Ocean  Drive 
Singer  Island,  FL  33404 
MOORE,  MD,  Peter  V 
4901  Hillbrook  Ln  Nw 
Washington  DC  20016 
MORGAN  II  . MD.  Rees 
5100  N Ocean  Blvd  4 1 7 
Fort  Lauderdale  FL  33308 
MORRISON.  MD.  Richard  Martin 
436  Nokomis  Avenue.  South 
Venice  FL  33595 
MORRISON,  MD,  Robt  Lord 
Route  a A - Box  433A 
Wilmington  NC  28405 
MOZLEY,  MD,  Paul  David 
3201  Gordon  Drive 
Greenville,  NC  27834 
MUNSEY,  MD.  Franklin  Albert 
C/O  Mrs  Patricia  Piszko 
306-C  Stratford  Road 
Williamsburg,  VA  23185 
MURGOLO,  MD,  Vito  J 
881 1 Colesville  Rd 
Silver  Spring  MD  20910 
MURRAY  MD,  Gary  C 
310  Park  Place 
Apt  3 

Charlottesville.  VA  22903 
NANDEDKAR,  MD,  Meenakshi  A 
3302  Enterprise  Road 
Bowie,  MD  20716 
NASSAN,  MD  Z M 
519  E Montoyn 
Gallup,  NM  87301 
NASSEF,  MD,  George  Joseph 
P 0 Box  19647 
Raleigh,  NC  27619 
NELSON.  MD.  William  R 
2045  Franklin  St  Ste  90 1 
Denver  CO  80205 
NIDIFFER,  MD,  Gordon  Gray 
3821  Flamingo  Ave 
Sarasota,  FL  33581 
OWENS  JR  . MD,  Leycester 
2100  South  Mam  Avenue 
Sioux  Falls.  S D 57105 
PALMER,  MD,  Edwin  J 
P 0 Box  25 
Kitty  Hawk  NC  27949 
PARKER  JR  , MD,  Carl  P 
Route  8,  Box  484 
Chapel  Hill,  NC  27514 
PATEY,  MD,  Jerry  S 
310  High  Street 
New  Port  Richey,  FL  33552 
PAYNE  III.  MD  John  Abb 
P 0 Box  132 
Currituck.  NC  27927 
PEREZ  MD.  Eugene  Reyes 
312  Karle  Street 
Nacogdoches,  TX  75961 
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34  OUT  OF  STATE 


PERRY  MD,  Wm  J 

GP 

RONQUILLO,  MD,  Honorio 

SMILEY  JR  , MD,  Russell  Bruce 

IM 

SWIFT.  MD.  Chas  C 

GS 

VELASQUEZ,  MD,  Emilio  T 

1400  Lakeview  Drive 

5 Cameron  Place 

3728  Cloudland  Dr 

48  Easterly 

Harlselle  AL  35640 

Grosse  Pomte  Ml  48230 

Atlanta  GA  30327 

Gloversville  NY  12078 

Chillicothe,  OH  45601 

PIEDRA  MD,  Joaquin  Herculano  !M 

ROOT,  MD  Fayette  Cecil 

AN 

SNELL,  MD.  Henry  Madison 

PTH 

TABOADA,  MD,  Alberto  De  Jesus 

AN 

VINDING,  MD,  Terkild 

P 

v a center 

91  Belcher  Ave 

Camp  Wood  Star  Route 

3 Twilight  Drive 

Martmsburgh,  W Va  25401 

Brockton  MA  02401 

Prescott.  AZ  86301 

Brick,  NJ  08723 

Ukiah.  CA  95482 

POPE  JR,  MD,  Thoma9  Lee 

ROSANELLI,  MD.  Edward  Geo 

OBG 

SOBIESKI,  MD,  Thomas  John 

IM 

TABOADA.  MD,  Juamto  Corrale9 

GP 

VON  ARX  III.  MD  Emil 

GS 

1625  Green  Leaf  West 

765  Bruce  St 

1 1943  Mountain  Laurel  Rd 

582  Se  7th  Avenue 

Charlottesville,  VA  22903 

Ridgefield  NJ  07657 

Richmond  VA  23235 

Crystal  River,  FL  32629 

POST  JR  , MD,  Chas  T 

OPH 

ROSE,  MD,  Earl  Forrest 

PTH 

SOMMERS,  MD.  Geo  Walker 

OBG 

TAM,  MD,  Thomas  L H 

DR 

177  Sandwich  Street 

1110  E Court 

705  Mcfarland  Street 

407  Arbour  Drive 

WAGNER,  MD,  Wm  Fremont 

GS 

Plymouth  MA  02360 

Iowa  City  IA  52240 

Morristown,  TN  37814 

Savoy,  IllmoiS  61874 

POWELL,  MD,  John  David 

GS 

ROSEN,  MD,  David  Irving 

U 

SOTTA,  MD,  Robert  Paul 

EM 

TAN,  MD,  Constancio  C 

328  Robin  Rd 

Post  Office  Box  462 

5600  Gibson  Blvd,  S E 

Maasm 

WELLS.  MD,  Chas  Lewis 

PTH 

Mount  Airy  NC  27030 

Flemmgton  NJ  08822 

#462 

So  Leyte,  Philippines  00000 

Box  2000 

PROPPER,  MD,  Norman  S 

OBG 

ROSENBAUM,  MD,  Geo  R 

GS 

Albuquerque,  NM  87108 

TEXTER  JR  , MD  John  Henry 

U 

Fayetteville  NC  28302 

102  East  Ravmd  Rd 

Route  2.  Box  17 

SOUTHWORTH,  MD,  Alvin  Judson 

OBG 

Box  3926,  Div  Of  Urology 

IM 

Kingsport  TN  37660 

Denver,  NC  28037 

1 142  N Road  Street 

Siu  ■ School  Of  Medicine 

3919  Se  91  h Coutl 

RAGLAND  JR  . MD,  Stuart 

CD 

ROSENBERG,  MD.  Leon  Harris 

N 

Elizabeth  City,  N C 27909 

Springfield,  IL  62708 

Smith  Hill 

245  22  Street,  Nw 

SOX,  MD,  Joe  Howie 

OBG 

THOMAS,  MD,  Gordon  Clark  G 

P 

WETZEL,  MD,  Richard  Austin 

NM 

Colebrook,  CT  06021 

Canton,  OH  44709 

P 0 Box  1356 

Rfd  #3  Daisy  Gardner  Rd 

RAVITZ,  MD.  Gerald  Alan 

U 

ROSSILLO,  MD,  Ludwig  Anthony 

R 

Andalusia  AL  36420 

Laconia  NH  03246 

Birmingham  Ml  48010 

Rd  #1  Box  130R 

52  Botany  Woods 

SPENCER,  MD,  Donald  Lynn 

AN 

THOMPSON,  MD  Linda  Ruth 

P 

WEYMOUTH.  MD  Richard  Jordan 

GP 

Schuylkill  Haven,  PA  17972 

Hartsville,  SC  29550 

P 0 Box  401 

5480  Wisconsin  Ave- 1 129 

Dept  Of  Anatomy 

REDFORD,  MD,  John  W B 

PM 

RUIVIVAR,  MD,  Felix  Santos 

Kennelt  Square,  PA  19348 

Chevy  Chase,  MD  20015 

Umv  Of  South  Carolina 

Umv  Of  Kansas 

1521  N Wilcox  #210 

SPISSO,  MD,  Kenneth  R 

OBG 

TODD,  MD  James  Wallace 

GP 

Columbia  SC  29208 

Rainbow  Blvd  And  39th  St 

Hollywood.  CA  90028 

132  Delmare  Ave 

1401  East  Lakeview  Ave 

WHELAN,  MD  John  Jos 

P 

Kansas  City  KS  66103 

SAMPSON  JR  , MD,  Roy  Burton 

FP 

South  Plainfield,  NJ  07740 

Eustis,  FL  32726 

RELYEA,  MD,  Richard  Lee 

OPH 

7354  E 4th  St  Ste  B2 

SPONZO,  MD,  Robt  Wm 

ON 

TUSING,  MD.  Thos  Wm 

OS 

3112  Conners  Drive 

Scottsdale  AZ  85257 

49  Darnley  Green 

13561  Featherstone  Dr 

WILLIAMS,  MD.  John  Stuart 

EM 

Las  Vegas  NV  89107 

SCHURTER,  MD,  Loms  Leon 

GS 

Delmar  NY  12054 

Sl  Louis  MO  63131 

Rt  1.  Box  181 

RHODE,  MD,  Jos  Geo 

FP 

505  Norlhwood  Circle 

SPRAGUE,  MD  David  Sami 

P 

TUTAK  JR  , MD,  Unal 

AN 

Hilliard.  FL  32046 

515  W Highland  Road 

Garner  NC  27529 

551  1/2  Linn  Street 

Anes  Services  Of  Birmingham  Pa 

WINSTEAD,  MD,  Glenn  C 

U 

Apt  E-1 1 

SENTER,  MD,  Thos  Paul 

D 

Allegan.  MichigaN  49010 

2660  10th  Ave  South  Room  104 

1 1 1 West  10th  St 

Howell.  Ml  48843 

1361  Hillcresl 

SPRINGALL,  MD,  Walton  H 

OBG 

Birmingham  AL  35205 

Odessa,  TX  79761 

RICHTER,  MD,  Paul 

NEP 

Suite  105 

707  N Milam 

VAN  DEN  BRANDEN  MD,  Fredenk  M 

P 

WOODWARD  JR  , MD,  Edward 

IM 

2739  Felton  Drive 

Anchorage,  AK  99503 

Fredericksburg  TX  78624 

The  Breakers  Apt  - 222 

858  Errol  Parkway 

Suite  110 

SETZLER,  MD,  Geo  Breaker 

GP 

SULKOWITCH,  MD,  Hirsh  W 

EN 

1903  Atlantic  Street 

Apopka  FL  32703 

East  Point  GA  30344 

21 15  Springdale  Dr 

17  Bates  Way 

Melbourne  Beach,  FL  32951 

WRYE,  MD.  John  C 

P 

RIEMAN,  MD,  G Fletcher 

OBG 

Newberry  SC  29108 

Westfield,  NJ  07090 

VAN  REKEN,  MD,  David  E 

PD 

P 0 Box  1267 

2148  Echo  Lane 

SHELTON,  MD.  Otis  N 

PUD 

SWAIN,  MD,  Garrett  M 

NS 

6030  W Roosevelt  Road 

Morro  Bay  CA  93442 

Wilmington  NC  28403 

P 0 Box  267 

Box  1900 

Oak  Park,  IL  60304 

WU.  MD.  Hsm  Hsiung 

AN 

RITCHIE  JR  , MD,  Geo  G 

P 

Green  Valley  AZ  85614 

Dillon,  CO  80435 

VAZQUEZ,  MD,  Henberto 

P 

45621  Harmony  La 

23  Timothy  Trace 

SIEVERT,  MD,  Jose  L 

GS 

SWANSON,  MD,  Gene  Earl 

ORS 

505  Spencer  Drive 

Belleville  Ml  48111 

Anniston,  AL  36201 

9371  Sw  185  Ter 

P 0 Box  3487 

Suite  21 1 

YAEGER,  MD,  John  Julius 

DR 

RIZKALLA,  MD,  Sam  N 

U 

Miami,  FL  33157 

Mankato,  MinN  56001 

West  Palm  Beach,  FL  33409 

Box  2026  Sla  A 

453  77th  St 

White  Sulphur  Spgs  WV  24986 

Brooklyn  NY  11209 

KEY  TO  COMPONENT  MEDICAL  SOCIETY  ABBREVIATIONS 


Accomack 

. Accomack  County  Medical  Society 

Mid-Tidewater  . . 

. Mid-Tidewater  Medical  Society 

Albemarle 

. Albemarle  County  Medical  Society 

Newport  News . . 

. Newport  News  Medical  Society 

Alexandria 

. Alexandria  Medical  Society 

Norfolk 

. Norfolk  Academy  of  Medicine 

Alleghany 

. Alleghany-Bath  Counties  Medical  Society 

Northampton  . . . 

. Northampton  County  Medical  Society 

Arlington 

. Arlington  County  Medical  Society 

Northern  Neck.  . 

. Northern  Neck  Medical  Association 

Augusta 

. Augusta  County  Medical  Society 

Northern  Va.  . . . 

. Northern  Virginia  Medical  Society 

Bedford 

. Bedford  County  Medical  Society 

Orange 

. Orange  County  Medical  Society 

Buchanan 

. Buchanan-Dickenson  Counties  Medical  Society 

Patrick  Henry . . . 

. Patrick  Henry  Medical  Society 

Chesapeake 

. Chesapeake  Medical  Society 

Portsmouth 

. Portsmouth  Academy  of  Medicine 

Culpeper 

. Culpeper  County  Medical  Society 

Prince  William  . . 

. Prince  William  County  Medical  Society 

Danville 

. Danville-Pittsylvania  Academy  of  Medicine 

Richmond 

. Richmond  Academy  of  Medicine 

Fairfax 

. Fairfax  County  Medical  Society 

Roanoke 

. Roanoke  Academy  of  Medicine 

Fauquier 

. Fauquier  County  Medical  Society 

Rockbridge 

. Rockbridge  County  Medical  Society 

Floyd 

. Floyd  County  Medical  Society 

Rockingham  . . . . 

. Rockingham  County  Medical  Society 

Franklin 

. Franklin  County  Medical  Society 

Scott 

. Scott  County  Medical  Society 

Fredericksburg . . 

. Fredericksburg  Area  Medical  Society 

Southside  Va. . . . 

. Southside  Virginia  Medical  Society 

Halifax 

. Halifax  County  Medical  Society 

Southwest  Va.  . . 

. Southwestern  Virginia  Medical  Society 

Hampton 

. Hampton  Medical  Society 

Stuart 

. Stuart  Medical  Society 

Hanover 

. Hanover  County  Medical  Society 

Tazewell 

. Tazewell  County  Medical  Society 

James  River 

. James  River  Medical  Society 

Tri-County 

. Tri-County  Medical  Society 

Lee 

. . Lee  County  Medical  Society 

Virginia  Beach  . . 

. Virginia  Beach  Medical  Society 

Loudoun  

. . Loudoun  County  Medical  Society 

Williamsburg.  . . . 

. Williamsburg-James  City  County  Medical  Society 

Lynchburg 

. . Lynchburg  Academy  of  Medicine 

Wise 

. Wise  County  Medical  Society 
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A 

AARONSON.  MD  Allen  Edward 
AARONSON,  MD.  Chas  Marlin 
ABBOT,  MD,  David  Munro 
ABBOTT.  MD,  Geo  Richard 
ABBOTT,  MD,  James  Easton 
ABDOU.  MD,  FathyAmm 
ABEDI,  MD.  Esrafil  Asl 
ABEDI,  MD.  ShahlaAsI 
ABELA,  MD.  Augusto  V 
ABENES.  MD.  Gil  A 
ABERNATHY  JR,  MD.  Robt  A 
ABERNATHY.  MD.  Ted  R 
ABESA,  MD.  Cenon  Capucao 
ABRAMSON.  MD.  Edward  Gerald 
ABSE.  MD.  David  Wilfred 
ACEVEDO,  MD.  Miguel  A 
ACKELL,  MD,  Edmund  F 
ACOSTA,  MD,  Ambal 
ACOSTA,  MD.  Carlos  F 
ACRA.  MD,  Wadi  De  Jesus 
ADAMS.  MD,  Allan  B 
ADAMS.  MD.  James  Belt 
ADAMS.  MD,  John  Dean 
ADAMS,  MD,  JohnM 
ADAMS,  MD,  Kenneth  Atwell 
ADAMS,  MD,  Raymond  Atwell 
ADAMS,  MD,  Sami  Thompson 
ADAMS.  MD.  Sami  Webster 
ADAMS.  MD.  Walter  Paul 
ADAMSON,  MD.  Jerome  Eugene 
ADESON,  MD.  Robt  Lawrence 
ADEVOSO,  MD,  LauroL 
ADKINS.  MD.  Bruce  Richard 
ADLER,  MD,  Theodore 
ADRALES,  MD.  Mamerto 
AFIFY,  MD.  Mohamad  Ahmad 
AGATE,  MD.  Geo  H 
AGHDAMI,  MD.  Ahasghar 
AGUSTIN.  MD.  Lourdes  Alquiros 
AHDOOT,  MD,  Habibollah 
AHMAD.  MD.  Mohammad  I 
AHMED.  MD.  SyedAftab 
AILSWORTH  JR  , MD.  Robt  Dea 
AIN.  MD,  Brent  Roger 
AIRD,  MD,  Cecil  Constantine 
AIZCORBE,  MD,  Oscar  Ramiro 
AJGAONKAR,  MD.  Ashok  Dmkar 
AKBAR,  MD,  Farooq 
AL-ABDULLA,  MD.  Hamid 
AL-MEFTY.  MD.  Ossama 
ALABANZA,  MD.  Tomas  M 
ALAVI,  MD,  S Manuchehr 
ALBANESE  JR  , MD.  Robt 
ALBERT,  MD.  Dan  G 
ALBERT,  MD.  Martin  Philip 
ALBERT,  MD,  Salomon  Naphtali 
ALBERTSON,  MD,  Thos  Howard 
ALBO,  MD,  CecihoE 
ALBRIGO.  MD.  John  Louis 
ALBUERNE  CONDE.  MD.  H M 
ALDEA,  MD.  Erlinda  Doncello 
ALDERFER,  MD.  Richard  D 
ALDERMAN,  MD,  Kurtz  Edward 
ALEXANDER  III,  MD.  Haddon  C 
ALEXANDER  JR  . MD.  Edward  G 
ALEXANDER  JR  , MD,  Edward  Lee 
ALEXANDER,  MD.  John  Emanuel 
ALEXANDER,  MD,  Leon  Harper 
ALFONSO,  MD,  RaymundoP 
ALFORD.  MD,  Bennett  A 
ALFRIEND,  MD.  Robt  Whitehead 
ALISUAG  JR.  MD.  Andres 
ALLAN.  MD.  J Hamilton 
ALLEN  JR  . MD.  Beni  Randolph 
ALLEN  JR,  MD.  James  Calvin 
ALLEN  JR,  MD.  Robert  W 
ALLEN,  MD.  Beni  Randolph 
ALLEN,  MD.  Beniamin  F 
ALLEN.  MD.  Donald  Miller 
ALLEN,  MD.  Edward  G 
ALLEN,  MD.  John  Thomas 
ALLEN.  MD.  Joseph  J 
ALLEN,  MD,  Robt  Monteith 
ALLENDE,  MD.  Jorge  A 
ALLER,  MD.  James  David 
ALLISON,  MD,  Robley  Curtis 
ALMASSIAN,  MD,  Hoosang 
ALMOND,  MD.  Hilton  Robinson 
ALPERN,  MD,  Frederick  P 
ALPERSTEIN.  MD.  Joel  Barry 
ALRICH,  MD.  Elton  Meredith 
ALTAMIRANO.  MD.  Rene 
ALVIG,  MD.Olav  Henry 
ALVIR,  MD.ReneB 
AMARASINGHE,  MD.  Disamodha  C 
AMIN,  MD.  SanjayM 
AMIN.  MD,  Surendra  P 
AMIRI.  MD.  Cyrus  S 
AMOLE,  MD.  Chas  Varner 
AMONETTE,  MD,  Wilbur  F 

AMOR,  MD,  Ramon  Lino 

AMOS,  MD,  Jesse  Francis 
AMOS.  MD.  Wm  Cardwell 
AMPARAN,  MD,  Aquiles 
AMRIEN,  MD.  Donald  Jos 
ANAMA,  MD,  Emmanuel  Desling 
ANCHETA,  MD,  Romulo  Andres 
ANDERSEN,  MD,  Charles  Frederic 
ANDERSEN,  MD,  Fritz  Herman 
ANDERSON  JR,  MD,  Wm  Clayton 
ANDERSON  JR  , MD.  Woodland  W 
ANDERSON,  MD,  Abraham  S N 
ANDERSON,  MD,  Chas  Wm 
ANDERSON,  MD,  Danl  Norman 
ANDERSON,  MD,  Edward  Lee 
ANDERSON,  MD,  J Powell 
ANDERSON,  MD,  James  Edward 


Fredericksburg 

Fairfax 

Fairfax 

Out  Of  State 

Richmond 

Out  Of  State 

Richmond 

Richmond 

Prince  William 

Halifax 

Tazewell 

Richmond 

Portsmouth 

Alexandria 

Southwest  Va 

Alexandria 

Richmond 

Norfolk 

Hampton 

Norfolk 

Southside  Va 

Southside  Va 

Newport  News 

Northern  Va 

Williamsburg 

Richmond 

Fauquier 

Patrick-Henry 

Norfolk 

Norfolk 

Alexandria 

Out  Of  State 

Scott 

Virginia  Beach 

Alleghany 

Norfolk 

Richmond 

Richmond 

Norfolk 

Alexandria 

Southside  Va 

Danville 

Charlotte 

Fairfax 

Newport  News 

Out  Of  State 

Albemarle 

Fairfax 

Richmond 

Richmond 

Danville 

Richmond 

Patrick-Henry 

Fairfax 

Albemarle 

Arlington 

Lynchburg 

Fredericksburg 

Fairfax 

Fairfax 

Roanoke 

Southwest  Va 

Buchanan 

Roanoke 

Alexandria 

Newport  News 

Arlington 

Out  Of  State 

Arlington 

Albemarle 

Norfolk 

Prince  William 

Albemarle 

Richmond 

Northampton 

Roanoke 

Richmond 

Culpeper 

Fredericksburg 

Alleghany 

Roanoke 

Portsmouth 

Fairfax 

Out  Of  State 

Albemarle 

Southside  Va 

Alexandria 

Richmond 

Richmond 

Alexandria 

Albemarle 

Fairfax 

Out  Of  State 


ANDERSON,  MD,  Mervan  0 
ANDERSON,  MD.  Richard  A 
ANDERSON,  MD,  Robt  Harper 
ANDERSON,  MD,  Walter  E 
ANDERSON,  MD,  Wm  Morris 
ANDES.  MD.  Geo  Calvert 
ANDRAKO,  MD.  John  David 
ANDREINI,  MD.  Paul  Henry 
ANDRES,  MD,  Francis  Dimmick 
ANDREW,  MD,  Theodore  C 
ANDREWS  JR,  MD.  Michael  J 
ANDREWS.  MD.  Jack  Preston 
ANDREWS,  MD,  James  C 
ANDREWS.  MD,  K Patricia  M 
ANDREWS,  MD,  Mason  C 
ANDREWS,  MD.  Wm  Cooke 
ANGELL,  MD,  Franklin  Lynwood 
ANGOSO,  MD.  Manuel 
ANIXTER,  MD.  William  L 
ANSELL,  MD.  Burness  Ferdinand 
ANSELMI,  MD.  Kenneth  E 
ANTE,  MD,  Nilda  Ong  Rivera 
ANTHONY,  MD.  Scott  Bryan 
ANTONIONI,  MD.  Eugenio  V 
ANTOUN,  MD.  Adel  Louis 
ANTUS,  MD.  John  Lawrence 
APAKUPAKUL,  MD,  Nakorn 
APOSTLE.  MD.  Thos  Christ 
APPERSON,  MD,  Luther  H 
APPERSON,  MD.Wm  Eugene 
APPLIN,  MD,  Thomas  Leo 
APTER,  MD.  Ronald  Alan 
ARAKAKY  JR  , MD.  Abel 
ARCHER  JR,  MD.  John  Stanard 
ARCHER,  MD,  Edward  R 
ARCHER,  MD,  Harry  Lee 
ARCHER.  MD.  Lorenzo  Pharr 
ARCHULETA,  MD.  Bobby  Arnold 
AREY,  MD,  Donald  Lurton 
ARIAS  JR,  MD,  Porfirio 
ARKINS,  MD.  Thomas  J 
ARMBRISTER,  MD,  Douglas  K 
ARMBRUSTER,  MD.  Edward  Jos 
ARMENGOL,  MD,  Eladio  E 
ARMENTROUT.  MD,  Clement  S 
ARMSTRONG  JR  , MD.  Peter 
ARMSTRONG  JR,  MD,  Robt  H 
ARMSTRONG.  MD.  John  H 
ARMSTRONG,  MD,  Norman  Alva 
ARNOLD  III,  MD,  William  P 
ARNOLD,  MD.  Gayle  G 
ARNOLD,  MD,  John  Byrd 
ARNOLD,  MD,  Sidney  R 
ARNOLDSON  JR  . MD.  Jorge 
ARONS,  MD.  Michael  J 
ARRINGTON,  MD,  Thomas  M 
ARTMAN,  MD,  Ralph  T 
ASCUNCE,  MD.  Gil 
ASHBY,  MD,  BR 
ASHBY,  MD.  Chas  Chandler 
ASHBY,  MD,  Franklyn  Henry 
ASHBY,  MD,  Sami  Kermit 
ASHLEY,  MD,  John  T 
ASHMAN,  MD,  BertonWm 
ASHMAN,  MD.  Stuart 
ASHWORTH  JR,  MD,  Charles  V 
ASHWORTH,  MD.  John  Sheriden 
ASTRADA,  MD.  Carlos  Alfredo 
ATCHISON,  MD.  Jos  L 
ATHARI,  MD,  Freydoon 
ATIYEH,  MD,  WasfiA 
ATKINSON,  MD,  Gerald  Wesley 
ATKINSON,  MD,  Leigh  Oliver 
ATUK,  MD.  Nuzhet  Osman 
ATWILL,  MD.Wm  Henry 
AUDET,  MD.  Harold  Hudson 
AUERBACH,  MD.  M Richard 
AUFFANT,  MD,  Roberto  A 
AULT,  MD,  Wendy  C 
AUSTEIN,  MD.  David  H 
AUSTIN,  MD,  ChasN 
AUSTIN,  MD,  Harry  Paul 
AUSTIN,  MD,  Harvey  W 
AUSTIN,  MD.  Joseph  Lee 
AUSTIN,  MD.  Leonard  Anthony 
AUTRY  III,  MD.  Joseph  Henry 
AVERY,  MD.  Gordon  Lee 
AWAD,  MD,  Allen  J 
AWAN,  MD,  Khalid  Javed 
AXELROD,  MD,  David  Zuckerman 
AYRES,  MD.  JohnW 
AYSCUE,  MD,  Quincy  Adams 
AYYILDIZ  JR  , MD,  Vedn 
AZAR,  MD,  Hormoz 


Prince  William 


Virginia  Beach 
Norfolk 


Fauquier 

Norfolk 

Alexandria 

Southwest  Va 

Newport  News 

Roanoke 

Fairfax 

Lynchburg 

Accomack 

Out  Of  State 

Northern  Va 

Augusta 

Fairfax 

Northern  Va 

Newport  News 

Norfolk 

Norfolk 

Norfolk 

Arlington 

Augusta 

Fairfax 


BAADE.  MD,  Wilhelm  Michael 
BABB,  MD.  Emerson  Macaulay 
BABER,  MD,  Bruce  Allenby 
BABIERA,  MD.  Rodolfo  V 
BACAJ,  MD.  Taullah 
BACANI-LONGA,  MD,  Carolina 
BACARRA,  MD.  Abraham  V 
BACKER,  MD.  Jos  Anthony 
BACON,  MD,  AnneM 
BADIN  III,  MD.  Nicholas 
BAGBY,  MD.  Ernest  Lynwood 
BAGBY.  MD.  Richard  Albert 
BAGEANT,  MD.  Sami  M 
BAGGERLY,  MD.  John  Thos 
BAGGSJR,  MD,  Wilbur  J 
BAGLEY,  MD,  Clifford  E 
BAGLEY,  MD,  John  J 
BAILEY  JR,  MD,  Robt  Liston 
BAILEY  JR,  MD.Wm  Otis 
BAILEY,  MD.  Dewey  James 
BAILEY,  MD.Harloe 


Norfolk 

Fairfax 

Alexandria 

Alexandria 

Richmond 

Rockingham 

Richmond 

Fairfax 

Fairfax 

Southside  Va 

Danville 

Richmond 

Albemarle 

Albemarle 

Norfolk 

Norfolk 

Out  Of  State 

Fairfax 

Alexandria 

Richmond 

Tazewell 

Richmond 

Richmond 

Southside  Va 

Fairfax 

Prince  William 

Tri-County 

Northern  Va 

Richmond 

Richmond 

Alexandria 

Arlington 

Arlington 

Richmond 

Norfolk 

Albemarle 

Norfolk 

Richmond 

Danville 

Fairfax 

Norfolk 

Southwest  Va 

Out  Of  State 

Fairfax 

Rockingham 

Albemarle 

Out  Of  State 

Northern  Va 

Fairfax 

Albemarle 

Richmond 

Lynchburg 

Lynchburg 

Fairfax 

Fairfax 

Richmond 

Out  Of  State 

Arlington 

Danville 

Southside  Va 

Richmond 

Newport  News 

Albemarle 

Virginia  Beach 

Virginia  Beach 

Lynchburg 

Richmond 

Fairfax 

Fairfax 

Fairfax 

Richmond 

Richmond 

Roanoke 

Albemarle 

Richmond 

Richmond 

Fairfax 

Albemarle 

Prince  William 

Richmond 

Southwest  Va 

Albemarle 

Arlington 

Roanoke 

Richmond 

Norfolk 

Arlington 

Richmond 

Wise 

Alexandria 

Richmond 

Norfolk 

Roanoke 

Norfolk 


Southwest  Va 
Richmond 
Newport  News 
Prince  William 
Alexandria 
Virginia  Beach 
Arlington 
Arlington 
Northern  Va 
Southside  Va 
Roanoke 
Out  Of  State 
Loudoun 
Danville 
Newport  News 
Arlington 
Richmond 
Northern  Neck 
Out  Of  State 
Roanoke 
Southwest  Va 


BAILEY,  MD,  James  Paul  Hampton 

BAILEY,  MD,  Robt  Rives  Mid-Tidewater 

BAILEY,  MD.Wm  Otis  Loudoun 

BAILIE,  MD,  Allston  Gibbes  Richmond 

BAIN,  MD,  Francis  Nott  Richmond 

BAIN,  MD.  James  Britton  Augusta 

BAIN,  MD,  Thos  Herbert  Albemarle 

BAIRD  JR  . MD,  Chas  Lewis  Richmond 

BAIRD,  MD,  Bruce  Douglas  Roanoke 

BAJIT,  MD,  Marieta  Agawm  Norfolk 

BAJWA,  MD,  Gurnam  S Halifax 

BAJWA,  MD,  Manjit  Rajinder  Arlington 

BAKER  JR,  MD,  John  Wm  Norfolk 

BAKER  JR,  MD,  Lenox  Dial  Norfolk 

BAKER.  MD,  Bruce  Edward  Fredericksburg 

BAKER,  MD,  Frances  Watt  Norfolk 

BAKER,  MD,  James  Porter  Norfolk 

BAKER,  MD,  Robt  E Portsmouth 

BAKER,  MD.  Stephen  R Fairfax 

BAKER.  MD.  Stuart  B Norfolk 

BAKER,  MD,  Wallace  Edgar  Alexandria 

BAKER.  MD,  William  B Rockingham 

BALASUBRAMANIAM  III,  MD.  M Wise 

BALDEMOR,  MD,  Anita  Baisis  Danville 

BALDWIN  JR  . MD,  Monroe  Glass  Lynchburg 

BALL,  MD,  Lawrence  Carter  Roanoke 

BALL,  MD,  Michael  Francis  Fairfax 

BALL,  MD.  Michael  J Richmond 

BALLENGER,  MD,  Fred  Jackson  Roanoke 

BALLON,  MD,  Lawrence  M Fairfax 

BALLOU  JR,  MD.  N Talley  Northern  Neck 

BALLOU,  MD.ChasF  Alleghany 

BALSAMO,  MD,  Pat  A Fairfax 

BALZARETT,  MD,  Jos  Raymond  Fairfax 

BANDY,  MD,  Maurice  E Halifax 

BANDY,  MD,  Wm  Henry  Hampton 

BANE,  MD,  Earle  M Southside  Va 

BANGEL,  MD.Wm  M Hampton 

BANIAN,  MD,  BarkevH  Prince  William 

BANZON  JR,  MD,  Amando  Deleon  Fairfax 
BARAKEY,  MD,  Amiele  Norfolk 

BARHAM,  MD,  Edward  Adolphus  Portsmouth 

BARMAK,  MD.  Leonard  George  Fairfax 

BARNARD,  MD,  John  W Portsmouth 

BARNES,  MD,  David  Wright  Lynchburg 

BARNES,  MD,  Everett  D Alexandria 

BARNES,  MD,  Robert  W Richmond 

BARNETT  JR  , MD,  B Lewis  Albemarle 

BARNETT,  MD.  Charles  P Out  Of  State 

BARNETT,  MD,  Jewell  Milton  Newport  News 

BARNEY,  MD.  William  H Lynchburg 

BARNHART  JR  , MD,  Ruth  Roanoke 

BARNWELL,  MD,  Ben)  Burdee  Southside  Va 

BAROT,  MD,  Lydia  M Alexandria 

BARR,  MD,  Robert  W Fairfax 

BARR,  MD,  Wm  Clayton  Richmond 

BARRANCO.  MD,  Salvatore  D Southwest  Va 

BARRECA  JR  , MD,  Joseph  Peter  Portsmouth 

BARRERA,  MD,  Francisco  R Prince  William 

BARRETT,  MD,  Christine  E Roanoke 

BARRETT,  MD,  Francis  E Richmond 

BARRICK,  MD,  E Frederick  Fairfax 

BARRINGER,  MD,  Michel  Laron  Richmond 

BARROW  II , MD,  Frederick  P Portsmouth 

BARROW,  MD,  Guy  Jos  Southwest  Va 

BARSANTI,  MD,  Ardwm  H Fairfax 

BARSANTI.  MD.  Ronald  G Fairfax 

BARTAJR,  MD,  Joseph  A Southwest  Va 

BARTEL,  MD,  Alan  Gilbert  Norfolk 

BARTH,  MD.  Robt  Lewis  Fairfax 

BARTLEY  JR,  MD.  Homer  Roanoke 

BARTON  JR,  MD,  Chas  Robt  Albemarle 

BARTON,  MD,  James  Edwin  Williamsburg 

BARTON,  MD,  Sam  Richmond 

BARTON,  MD  Walter  Seigmous  Southwest  Va 

BARTON,  MD.  Wm  Baynard  Wise 

BARTONE,  MD,  Mary  Williamson  Fairfax 

BARTRAM,  MD,  Scott  F Arlington 

BAS  JR,  MD.MauricioD  Prince  William 

BASILE,  MD.  Michael  Joseph  Roanoke 

BASILE,  MD,  Vincent  T Roanoke 

BASKERVILLE,  MD,  Archer  L Richmond 

BASSETTE  III,  MD,  Andrew  WE  Hampton 

BASSHAM.  MD.  Harold  Lee  Southwest  Va 

BASSIG,  MD,  Ricardo  Alarcon  Fredericksburg 

BASSO,  MD,  Alessandro  G Northern  Va 

BASTANI  III.  MD.  Al.  Fairfax 

BASTIEN,  MD,  Henry  L Arlington 

BATCHELOR,  MD,  Geo  Henry  Roanoke 

BATES  111,  MD,  Robley  D Richmond 

BATES  JR,  MD,  Harry  Clark  Roanoke 

BATES  JR  , MD,  Robley  D Richmond 

BATES  JR,  MD,  Hampton  Robert  Richmond 

BATES,  MD,  Jesse  James  Halifax 

BATTE,  MD.Wm  Henry  Norfolk 

BATTISTA  JR,  MD.  Jos  Victor  Richmond 

BAUER,  MD,  Paul  Richard  Portsmouth 

BAUGH  JR  , MD.  Emerson  Danl  Southside  Va 
BAUSCH,  MD.  Robert  Stephen  Wise 

BAXTER,  MD,  Robt  Francis  Buchanan 

BAXTER.  MD.  Robt  Wallace  Richmond 

BAYES,  MD.  Beverley  Joan  Fairfax 

BAYLOR,  MD,  Richard  Norton  Tri-County 

BAYNARD,  MD.  Melvin  G Southside  Va 

BAZACO.  MD.  George  Constantine  Fairfax 
BAZO,  MD.  Albert  James  Alexandria 

BEACH,  MD,  Leslie  Myatt  Halifax 

BEACHLEY,  MD,  Michael  Chas  Richmond 

BEALE  JR  , MD,  Jefferson  D Danville 

BEALL,  MD.  Michael  Edgar  Fairfax 

BEAMON  JR  , MD,  Chas  Ralph  Fredericksburg 

BEAR  JR,  MD,  Jos  Wolfe  Roanoke 

BEAR,  MD,  Edward  Stafford  Mid-Tidewater 

BEARGIE.  MD,  Richard  John  Fauquier 

BEATLEY,  MD.  Robt  Eugene  Northern  Neck 

BEATON,  MD.  James  Duncan  Danville 

BEATTY,  MD.  Harry  B Arlington 

BEATY,  MD.  James  Robt  Out  Of  State 

BEAVEN,  MD,  Chas  Wm  Newport  News 


BEAVER,  MD,  Harry  Carl 
BEAVERS  JR,  MD,  Aaron  L 
BEAZLEY  III,  MD,  Luthur  A 
BEAZLEY  III,  MD,  WyattS 
BEAZLIE  JR  . MD,  Franks 
BEAZLIE,  MD,  Thomas  M 
BECHAMPS.  MD.  Gerald  Jos 
BECK,  MD.  Ralph  Edmund 
BECKER,  MD,  Donald  Paul 
BECKER,  MD,  Elmore  James 
BECKER.  MD,  Stanley  Harold 
BECKWITH,  MD,  Julian  Ruffin 
BEDFORD,  MD,  Robert  Forrest 
BEDINGER.  MD,  Robt  Wright 
BEDNAR,  MD,  Stephen  Jos 
BEDSAUL,  MD.  Frazier  Clyde 
BEGLEY.  MD,  Bernard  J 
BEHM,  MD,  Frederick  George 
BEINSTEIN,  MD.  Joseph 
BEIRNE,  MD,  Edward  B 
BEKENSTEIN,  MD,  Wm  Leon 
BELANDRES,  MD.  Manuel  M 
BELCHER,  MD,  Birgit  E 
BELCHER,  MD.  Rodney  L 
BELEVETZ,  MD,  David  Roger 
BELGRAD.  MD.  Richard 
BELINSKY,  MD.  Sami  Michael 
BELL  III,  MD,  Joseph  S 
BELL  JR,  MD,  Baxter  Israel 
BELL  JR,  MD,C  Cooper 
BELL.  MD.  Houston  Lesher 
BELL,  MD.  Leslie  M 
BELL,  MD,  Richard  Clark 
BELL,  MD.  Rudolph  Mardre 
BELL,  MD,  Thos  Grasty 
BELLE,  MD,  Walton  Me  Neil 
BELLER,  MD.  George  Allen 
BELLOTTI,  MD,  Gerald  A 
BELOTE,  MD,  Robert  Keith 
BELTER,  MD.  Lester  Francis 
BELTRAN,  MD,  Romulo  G 
BENCOSME,  MD,  PersioA 
BENDA,  MD.  Rudolf  Anton  Josef 
BENDALL  JR,  MD,  Richard  A 
BENDER,  MD,  Arthur  Stillman 
BENITO,  MD  Ruben  T 
BENJAMIN,  MD,  John  Tabb 
BENNETT,  MD.  Bradford  S 
BENNETT,  MD,  Chester  A 
BENNETT,  MD,  L P Robinson 
BENNETT,  MD,  Robert  M 
BENTLEY,  MD,  Jack  Kitchener 
BENTREM,  MD,  George  C 
BEORN,  MD,  Charles  F 
BERBLINGER.  MD.  Klaus  Wm 
BERENGUER,  MD,  Thomas  J 
BERGEN,  MD,  Frederick  D Oench 
BERGER,  MD,  James  Seymour 
BERGER,  MD,  Keith  E 
BERGER,  MD.  Kenneth  W 
BERGER,  MD,  Myron  Paul 
BERGHUIS,  MD.  Jacob 
BERGMAN,  MD.  Gary  J 
BERGMAN,  MD,  Kenneth  R 
BERGMAN.  MD.  Stuart  M 
BERISH,  MD,  Robt  Frank 
BERK,  MD,  Barbara  Zeviner 
BERKEY,  MD,  Barry  Robert 
BERKLEY,  MD.  Wm  L 
BERLIN  JR,  MD.  Irving 
BERLIN.  MD.  Richard  Marc 
BERMAN,  MD,  Harold  John 
BERMAN,  MD,  Larry  Wm 
BERNAD,  MD,  Peter  G 
BERNANKE,  MD,  Abraham  David 
BERNARDEZ,  MD,  Oscar  Flores 
BERNART,  MD,  Wm  Francis 
BERNERT  JR  , MD,  Lawrence  A 
BERNHART,  MD,  Wesley  C 
BERNSTEIN  JR,  MD.  Harry 
BERREY,  MD.  Bedford  H 
BERRY,  MD,  Bradley  D 
BERRY,  MD,  Frederic  A 
BERRY.  MD,  H Lee 
BERRY,  MD,  Robt  Edward 
BERRY,  MD.Wm  J 
BERTHOLF,  MD  Max  Erwin 
BEST,  MD,  David  Walker 
BESTLER,  MD,  J Michael 
BETTINI,  MD,  Robt  John 
BETTS,  MD,  Martin  Frederick 
BEYER,  MD.  James  C 
BHAT,  MD,  Inder  Krishan 
BHATIA,  MD.  Maya  C 
BICK.  MD.  MichaelS 
BICKERS,  MD.Wm  M 
BIDWELL  JR  , MD.  Glenn  Porter 
BIGELOW.  MD,  Llewellyn  Barry 
BIGLEYJR,  MD,  Elmer  C 
BIGLEYJR,  MD,  H Alan 
BINDER,  MD.  Monte  Leroy 
BINDER,  MD.  Richard  Allen 
BINFORD,  MD,  Chapman  Hunter 
BINFORD,  MD.  Charles  A 
BINGOL,  MD,  MehmetM 
BINHAMMER,  MD.  Harold  E 
BINNS,  MD.  Silas  0 
BIRDSONG,  MD.  Gordon  G 
BISESE,  MD,  Albert  Jos 
BISHOP,  MD.Wm  Branch 
BISHOP,  MD.Wm  David 
BIVENS  JR,  MD,  Carl  Hill 
BLACK  JR,  MD.  James  B 
BLACK,  MD,  Joseph  E 
BLACK,  MD.  Yuill 
BLACKBURN,  MD,  James  E 
BLACKMAN.  MD,  Raymond  S 
BLACKMORE.  MD,  John  Robt 
BLACKWELL,  MD  James  Edward 
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BLADES,  MD,  James  Franklin 
BLAIR  III.  MD,  ChasJos 
BLAIR,  MD,  Waller  Bernard 

BLAIR,  MD,  WmF 
BLAKE  JR  , MD,  Wm 
BLAKE,  MD,  Jeffrey  D 
BLAKE,  MD,  Lynn  French 
BLAKE,  MD,  Michael  Clarence 
BLAKELY,  MD,  Lee  Add 
BLAKEY,  MD,  Hubert  H 
BLAKEY,  MD,  Peter  P 
BLALOCK,  MD,  Jos  Rogers 
BLANCHARD  111,  MD,  Lawrence  E 
BLANCHARD,  MD,  Peter  B 
BLAND,  MD,  David  L 
BLANK,  MD,  Alvin  Robert 
BLANKENBAKER,  MD,  Walter  L 
BLANKINSHIP,  MD,  Re* 

BLANTON  JR,  MD,  Wyndham  B 
BLANTON  JR,  MD,  Frank 
BLANTON,  MD,  Erika  M 
BLANTON,  MD,  Frank  M 
BLASCO,  MD.  Peter  A 
BLATTNER,  MD,  Carlos  Luis 
BLAY,  MD.  Andrew  Brian 
BLAYLOCK,  MD,  Wilmer  Kenneth 
BLAYLOCK,  MD.  Wm  Me  Gehee 
BLAYTON,  MD,  James  Blame 
BLEI,  MD,  C Lynne 
BLEY,  MD,  Donald  E 
BLISS  III,  MD,  Theodore 
BLISS,  MD.  Reba  N Gwyneth 
BLITCHJR,  MD,  James  Bedford 
BLIZZARD,  MD,  Robt  M 
BLOCK,  MD,  David  A 
BLOCK,  MD,  Leon  Irving 
BLOOM,  MD,  Marvin  Eugene 
BLOOM,  MD,  Robert  L 
BLOSE,  MD,  Donald  Curtis 
BLOUNT,  MD,  Alston  Wilcox 
BLUMBERG,  MD.  Michael  Zangwill 
BOARD,  MD.  Anne  J Woodrum 
BOARD,  MD,  John  Arnold 
BOATWRIGHT  III,  MD,  Joseph  W 
BOATWRIGHT,  MD.  Chas  Lee 
BOAZJR,  MD,  Beverly  Gilly 
BOBBITT,  MD,  John 
BOBBITT,  MD,  John  M 
BOCKNEK,  MD,  M Mendel 
BOCKNER,  MD.  Andrew  Chas 
BODNER,  MD,  Bruce  Ira 
BOGDAN,  MD,  Donald  Fred 
BOGGESS,  MD,  H Preston 
BOHLKE,  MD.  Glen  Leroy 
BOISCLAIR,  MD,  ThosGeo 
BOKINSKY,  MD,  Gary  Brooks 
BOLAND,  MD,  Brian  J 
BOLEN,  MD.  John  Wm 
BOLTER,  MD,  Delano  Woodrow 
BOLTON,  MD,  Warren  Kline 
BOLVARI,  MD,  Jos  J 
BON  TEMPO,  MD,  Carl  Prescott 
BOND,  MD,  Glen  Morris 
BOND,  MD,  Lester  R 
BONDAREFF,  MD.  Erwin  Allen 
BONDURANT,  MD,  Robt  F 
BONES,  MD.  JosThos 
BONIFACE  JR  , MD,  John 
BONNER,  MD,  Charles  H 
BONO,  MD,  Jos  Albert 
BOOKER  III,  MD,  James  Judson 
BOOKER  JR  , MD.  George  E 
BOOKER,  MD,  Armistead  Page 
BOOKER,  MD.  J Motley 
BOON,  MD,  Franklin  F 
BOONE  JR  , MD,  Elwood  Bernard 
BOONE,  MD,  Luther  Roy 
BOONE,  MD.  Owen  Riley 
BOOTH,  MD,  Hobson  G 
BOOTH,  MD,  Jerry  Clark 
BOOTH,  MD  Orm  Watts 
BORGES,  MD.  Albert  Facundo 
BORILLO,  MD,  Romeo  Bisquera 
BORING.  MD.  Wayne  Douglas 
BORLAND,  MD,  DavidS 
BORTNICK,  MD,  Ronald  Jack 
BOSHER  JR  , MD,  Lewis  Hinton 
BOSHER,  MD,  Lmwood  Paul 
BOST,  MD,  Michael  Anthony 
BOSWELL,  MD,  J Thornton 
BOSWORTH  II , MD.  Elam  W 
BOSWORTH,  MD,  David  C 
BOSWORTH,  MD.  James  Elam 
BOTT,  MD,  D Gregory 
BOTTON,  MD,  Jacques  Ephraim 
BOULWARE,  MD,  Ralph  H 
BOURGARD,  MD,  Lawrence  Dean 
BOURGBOIS,  MD,  F John 
BOURNE,  MD,  Henry  Reid 
BOUTROS,  MD,  Samir  BG 
BOWDEN  JR,  MD.  Robt  Henry 
BOWDEN,  MD,  James  Harris 
BOWEN  JR,  MD,  John  Raymond 
BOWEN,  MD,  Courtney  C 
BOWEN,  MD,  Patrick  J 
BOWEN,  MD  Robert  R 
BOWER,  MD,  Richard  Edward 
BOWERS,  MD,  JohnT 
BOWERS,  MD,  Russell  V 
BOWLES  JR,  MD,  Richard  Boxley 
BOWLES,  MD,  James  H 
BOWLES,  MD,  James  William 
BOWLES,  MD,  Paul  Elwood 
BOWLES  MD,  Richard  Boxley 
BOWMAN  MD,  John  David 
BOWSER,  MD.  Barrington  H 
BOWYER,  MD,  John  Victor 
BOYAN,  MD,  ChasP 
BOYCE  JR,  MD,  Edward  L 
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BOYCE,  MD,  Stanley  Carlton 
BOYD  JR,  MD,  John  Otto 
BOYD,  MD,  James  Horace 
BOYD,  MD.  Milton  Alexander 
BOYD,  MD,  Robt  Stewart 
BOYD,  MD,  Wm  Everett 
BOYER,  MD,  A Stephen 
BOYER,  MD,  Delos  W 
BOYER,  MD,  Paul  Henry 
BOYS,  MD,  Floyd  Eugene 
BRADENHAM,  MD,  Ben  Persons 
BRADLEY,  MD,  Chester  Dale 
BRADLEY,  MD,  Keith 
BRADLEY,  MD,  Robt  Willoughbee 
BRADY  JR,  MD,  John  W 
BRAGG,  MD,  Leroy  P 
BRAM,  MD,  Frederick  Martin 
BRANCH,  MD,  David  W 
BRAND,  MD,  Eugene  D 
BRAND,  MD,  Rolf 
BRANDT,  MD,  Kurt  T 
BRANDT,  MD,  V 
BRANN,  MD,  WmCralle 
BRANSCOME,  MD,  William  C 
BRANSON.  MD,  Donald  Gene 
BRANTLEY  JR,  MD,  Julian 
BRANTLEY,  MD.  Aurelius  Walter 
BRATENAHL,  MD,  Chas  Geo 
BRAXTON,  MD,  Herman  H 
BRAY  JR,  MD,  Charles  B 
BRAY.  MD,  Maurice  Miller 
BRAY,  MD,  Stuart  Thomas 
BRAYSHAW,  MD,  James  Rodney 
BRECHTELSBAUER,  MD,  David  A 
BREDRUP  JR  . MD,  Ole  C 
BREEDEN,  MD,  Louis  M 
BREGMAN,  MD,  Robt  L 
BREHMER.  MD.  Chas  Edward 
BREIT,  MD,  Harvey  Jerome 
BRENBRIDGE,  MD.  A Norman  AG 
BRENNAN,  MD.  Gloria  G 
BRENNAN,  MD.  Robert  J 
BRESSLER,  MD,  Bernard 
BREWER,  MD.  Herbert  Martin 
BREWER,  MD,  Richard  James 
BREWER,  MD,  Robt  Geo 
BREWER.  MD,  William  Henry 
BREWERTON,  MD,  Conway  N 
BRICKHOUSE,  MD,  Albert  T 
BRICKMAN,  MD,  Robt  David 
BRIDGES,  MD,  David  Marvin 
BRIDGFORTH,  MD,  Lewis  Wm 
BRIERE,  MD,  Russell  Ovide 
BRIGUGLIO.  MD.  Philip 
BRILLHART,  MD,  David  M 
BRISCOE,  MD.  WmCole 
BRITT  JR,  MD,  John  Mills 
BRITTAIN  JR,  MD.  Rufus 
BRITTINGHAM  JR  , MD.  L A 
BRITTMAN,  MD,  Stanley  L 
BROADDUS  JR,  MD,  Carl  A 
BROADDUS  JR,  MD,  Reuben  H 
BROBST,  MD.  Henry  Thos 
BROCHU,  MD,  Francis  Louis 
BROCK,  MD,  Jay  David 
BROCK,  MD,  Lee  Richard 
BROCK,  MD,  Macon  Foscue 
BRODIE,  MD,  Owen  Wingfield 
BRODY,  MD,  Garry  S 
BROECKER,  MD,  Bruce  H 
BROMAN.  MD.  Geo  Ellis 
BROOCKER,  MD.  Warren  Alan 
BROOKS  JR,  MD,  Geo  K 
BROOKS  JR.  MD,  John 
BROOKS,  MD,  Charles  Harris 
BROOKS,  MD,  James  W 
BROOKS,  MD,  Kenneth  Phillip 
BROSNAN,  MD,  Kathleen  Angela 
BROTMAN,  MD,  Lawrence  Danl 
BROWER,  MD.  Anne  Clayton 
BROWN  III,  MD.  Alexander  G 
BROWN  III.  MD.  Jos  Danl 
BROWN  JR  , MD,  Leon  Junius 
BROWN,  MD,  Cyrus  U 
BROWN.  MD,  Edwin  Merriman 
BROWN,  MD.  James  Geo 
BROWN,  MD,  James  La  Velle 
BROWN,  MD,  Lee  Buckingham 
BROWN,  MD.  Margaret  Ann 
BROWN,  MD,  Peter  Wilcox 
BROWN,  MD.  Raymond  Sidney 
BROWN,  MD,  Robert  Stanley 
BROWN,  MD,  Ronald  Bayard 
BROWN,  MD,  Thos  Me  Pherson 
BROWN,  MD,  TobyL 
BROWN,  MD,  William  Martin 
BROWNE.  MD,  Roger  Wayne 
BROWNLEY,  MD,  Edwin  T 
BROWNLEY,  MD,  Harvey  C 
BROWNSTEIN,  MD,  Willis  Edwin 
BRUBAKER,  MD  Herman  W 
BRUCE  JR  , MD,  James  Garnett 
BRUCH,  MD,  WmMark 
BRUCKNER,  MD.  Jana  Terezie 
BRUCKNER,  MD,  Nancy  V 
BRUGH  III,  MD,  Victor  Miller 
BRUMFIELD  JR,  MD,  Robert  H 
BRUMMER,  MD,  Donald  Louis 
BRUNK.  MD,  James  Robt 
BRUNO  JR,  MD,  Alphonse  HL 
BRUNO  JR,  MD,  John  A 
BRUNO,  MD,  Peter  D 
BRUSH  JR,  MD,  Edward  V 
BRUST,  MD,  Stuart  Wm 
BRUTHER,  MD,  Lawrence  James 
BRYAN  JR,  MD,  Phillips  R 
BRYAN,  MD,  Louis 
BRYAN,  MD,  Paul  A 
BRYAN,  MD,  Phillips 
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BRYANT  JR,  MD.  Alvin 
BRYANT  JR,  MD.  John  E 
BRYANT,  MD,  Michael  H 
BRYANT,  MD,  Robt  Singleton 
BRYANT,  MD,  Stephen  Robert 
BRYCE  II , MD,  Edwin  Clinton 
BRYCE  JR,  MD,  Wm  Fielding 
BRYSON,  MD  Gilbert  Hamilton 
BUCHANAN,  MD  Brian  D 
BUCHANAN.  MD,  Chas  Stuart 
BUCHANAN,  MD,  John  Goodwin 
BUCHANAN,  MD,  Robt  James 
BUCHER,  MD,  Bruce  M 
BUCK  JR  , MD.  Frank  Neville 
BUCUR,  MD,  JohnC 
BUDDJR,  MD,  Sami  Walthall 
BUENAVENTURA,  MD,  Francisco  A 
BUFFEY,  MD,  Walter  Humphrey 
BUHAIN,  MD,  WilfridoJ 
BUIS,  MD,  L James 
BULLOCK  JR,  MD,  Henry  A 
BULLOCK  JR,  MD,  John  Paul 
BULLOCK,  MD.  John  Boyd 
BULLOCK,  MD,  Richard  Edward 
BULLOCK.  MD.  Robt  Graham 
BUMGARDNER  JR  MD,  Jack  Hood 
BUNCE,  MD,  JohnD 
BUNDY  111,  MD  Walter  E 
BUNDY  JR,  MD,  Walter  E 
BUNTING,  MD,  Richard  Fry 
BURCH.  MD,  Chas  Dick 
BURCH,  MD,  John  Gordon 
BURDICK,  MD.  Edward  Peter 
BURGE,  MD,  Joseph  John 
BURGER  JR,  MD  Ray  Edward 
BURGER,  MD,  Robt  Lindsay 
BURGER,  MD,  Wilbur  France 
BURGWYN,  MD,  Collmson  P E 
BURK  JR,  MD.  Lloyd  Byron 
BURKA,  MD.  Paul  Stephen 
BURKE  III.  MD,  George  Wilson 
BURKE  JR,  MD,  Arthur  Wade 
BURKE,  MD,  Gene  Hobbs 
BURKE,  MD,  Melvin  H 
BURKE,  MD,  P Declan 
BURKE,  MD,  Patrick  K 
BURKHARDT,  MD,  Barry  W 
BURNETT,  MD,  Gerald  Cram 
BURNHAM.  MD.  Robt  C 
BURNS  JR,  MD,  Chas  Leon 
BURNS  JR,  MD,  Francis  Gregory 
BURSLEM  JR  , MD,  Wm  Ashworth 
BURT,  MD,  Joe  Howard 
BURT,  MD,  Leslie  Stephen 
BURTON,  MD,  Calvin  Thos 
BURTON,  MD,  Gary  Wayne 
BURTON,  MD,  Ted  Fuqua 
BURTON,  MD,  Wm  Stewart 
BURWELL,  MD,  Bronwen 
BURWELL,  MD,  James  Abraham 
BURWELL,  MD,  Lawrence  R 
BUSCHI,  MD,  Anthony  J 
BUSHKAR,  MD.  John  Phillip 
BUTLER  III.  MD.Wm  Wilson  S 
BUTLER  JR,  MD,  Bruce 
BUTLER,  MD,  Albert  Boardman 
BUTLER,  MD,  Lilia  G 
BUTLER,  MD.  Thomas  Parke 
BUTTERWORTH  III,  MD,  John  F 
BUTTERWORTH,  MD,  Thomas  R 
BUTTERY,  MD,  Christopher  M G 
BUTTS,  MD,  Edward  Barfield 
BUTZNER  JR  , MD.  Wm  Walker 
BUXTON  III.  MD,  Ernest  Perry 
BUXTON  JR  , MD,  Ernest  Perry 
BUXTON,  MD,  Russell  V 
BUXTON,  MD.Wm  Dimmock 
BYER,  MD,  Barry 
BYERLY,  MD.  Baxter  H 
BYERS,  MD,  Francis  L 
BYRD  JR,  MD.  Walter  R 
BYRD,  MD.  Chas  Wm 
BYRD,  MD,  John  Abbott 
BYRD,  MD,  William  Eugene 
BYRD,  MD.Wm  Edward 
BYRNE,  MD,  Robert  Francis 
BYRNE,  MD.  Robt  Eugene 
BYRNE,  MD.Wm  Draper 
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CABILING,  MD.  Marino  M 
CABRERA,  MD,  Ruben  D 
CACHAY  PITA,  MD.  Antonio  Jose 
CADER,  MD,  Josephine  B 
CADY,  MD,  Allan  Bartlett 
CAFIERO,  MD,  Louis 
CAGGIANO.  MD  Gian  Battista  A 
CAINE  JR,  MD,  Thos  P 
CAINE,  MD,  Robert 
CALA,  MD,  Benjamin  B 
CALABRESE,  MD,  Vincent  Paul 
CALDRONEY,  MD,  Thos  Walter 
CALDWELL.  MD,  Geo  Minor 
CALDWELL,  MD,  John  Beale  H 
CALDWELL,  MD,  John  Leo 
CALDWELL,  MD,  Paul  Chas 
CALEY,  MD.  David  Wm 
CALILUNG,  MD,  Cesar  S 
CALISCH,  MD,  Louis  Herman 
CALKINS,  MD,  Ronald  Fleming 
CALL  II,  MD  Frank  L 
CALL,  MD,  John  Danl 
CALL,  MD,  Thomas  David 
CALLAHAN  II,  MD,  Flmton 
CALLAHAN,  MD,  Donald  Morris 
CALLARI,  MD,  Giulio 
CALLICOTT  JR  , MD,  Joseph  H 
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CALLOWAY,  MD.  Wm  Christian 
CALVERT,  MD,  Geo  Edward 
CALZADILLA,  MD,  Miguel  R 
CAMBARERI,  MD.  Richard  J 
CAMETAS,  MD,  John  Gus 
CAMP  III,  MD,  JamesL 
CAMP  MD.  Paul  Douglas 
CAMP  MD  Robert  Michael 
CAMPA  MD.  Justmiano  F 
CAMPBELL  III,  MD  Hawes 
CAMPBELL,  MD,  James  Ashton 
CAMPBELL.  MD  John  W 
CAMPBELL,  MD  Jos  Cameron 
CAMPBELL,  MD  Peter  Lawrence 
CAMPBELL,  MD,  Robt  M 
CAMPBELL,  MD  Ruth  F Williams 
CAMPDEN-MAIN  MD  Brian  C 
CAMPELL  MD.  Henry  S 
CANADAS  MD  Antonio  L 
CANDLER,  MD.  Paul  Kiser 
CANFIELD,  MD.  James  A 
CANIZARES  MD  Roberto  R 
CANIZARES,  MD  Teresita  Cacha 
CANNON,  MD  M Marci 
CANTER  JR,  MD,  Noland  M 
CANTERBURY  II,  MD  Randolph  J 
CANTIN,  MD  IraM 
CANTON.  MD,  John  Norman 
CANTOW,  MD,  Edward  Francis 
CANTRELL.  MD  Robert  Wendell 
CAPALAD,  MD,  Elpidio  Fajardo 
CAPLAN,  MD  Julius 
CAPLAN,  MD,  Stephen  Robt 
CARAVATI  JR  , MD,  Chas  Martin 
CARAVATI.  MD.  Chas  Martin 
CARDEA.  MD,  John  A 
CARDENAS  III,  MD  Francisco 
CARDONA  MD.  Angel  A 
CARDWELL,  MD,  Chas  Patteson 
CAREY,  MD,  Edward  Danl 
CAREY,  MD,  Robt  Munson 
CARLEO.  MD,  James  Onofrio 
CARLIN.  DO,  Marshall  S. 
CARLSON,  MD,  David  Roland 
CARLSON,  MD.  Richard  Edward 
CARLSTON,  MD,  John  Anthony 
CARLUCCI  III.  MD  Jos 
CARMICHAEL.  MD,  Elizabeth  B 
CARMICHAEL,  MD,  Elizabeth  R 
CARMICHAEL.  MD  Miriam  W 
CARMICHAEL,  MD  Paul  A 
CARMINES,  MD.  Fay  Ashton 
CARNEY,  MD,  David  Anthony 
CARPENTER  JR,  MD,  Johnson  T 
CARPENTER,  MD  Earnest  B 
CARPENTER.  MD.  Martha  Alma 
CARR  JR.  MD,  Fay  I 
CARRAWAY,  MD,  James  Howard 
CARRIGAN.  MD  Edward  P 
CARROLL  JR  , MD  Frank  A 
CARROLL  JR  MD  Robt  Patrick 
CARROLL,  MD,  Geo  Jos 
CARROLL,  MD,  Patrick  Anthony 
CARRON  JR  , MD.  Harold 
CARTAGENA,  MD  Rodolfo  S 
CARTER  II,  MD.B  Noland 
CARTER  JR,  MD,  Hill 
CARTER  JR,  MD,  William  Herman 
CARTER,  MD,  Arthur  T 
CARTER,  MD,  Bruce  Thomas 
CARTER,  MD,  Edward  Kent 
CARTER,  MD.  Henry  G 
CARTER.  MD.  Robert  Lee 
CARTER.  MD,  Russell  H 
CARTER,  MD,  Wesley  Byrd 
CARTWRIGHT,  MD.  Crosby  W 
CARTY  JR  , MD.  James  Walker 
CARUSO.  MD,  Peter  Virgimus 
CARWELL  JR,  MD.  Glenn  Ray 
CASABONA,  MD.  Albert  C 
CASEY,  MD,  Catherine  Sue 
CASEY,  MD.Wm  C 
CASHION,  MD,  Donald  T 
CASOLARO,  MD,  Jos  Danl 
CASPARI,  MD,  Richard  B 
CASSADA,  MD,  Wm  Abraham 
CASSIDY,  MD,  Robt  Lemont 
CASSIDY,  MD  William  Michael 
CASSIDY,  MD.Wm  J 
CASTANEDA,  MD.  Alberto  J 
CASTILLO  JR.  MD,  Vincente  A 
CASTILLO,  MD,  ProboH 
CASTLE,  MD  James  Richard 
CASTLE,  MD  Robert  Lewis 
CASTRO,  MD,  Ernesto  V 
CATALDO.  MD,  Jos  Richard 
CATE,  MD,  L Huntley 
CATES,  MD  Michael  A 
CATES,  MD.  Robert  Judson 
CATLETT,  MD,  John  B 
CATRON  JR  MD,  Stuart  H 
CAUGHRON.  MD.  Samuel  Dan 
CAULKINS  JR  . MD  Chas  W 
CAUTHEN,  MD,  Jos  Dixon 
CAVALCANTI,  MD,  Eduardo  Jose 
CAVE.  MD,  Wm  Belfield 
CAVEDOJR,  MD.  Irvin  Walters 
CAVENDER,  MD.Wm  Francis 
CAVROS,  MD,  George  N 
CAWLEY,  MD,  Edward  Philip 
CAWOOD,  MD,  ChasD 
CAY,  MD.  Mehmet  Nuri 
CEBALLOS,  MD.  Rodolfo  B 
CECCHINO,  MD,  Robert  Andrew 
CENTENERA,  MD  Judy  S 
CHADAB,  MD,  Marvin 
CHADDUCK,  MD.  William  Moran 
CHAI,  MD.HyounChul 
CHAKRAVORTY,  MD,  Ranes  C 
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CHALAM,  MD.  Ramesh 
CHALASANI,  MD.  Srirama  Prasad 
CHALKLEY,  MD,  Milton  De  Rohan 
CHALKLEY,  MD.  Thos  Spencer 
CHALMETA  JR  , MD.  Alberto 
CHAMBERLAIN,  MD.  Chas  Wm 
CHAMBERLAIN,  MD,  Richard  R 
CHAMBERS.  MD.  Beverly  Noe 
CHAMBERS.  MD.  Donald  Edwin 
CHAN.  MD.  James  CM 
CHANACHOTE  JR  . MD  Udom 
CHANDLER.  MD  Harold  Lee 
CHANDLER.  MD.  James  Gilbert 
CHANGIZI.  MD  Mohammad  Hosem 
CHAO  III,  MD.  Yu-Hua 
CHAPIN.  MD.  Wm  Evans 
CHAPLIN  JR  MD.  Robt  Rogers 
CHAPMAN  JR,  MD  Wm  Holmes 
CHAPMAN.  MD  A Bradley 
CHAPMAN.  MD.  Dorotheas 
CHAPMAN  MD.  James  E 
CHAPMAN  MD.  Rees  Cecil 
CHAPMAN.  MD,  Wm  Hardee 
CHAPPELL  JR,  MD  George  E 
CHAPPELL.  MD  Geo  Edward 
CHARITY.  MD.  Cynthia  M 
CHARITY.  MD,  Renard  Adkins 
CHARLTON,  MD.  James  Perry 
CHARNEY.  MD,  David  L 
CHASE,  MD.  Sandra  Mae 
CHAUDHARY,  MD.  Nazir  Ahmad 
CHAUDHURI,  MD,  Mohan  Lai 
CHAVEZ,  MD,  Rolando  M 
CHEATHAM,  MD,  Wm  J 
CHEE,  MD.  Young  Shin 
CHEFETZ,  MD,  Richard  Alan 
CHEN  III,  MD  Cheng  Nan 
CHEN  III,  MD.  Chun  Ming 
CHEN,  MD.  Jen  Wen 
CHENAULT  JR,  MD.  Oran  Ward 
CHENG.  MD.  Chin  Lm 
CHERNOCK  MD.  David  Mark 
CHERWEK.  MD  Michael  L 
CHESLER.  MD,  David  L 
CHESSEN,  MD.  Douglas  Howell 
CHEVALIER,  MD.  Robert  L 
CHIAVARINI,  MD.  Robt  Louis 
CHILDRESS  JR  MD.  A Jack 
CHILDRESS,  MD.  James  Michael 
CHILDREY  JR,  MD  Edgar 
CHILDREY,  MD.  Stephen 
CHILDS,  MD.  Theron  Baker 
CHILES  III.  MD,  Morton  Perrin 
CHISHOLM,  MD.  Louis  Randolph 
CHITRAKAR.  MD.  Tara  D 
CHITWOOD,  MD.  James  Logan 
CHITWOOD,  MD.  Sarah  E Roberts 
CHITWOOD.  MD.  Walter  R 
CHIU,  MD.  Ming  Sung 
CHMIEL,  MD.  Andrew  Jos 
CHOHANY.  MD  Geo  J 
CHOI,  MD,  Chung  Shin 
CHOI.  MD.  Koo  Young 
CHOI,  MD.  Walter  Sik 
CHOU,  MD.  Yi-Nan 
CHOUDHURY  MD.  Al.  Azam 
CHOUGH,  MD,  Dae  Been 
CHOY,  MD,  YoonKeun 
CHRISTENSEN.  DO.  Cherryl  June 
CHRISTENSEN,  DO,  Doran  Michael 
CHRISTIAN,  MD.  Chas  Fletcher 
CHRISTIAN,  MD  George  Henry 
CHRISTIAN,  MD.  Wm  E 
CHRISTIE,  MD.  Laurence  Glenn 
CHRISTY,  MD.  Michael  G 
CHU,  MD,  Young-Kwon 
CHUCKER,  MD  GeoN 
CHUN,  MD.  Thomas  Hwa  Young 
CHUN.  MD.  Yong-Kwon 
CHUNG  III.  MD.  Jey-Dea 
CHUNG.  MD.  Doo  Hyoun 
CHUNG,  MD  Kyung  Yil 
CHURCH.  MD.  David  Russell 
CHUSUEI,  MD  Richard  Vichit 
CICCONE,  MD,  Alvin  Jacob 
CIGTAY,  MD.  AttilaSakir 
CILLEY,  MD  Richard  D 
CIMMINO,  MD.  Christian  V 
CIOFALO,  MD.  Carol  Ellen 
CIOLETTI,  MD.  Roy  Robert 
CIRIC,  MD.  Andrew  M 
CLAGUE.  MD.  Allen  Manville 
CLAIBORNE  JR  MD.  Herbert  A 
CLAPP  JR,  MD,  Henry  W 
CLAPSADDLE,  MD.  Gene  Edward 
CLARE,  MD.  Frank  B 
CLARK  JR,  MD.  John  Robt 
CLARK  JR,  MD  Wm  Edwin 
CLARK,  MD.  James  Howard 
CLARK,  MD  Joe  Lynn 
CLARK.  MD  Laurence  J 
CLARK,  MD.  Louise  Leland 
CLARK.  MD  Mary  Williams 
CLARK,  MD,  Richard  Franklin 
CLARKE  JR  , MD.  Eugene  Joseph 
CLARKE  JR  MD.  Thos  Hal 
CLARKE,  MD,  John  Palmore 
CLARKE.  MD.  William  Linus 
CLARKE.  MD.  Wm  Turkmgton 
CLARKSON.  MD.  Wm  David 
CLARY.  MD.  Beverley  B 
CLATERBAUGH,  MD.  Raymond  L 
CLAUSTRO,  MD,  Ludgerio  Zabala 
CLEARY.  MD.  John  Brian 
CLEMENT,  MD,  Stephen 
CLEMENTS  JR  MD.  Ernest  L 
CLEMENTS.  MD.  Boyd  M 
CLEMENTS,  MD,  Francis  J 
CLIFT,  MD.  John  Vinton 
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CLIMO.  MD.  Merrill  Salem 
CLINE,  MD,  Robt  Frederick 
CLINGENPEEL.  MD.  J Floyd 
CLORE  JR  . MD,  Jesse  Newton 
CLOSE,  MD,  James  Me  Clay 
CLOUGH.  MD,  Lewis  R 
COATES,  MD,  Michael  Lee 
COBAUGH,  MD.  Donn  Stephen 
COBBLE,  MD.  Clark  Robert 
COBBS,  MD,  Wilson  N 
COCHRAN.  MD.  John  Wesley 
COCKE,  MD,  John  Alexander 
COCKERHAM.  MD,  Elaine  L 
COFERJR,  MD.  Vernon  L 
COFFELT,  MD.  Kenneth  Clayton 
COFFEY,  MD.  Everett  L 
COHEN  JR,  MD.  Alvin 
COHEN,  MD.  Alan  Brent 
COHEN.  MD.  Alan  Paul 
COHEN,  MD.  Irwin  Kelman 
COHEN,  MD,  Joel  Laurence 
COHEN,  MD,  Lawrence 
COHEN,  MD  Leonard  Joel 
COHEN,  MD.  Michael  E 
COHEN,  MD,  N Norman 
COHEN,  MD.  Stephen  Alan 
COKER  JR.,  MD.  William  Luther 
COLE  JR  , MD.  John 
COLE,  MD,  Dean  Baldwin 
COLE,  MD.  Elizabeth  Cocke 
COLE.  MD,  Ralph  J 
COLE,  MD,  Robert  John 
COLE,  MD,  Waverly  Manson 
COLEMAN,  MD.  Ashby 
COLEMAN.  MD,  Custis  Lansing 
COLEMAN,  MD,  Howe  Reese 
COLEMAN.  MD.  Richard  LM 
COLEMAN  MD,  Wm  P 
COLEMAN.  MD.  Wm  Peach 
COLENDA  III,  MD.  Christopher 
COLINAJR,  MD.  Jose  F 
COLL,  MD.  Jose  D 
COLLETTI,  MD.  Nicholas  George 
COLLEY.  MD.  James  Thos 
COLLIER  JR,  MD.  James  Campbell 
COLLIER,  MD,  John  E 
COLLINS  JR.  MD.  Phil 
COLLINS,  MD,  Charles  David 
COLLINS.  MD.  MichaelS 
COLLINSON.  MD.  Edward  Frank 
COLLIS,  MD.  Peter  B 
COLLMANN,  MD.  Warren  X 
COLONY,  MD.  MaryD 
COMBS  JR,  MD.  Luke 
COMBS,  MD.  Allen  Evans 
COMER  JR  , MD.  James  Edward 
COMUNALE,  MD,  R A 
CONANTJR  MD.  Roger 
CONCA,  MD.  Dominick  Michael 
CONCODORA,  MD  Joseph  A 
CONELL,  MD.  Lawrence  J 
CONGDON,  MD  Mark  Henderson 
CONLEY,  MD  Eugene  Jos 
CONNER,  MD.  Alvin  Eugene 
CONQUEST,  MD.  Henry  Fairfax 
CONRAD,  MD,  Frederick  Ellison 
CONSTABLE,  MD.Wm  Chas 
CONSTANT  JR,  MD.  Tony 
CONTIS.  MD  George  Peter 
CONWAY  III,  MD.  Kevin 
CONWAY,  MD.  Brian  Peter 
CONWAY,  MD.  Steven  Joseph 
COOGAN,  MD.  E A 
COOK  111,  MD  JohnH 
COOK  JR,  MD.  Wm  A 
COOK  JR,  MD.  William  Henry 
COOK,  MD.  Chas  Barne 
COOK,  MD,  Irving  Kenneth 
COOK,  MD,  J Bryon 
COOKE,  MD,  Chas  Lee 
COOKE.  MD.  SamIL 
COOKSEY,  MD.  Wm  Perry 
COOLEY,  MD,  Carl  Conrad 
COOLEY,  MD.  S Dallas 
COONE,  MD,  Herbert  W 
COOPER  JR,  MD,  Geo 
COOPER,  MD.  Alan  Michael 
COOPER,  MD,  Claude  E 
COOPER,  MD.  James  Nelson 
COOPER,  MD.  John  AD 
COOPER,  MD,  Kevin  Richard 
COOPER,  MD.  Wm  Robt 
COPLEY,  MD.  Genrose  Desimone 
COPPA,  MD.  Michael  Geo 
COPPEDGE,  MD.  Chas  Wm 
COPPOLA,  MD,  Armando  Ralph 
CORBETT  JR.  MD.  Eugene  C 
CORBO,  MD.  Joseph 
CORCORAN,  MD,  David  B 
CORCORAN,  MD.  James  FT 
CORDERO,  MD.  Jimmy  P 
COREN,  MD.  Sidney  W 
CORNELL,  MD.  Geo  Willett 
CORNELL,  MD,  Roger  Detlef 
CORPENING,  MD.  CoraZetta 
CORRADO,  MD,  Michael  A 
COSENTINO,  MD.  Raymond  F 
COSTA,  MD.  Giovanni  Giacomo 
COSTA,  MD,  Jack  M 
COSTESCU,  MD.  Sanda 
COTTRELL  JR.  MD.  John  Austin 
COTTS,  MD.  Gerhard  K 
COUGHENOUR.  MD.  Sara 
COUK,  MD,  David  Edgar 
COUK,  MD,  Macon  Smiley 
COUPER,  MD.  John  Lee 
COURTNEY,  MD.  Maurice  L 
COVER.  MD.  EhzMickley 
COVER,  MD,  Jesse  R 
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Augusta 

Culpeper 

Richmond 

Richmond 
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Norfolk 

Fairfax 

Prince  William 

Albemarle 

Albemarle 


COWEN.  MD,  Norman  J 
COWLING.  MD.  Lawrence  Stanley 
COX,  MD,  Harry  Duffield 
COX,  MD.  Howard  L 
COX,  MD,  James  Glenn 
COX,  MD.  James  M 
COX,  MD.  Louis  Philip 
COX,  MD.  Virgil  Jefferson 
COX,  MD,  Wm  Henry 
COXE  III.  MD,  Jos  Wentworth 
CRACOVANER  MD.  David  John 
CRADDOCK  JR,  MD,  George  B 
CRADDOCK,  MD,  Geo  Barksdale 
CRADDOCK,  MD.  Wm  E 
CRAGGS  111,  MD.  Thomas  F 
CRAIG  III.  MD,  Seth  Clayton 
CRAIG.  MD.  James  Wm 
CRAMER.  MD.  Alfred  Bartlett 
CRAMPTON.  MD,  RichardS 
CRANTON.  MD.  Elmer  Mitchell 
CRAUNJR,  MD.  Galen  G 
CRAUN,  MD.  Galen  Glick 
CRAWFORD  JR,  MD.  Wm  Burdette 
CRAWFORD.  MD,  David  J 
CRAWFORD.  MD.  John  Custis 
CRAWFORD  MD,  Robert  C 
CREASY,  MD.  Richard  A 
CREEF,  MD.  James  Wendel 
CREEKMORE,  MD.  Robt  Sherman 
CRETEUR,  MD.  Christian  E 
CRICHIGNO.  MD.  G A 
CRICKENBERGER.  MD.  Dallas  P 
CRIDER,  MD,  Donald  Bryant 
CRIGLER,  MD.  F Jason 
CRIMM,  MD.  Carl  Eugene 
CRISLER  JR  MD,  Cnle 
CRITTENDEN,  MD.  David  Gray 
CROCK,  MD.  Thomas  Rankin 
CROCKETT  JR,  MD.  ChasL 
CROCKFORD,  MD.  Jon  Lee 
CROOKS  JR.  MD,  Lewis  Danl 
CROSBY,  MD.  Ivan  Keith 
CROSBY,  MD.  James  Foster 
CROSETT  JR  , MD.  Alexander  D 
CROSIER,  MD.  Joseph  L 
CROSS,  MD,  James  Allerton 
CROSS.  MD.  James  Parker 
CROSS,  MD.  John  Armstrong 
CROSS.  MD,  John  Earle 
CROSSEN,  MD,  Richard  Wm 
CROSSLAND  JR,  MD.  Clem  C 
CROSSLAND  MD.  Stanley  Gramch 
CROTEAU.  MD.  Louis  John 
CROUCH  JR.  MD,  Earl  Russell 
CROW  JR  MD,  William  Cecil 
CROWDER  JR.  MD.  ChasH 
CROWDER  JR,  MD,  Thos  Harold 
CROWDER  JR.  MD  Robert  Vincent 
CROWDER,  MD.  Margaret  E 
CROWDER,  MD.  Patricia  Elliott 
CROWE.  MD.  Walter  Geo 
CROWGEY  MD.  Junius  Ellett 
CRUIKSHANK,  MD,  Dwight  P 
CRUM.  MD.  Jerry  Brice 
CRUSER,  MD.  FredS 
CSATARY,  MD.LaszloK 
CUBE,  MD.  Ernesto  Milla 
CUDWORTH.  MD.  Geo  Hitchon 
CUESTA,  MD.  Maximo  Lopez 
CUI,  MD.  Mane  Pola  I 
CULLANDER.  MD.  Cecil  C H 
CULLEN  JR.  MD.  Richard  L 
CUMBIA.  MD.  Jesse  W 
CUMMINGS,  MD,  Charles  Edward 
CUMMINGS.  MD.Wm  Steven 
CUNNINGHAM.  MD.  Dorris  Alvin 
CUNNINGHAM,  MD,  James  K 
CURCIO.  MD  Edward  P 
CURRY,  MD.  John  Lamar 
CURRY,  MD.Wm  Lake 
CURTIS  JR.  MD.  Walter 
CURWEN.  MD  Geoffrey  Wm 
CUSTALOW.  MD,  Lmwood  Webster 
CUSTER  JR  MD  Monford  D 
CUTLER,  MD.  NealR 
CUTTER,  MD.  Edgar  Burford 


Fairfax 


Fairfax 
Fairfax 
Richmond 
Virginia  Beach 
Fairfax 

Prince  William 

Southside  Va 

Newport  News 

Albemarle 
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Richmond 
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Fairfax 

Arlington 
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Arlington 
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Richmond 

Rockbridge 

Out  Of  State 

Northern  Va 

Fairfax 


D 

D ALESSANDRO,  MD,  Frank  Thomas 

D AMATO,  MD.  Nicholas  Anthony 
DABNEY  JR,  MD  Thos  Todd 
DABNEY,  MD.Wm  Taylor 
DAFASHY.  MD,  MoumrY 
DAGEFORDE,  MD.  James  R 
DAHM.  MD,  Norman  Richard 
DAIMLER.  MD.  John  Charles 
DAJAO.  MD.  Ragaciano  M 
DAJAO,  MD,  Rise  Faith 
DAKERMANDJI.  MD.  Farid 
DALEY,  MD,  Timothy  Horton 
DALEY,  MD.Wm  Edward 
DALTON  JR.  MD,  James  B 
DALTON.  MD,  Henry  Tucker 
DAMMANN,  MD.  John  F 
DAMRON.  MD.  Joseph  Mcdonald 
DANACEAU,  MD,  Henry  Lawrence 
DANBY,  MD.  John  Herbert 
DANDRIDGE  JR  MD.Wm  Robt 
DANDRIDGE,  MD.  Wm  Robt 
DANFORTH.  DO.  Michael  Allen 
DANIEL  III.  MD . John  M 
DANIEL  JR,  MD.  Donald  Snead 
DANIEL.  MD.  Thos  Moore 
DANIELS,  MD,  Warren  C 
DARBY,  MD.  Daniel  Lee 
DARDEN  JR  , MD.  James  Ryland 


Arlington 

Newport  News 
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Albemarle 

Fairfax 
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Richmond 

Fairfax 

Roanoke 
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Richmond 

Albemarle 

Chesapeake 
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Southside  Va 
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Newport  News 

Northern  Va 

Richmond 

Tri-County 

Arlington 

Virginia  Beach 

Nortolk 

Roanoke 

Southside  Va 
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Lynchburg 

Southside  Va 
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Fairfax 

Roanoke 

Richmond 

Roanoke 

Roanoke 

Arlington 

Southwest  Va 

Roanoke 

Roanoke 

Hampton 

Albemarle 

Nortolk 

Albemarle 

Richmond 

Williamsburg 

Tazewell 

Northern  Neck 

Fairfax 

Arlington 

Richmond 

Hampton 

Patrick-Henry 

Newport  News 

Northern  Va 

Fairfax 

Roanoke 


Albemarle 

Nortolk 

Richmond 

Richmond 

Out  Of  State 

Richmond 

Virginia  Beach 

Newport  News 

Chesapeake 

Portsmouth 

Alleghany 

Arlington 

Fredericksburg 

Richmond 

Arlington 

Albemarle 
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Arlington 

Lynchburg 

Albemarle 

Albemarle 

Alexandria 

Richmond 

Richmond 

Richmond 

Southside  Va 

Portsmouth 

Richmond 


DARDEN  JR  MD,  Oscar  B 
DARNALL  JR,  MD,  Robert  A 
DARRACOTT  MD.  Mixon  Milford 
DATOC,  MD.  Roberto  L 
DATTA,  MD.  Nimai  Chandra 
DAUBER.  MD,  Henry 
DAUGHERTY,  MD  Thomas  W 
DAUGHTREY  JR  , MD.  Walter  F 
DAUM  MD.  Conrad  Henry 
DAVALOS.  MD,  Hugo  A 
DAVID,  MD,  Marigail  Wynne 
DAVID.  MD.  Ronald  B 
DAVID-NELSON,  MD.  Margit  A 
DAVIDOV,  MD.  Michael  E 
DAVIDSON.  MD.  Donald  Dale 
DAVIE.  MD.  Steven  Ames 
DAVIES,  MD  John  Beni 
DAVIES,  MD.  Linda  High 
DAVIS  IV.  MD,  John  Staige 
DAVIS  JR  MD.  Chas  Emmett 
DAVIS  JR,  MD.  Chas  Fallon 
DAVIS  JR,  MD,  Chas  Stanley 
DAVIS  JR,  MD.  Edward  Garland 
DAVIS  JR.  MD,  Ernest  D 
DAVIS  JR,  MD.  Leonard  Leslie 
DAVIS  JR,  MD.  Russell  Lewis 
DAVIS  JR,  MD,  Thos  Dewey 
DAVIS,  MD.  Algernon  Couch 
DAVIS,  MD,  Algernon  Gibson 
DAVIS,  MD.  Arthur  A 
DAVIS,  MD,  Charles  Stewart 
DAVIS.  MD,  Chas  Monroe 
DAVIS,  MD.  Chas  Young 
DAVIS,  MD.  Donald  Irvin 
DAVIS,  MD.  Frederick  Carr 
DAVIS,  MD.  Frederick  Ferdon 
DAVIS,  MD.  Frederick  Sterling 
DAVIS.  MD,  Harvey  Danl 
DAVIS,  MD.  James  Karnes 
DAVIS,  MD,  James  Lucius 
DAVIS,  MD.  Mark  Philip 
DAVIS,  MD,  Robert  T 
DAVIS,  MD,  Ronald  Kenneth 
DAVIS,  MD,  Thos  Philip 
DAVIS,  MD.  William  Alvin 
DAVIS.  MD,  WirtL 
DAVIS,  MD.Wm  Vaughan 
DAVOLI,  MD.  Enrico 
DAVOUDLARIAN,  MD,  David  K 
DAW.  MD.  Albert  Lee 
DAWSON,  MD,  Alonzo  Ray 
DAYANIM  III,  MD.  Behrooz 
DE  ANGELIS,  MD.  Robt  Neal 
DE  BECK,  MD,  Thos  Wade 
DE  BUTTS,  MD.  Richard  E 
DE  LA  CRUZ,  MD,  Gloria  V 
DE  LAURA,  MD.  Frank  Anthony 
DELIGIO,  MD.  James  J 
DELOSSANTOS,  MD.  Arturo  F 
DELOSSANTOS.  MD.  Gregorio  R 
DE  PAOLA,  MD,  Francesco 
DE  SANTOS,  MD.  Jorge  T 
DE  VERA-HIPOL,  MD.  Rasano 
DE  VERTER,  MD,  John  Scott 
DE  VOCHT.  MD,  Ludovic  Jules 
DE  WITT,  MD,  Gerald  Wallace 
DEACON,  MD,  James  Douglas 
DEANS.  MD.  Robt  Douglas 
DEATON.  MD,  Richard  Thos 
DEAVER,  MD,  Elsie 
DEBLASI.  MD.  Robert  F 
DEBNATH,  MD,  Kiran  Sankar 
DEBRAND,  MD.  Mana 
DEBS.  MD.  Antoine  M 
DECKER.  MD.  Henry  Chesley 
DECKER.  MD.  Michael  John 
DECKER.  MD,  Sterling  Randolph 
DEE  MD.  Paul  Michael 
DEEP,  MD,  Anthony  Abraham 
DEEP,  MD.Wm  Danl 
DEIGNAN  JR  MD  Jos  Michael 
DEL  PILAR,  MD,  Jaime  V 
DEL  PILAR,  MD  Leticia  C Q 
DEL  SORDO  MD.  Andrew  Anthony 
DELVECCHIO,  MD.  Michael  A 
DELANEY  JR.  MD.  Martin  D 
DELANEY,  MD,  Thomas  J 
DELANEY.  MD.  Wm  Morgan 
DELAWTER,  MD.  Hilbert  H 
DELLINGER.  MD,  James  Lyle 
DELORME,  MD.  Donald  P 
DELP  MD.  W Frednc 
DEMAURIZI,  MD,  Lorenzo  A 
DEMIRAY  MD.  Adel 
DEMPSEY.  MD.  William  Charles 
DENAROJR  MD.  Frank 
DENGEL,  MD.  Gisela  Annamarie 
DENIS,  MD,  Roger 
DENIUS.  MD.  Larry  Richard 
DENT,  MD,  Roy  Wm 
DENTON,  MD,  John  Frednc 
DERDEYN.  MD.  Andre  Philip 
DERRING  JR  MD,  Eldndge  H 
DESJARDINS.  MD.  Richard 
DESOUZA,  MD.  Romaldo  F X 
DESPER,  MD.  Paul  Carlton 
DEUTSCH.  MD,  Alan  Seth 
DEVEREUX,  MD.  James  Peter 
DEVINE  JR,  MD,  Chas  Jos 
DEVINE,  MD,  Patrick  Campbell 
DEVLIN,  MD,  James  Timothy 
DEWALTJR  MD,  Chester  W 
DEXTERS.  MD,  Yvonne  L 
DEYERLE,  MD.  Henry  Price 
DEYERLE,  MD.  William  Minor 
DEYTON,  MD.  Walter  Edward 
Dl  FAZIO,  MD,  Cosmo  Americo 
Dl  SANDRO  JR  MD.  Giovanni 
Dl  SARIO,  MD.  Anlhony  Rynham 
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DIAMANT,  MD.  Hermann 
DIASIO,  MD,  Clara 
DIASIO.  MD,  Joseph  S 
DIASIO,  MD,  Robert  Bart 
DIAZ,  MD,  Fernando  Gregorio 
DICK,  MD.  W Barton 
DICKENS,  MD,  Michael  Douglas 
DICKENS,  MD,  Nandim 
DICKERSON,  MD,  John  Wm 
DICKERSON,  MD,  Shelby  Clark 
DICKERSON,  MD,  Thos  Henry 
DICKINSON,  MD,  Clara  R King 
DICKINSON,  MD,Wm  Andrew 
DICKLER,  MD,  Howard  Byron 
DICKSON,  MD.  Albert  Maxcy 
DICKSON,  MD,  William  Henry 
DIEHL  JR,  MD,  Earl  Henry 
DIETRICK,  MD.  Ronald  Burton 
DIETZ  JR,  MD,  Richard  F 
DIETZE,  MD,  Claus  Jochen 
DILEO,  MD,  Leonard  M 
DILL,  MD,  James  Ellis 
DILLARD  JR,  MD,  Powell  G 
DILLON,  MD,  Ronald  Williams 
DIM,  MD,  Bomen  Hilzi 
DIMMETT,  MD,  James  David 
DINA,  MD,  Thos  Stewart 
DINGLEDINE,  MD,  Wm  S 
DINO,  MD,  Teodonco  Reyes 
DIPAOLA,  MD,  Anthony 
DIXON  II,  MD,  Henry  Bryon 
DIXON,  MD,  Cecil  B 
DIXON,  MD.  Ernest  Malcolm 
DIXON,  MD,  LeonM 
DIZE,  MD,  Ruth  H 
DLUHY,  MD,  John  Michael 
DOBRANSKI,  MD,  Andrew  I 
DOBRZYNSKI,  MD,  Robt  F 
DOBSON,  MD,  John  Lynn 
DODD,  MD,  Richard  Wine 
DODSON  JR  , MD,  Austin  Ingram 
DODSON,  MD.  Wm  Walter 
DOE,  MD,  Frederick  David 
DOEBLIN,  MD.  P Laurence 
DOERMAN,  MD.  Randall  L 
DOGAN,  MD.  M Ezel 
DOGRUL,  MD,  SuleymanS 
DOLAN  JR,  MD.Wm  David 
DOMANN,  MD.  John  Thos 
DOMB,  MD.  Henry  C 
DOMMISSE  JR  , MD,  John 
DONALDSON,  MD,  Brian  Robert 
DONATO,  MD,  Antonio  Tuason 
DONEGAN,  MD,  Martha  F 
DONELSON  JR  , MD.  Martin 
DONLANJR,  MD,  Charles  J 
DONLAN,  MD,  Charlotte  P 
DONNELLY,  MD,  Thos  Edward 
DONOHUE,  MD,  Joyce  C 
DONOWITZ,  MD,  Leigh  G 
DOOLEY,  MD,  Parker  Clark 
DORON,  MD,  Isaac  G 
DOS  SANTOS  III,  MD,  JoaoG 
DOSHI,  MD,  Ramesh  D 
DOSS,  MD,  Julian  Booth 
DOSS,  MD,  Otis  Wm 
DOUGHERTY,  MD,  Clyde  Hudson 
DOWLING,  MD.  Jean  Marie 
DOWNS,  MD.  Edward  Jay 
DOWNS,  MD,  Peter  Ellsworth 
DOZORETZ,  MD.  Ronald  Irving 
DRAKE,  MD.  John  Edward 
DRATLER  III,  MD,  Siegfried 
DREIFUSS,  MD,  Fritz  Emanuel 
DREW,  MD,  Donald  W 
DREW,  MD,  J Edwin 
DREW,  MD.  Philip  Trafton 
DREWRY,  MD,  David  B 
DRIEBE,  MD,  WT 
DRISKILL  JR  . MD.Wm  Lawson 
DRIVER,  MD,  Sami  Francis 
DRUCKER.  MD,  Jacob  R 
DRUMMOND  JR.  MD.  Chas  Stitt 
DRYSDALE,  MD.  Daniel  B 
DU  BUY,  MD,  Jean  Bernard 
DU  PREY,  MD,  Robt  Edward 
DUCCI,  MD.  Hector  H 
DUCK,  MD,  George  Bryan 
DUCKWALL,  MD,  Francis  Jos 
DUCKWORTH,  MD,  Elizabeth  H 
DUDLEY,  MD.  Frank  Humbert 
DUFF,  MD,  Pamela 
DUFFY,  MD,  Adrian  Dominick 
DUFFY,  MD.  Eileen  Josephine 
DUGGAN,  MD,  PaulM 
DUGGINS.  MD.  Virginia  A 
DULEY,  MD,  Robt  Kingston 
DUMLERJR,  MD.  John  Chas 
DUMVILLE.  MD,  David  Milton 
DUNCAN,  MD.  Victor  Alberto 
DUNDON,  MD.  Bruce  Carroll 
DUNDON,  MD,  Suzanne  E 
DUNFORD,  MD,  Jos  Leonard 
DUNMAN,  MD,  Lester  Edwin 
DUNN  II,  MD,  Churchill  Gibson 
DUNN,  MD.  Harold  Paul 
DUNN,  MD,  JWayland 
DUNN,  MD,  Leo  James 
DUNNE,  MD,  James  Jos 
DUNNINGTON,  MD,  Arthur  Russell 
DUNNINGTON,  MD  Gansevoort  H 
DUNSTAN  JR,  MD.  James  C 
DURBIN  JR,  MD,  Charles  G 
DURCAN,  MD.  Frank  J 
DURHAM.  MD,  Alfred  A 
DURICA,  MD,  David  L 
DURKIN,  MD,  James  Patrick 
DURR  JR,  MD.  Michael  Jos 
DURRANI  JR,  MD,  Waheed 


Out  Of  State 

DURUMAN,  MD.  Nevzat 

Danville 

ESPEJOJR,  MD,  Guillarmo 

Norfolk 

FISHER,  MD.  Richard  Harding 

Roanoke 

Culpeper 

DUTT,  MD.  Cyril  Prabhakar 

Out  Of  State 

ESPINEL,  MD,  Carlos  H. 

Arlington 

FITCH.  MD.  Willard  M 

Richmond 

Culpeper 

DVORAK,  MD,  Josef  C 

Fairfax 

ESPINOLA,  MD.  Mario  Emilio 

Fairfax 

FITCHETT  MD  Claiborne  W 

Norfolk 

Richmond 

DVORAK,  MD,  Vera  Cermm 

Fairfax 

ESPINOSA.  MD,  Emilio  M 

Tri-County 

FITZ-HUGH.  MD.  Glassell  S 

Albemarle 

Mid  Tidewater 

DWYER,  MD,  James  Henry 

Richmond 

ESPINOSA,  MD,  Myrna  Mendiola 

Norfolk 

FITZER,  MD,  Peter  Malcolm 

Norfolk 

Rockbridge 

DWYER,  MD,  Kenneth  Lee 

Augusta 

ESSIG,  MD,  Le  Roy  John 

Fredericksburg 

FITZGERALD,  MD,  John 

Fairfax 

Albemarle 

DYCHES,  MD,  Garland 

James  River 

ESTEP,  MD,  Herschel  Leonard 

Norfolk 

FITZGERALD,  MD  Paul  Francis 

Lynchburg 

Fairfax 

DYE,  MD,  David  G 

Danville 

ESTEVEZ,  MD.  Jose  M 

Danville 

FITZGERALD  MD  Walter  C 

Danville 

Norfolk 

DYER,  MD,  Raymond  B 

Albemarle 

ETHERIDGE  JR  MD,  James  E 

Norfolk 

FITZHUGH.  MD  William  Garth 

Richmond 

Roanoke 

DYER,  MD,  Raymond  Douglas 

Southwest  Va 

EVANS  III.  MD.  Richard 

Fairfax 

FITZPATRICK,  MD  Hamilton  D 

Southwest  Va 

Patrick-Henry 

DYER,  MD,  RobtK 

Out  Of  State 

EVANS  JR,  MD,  Eugene  M 

Danville 

FIVEASH  JR  , MD.  Jos  Gardner 

Norfolk 

Roanoke 

DYSON,  MD,  Maynard  C 

Richmond 

EVANS,  MD,  Cecil  F 

Newport  News 

FJORDBOTTEN,  MD.  Alf  Lee 

Arlington 

Virginia  Beach 

DZIATKIEWICZ,  MD,  Jowita 

Norfolk 

EVANS,  MD,  Eleanor  Freed 

Richmond 

FLAHERTY.  MD  Michael  J 

Southside  Va 

Fairtax 

EVANS,  MD.  Frederick  Carlyle 

Halifax 

FLEENOR,  MD,  Lawrence  J 

Wise 

Virginia  Beach 

EVANS,  MD.  James  Dewitt 

Rockingham 

FLEET  JR,  MD,  Cliffords 

Richmond 

Fairfax 

E 

EVANS,  MD,  James  Gregory 

Virginia  Beach 

FLEIGEL,  MD.  Jeffrey  Dee 

Out  Of  Stafe 

Richmond 
Out  Of  State 
Arlington 

EAGLE,  MD,  John  Russell 
EAGLES.  MD,  Donald  Taylor 
EAGLES,  MD.Wm  Me  Coy 
EARLEY  JR,  MD,  Chas  Marion 
EARLY  JR,  MD.  Jos  H 
EARNHARDT  JR,  MD,  Herman  L 
EASLEY  JR,  MD,  Chas  Allen 
EASON,  MD,  RobtR 
EASTERLING,  MD.  John  G 
EASTERLY  III,  MD,  Harry  Watkey 

Rockingham 
Virginia  Beach 
Richmond 
Virginia  Beach 
Southwest  Va 
Fredericksburg 
Danville 
Rockbridge 
Southside  Va 
Richmond 

EVANS,  MD,  Martin  Terry 
EVANS,  MD,  Sandidge 
EVANS,  MD,  Wm  Nelson 

Richmond 
Newport  News 
Tazewell 

FLEMING.  MD  Martin  Patrick 
FLETCHER  III.  MD.  Alan 
FLETCHER  JR.  MD,  Donald  F 

Northern  Va 

Hampton 

Accomack 

Fairfax 

Tri-County 

Roanoke 

Lynchburg 

Roanoke 

EVERETT  JR,  MD.Wm  Clinton 
EVERETT,  MD,  John  Clayton 
EVERS.  MD,  Jos  Chas 
EVETT,  MD,  Russell  Dougherty 
EWART  MD.  GeoE 

Tn-County 
Virginia  Beach 
Fairtax 
Norfolk 
Richmond 

FLETCHER  MD,  John  Stevenson 
FLETCHER.  MD.  Wm  Paul 
FLEURYJR,  MD,  Geo  J 
FLISJR  MD,  Jos  F 
FLOYD,  MD.  Harold  Leopold 

Williamsburg 

Rockingham 

Fairtax 

Alexandria 

Richmond 

Fairtax 

Williamsburg 

Fairtax 

EWELL,  MD,  Murlm  Knox 
EWING,  MD.  Nathaniel  C 

Albemarle 

Lee 

FLUHARTY,  MD.  David  Garrison 
FLYNN,  MD,  Thos  Francis 
FOELSCHE,  MD,  Ruth 

Newport  News 
Norfolk 

Richmond 

EASTHAM  III,  MD,  R Jack 

Albemarle 

FOER,  MD.  Warren  H 

Tazewell 

EASTHAM  JR  , MD.  Edwin  M 

Northern  Va 

F 

FOGEL.  MD.Wm  Martin 

Fairtax 

EASTON,  MD,  Richard  E 

Virginia  Beach 

Northampton 

EBERDT,  MD.  Arthur  Jackson 

Williamsburg 

FABIE,  MD,  Anastacia  E 

Southside  Va 

FOGLE,  MD,  Jerry  A 

Halifax 

EBERHART,  MD.  Jack  Henry 

Patrick-Henry 

FAGAN,  MD,  Esther  E Groves 

Out  Of  State 

FOGLE,  MD,  Kelly  Ashworth 

Fairfax 

ECHOLS  JR,  MD,  Porter  Burks 

Lynchburg 

FAIRLY  JR,  MD.  John  L 

Richmond 

FOHL,  MD,  Richard  Bell 

Richmond 

ECHOLS,  MD,  Chas  Little 

Out  Of  State 

FAIZE,  MD,  Hossem 

Lee 

FORBES  III,  MD,  JohnWm 

Norlolk 

ECHOLS,  MD,  Porter  Burks 

Lynchburg 

FALGUI,  MD,  Vicente  T 

Danville 

FORBES,  MD.  Sarah  Elizabeth 

Newport  News 

Alexandria 

ECHOLS,  MD,  Wm  Beecher 

Rockbridge 

FALK  JR,  MD,  Leo  J 

Out  Of  State 

FORD  III,  MD,  Kiah  Thornton 

Lynchburg 

Fairtax 

ECONOMON,  MD.  Straty  Harry 

Fairfax 

FALKINBURG,  MD.  Newell  R 

Roanoke 

FORD,  MD,  George  W 

Roanoke 

Alexandria 

EDDINE,  MD.  F.S 

Northern  Va 

FALLON,  MD,  Harold  Jos 

Richmond 

FORD,  MD,  Michael  B 

Wise 

Virginia  Beach 

EDDINS,  MD.Wm  Geo 

Roanoke 

FALLS  JR,  MD,  William  Franklin 

Richmond 

FORD.  MD,  Raymond  Foust 

Albemarle 

Richmond 

EDEN  JR  , MD.  James  Arthur 

Southwesf  Va 

FALLS,  MD,  Richard  Alfred 

Fairtax 

FOREHAND,  MD,  John  Randolph 

Tazewell 

Richmond 

EDGERTON  JR  MD.  Milton  T 

Albemarle 

FALO,  MD,  Pablo  Antonio 

Fairfax 

FOREMAN,  MD.Wm  Sidney 

Lynchburg 

Arlington 

EDILLON,  MD,  Guido  Artes 

Roanoke 

FANT,  MD,  Palmer  Willis 

Southwest  Va 

FORNARIS,  MD,  Ernest  A 

Richmond 

Out  Of  State 

EDINGER,  MD,  Gregory  John 

Portsmouth 

FANTL,  MD,  Juan  Andres  E 

Richmond 

FORREST,  MD.  David  C 

Richmond 

Out  Of  State 

EDIS,  MD,  Theodore  E 

Out  Of  State 

FARANO  III,  MD.  Louis 

Virginia  Beach 

FORRESTER,  MD.  Wm  Manning  T 

Richmond 

Fairtax 

EDMONDS,  MD,  John  Thos 

Accomack 

FARBER,  MD,  Herman  Wm 

Southside  Va 

FOSTER  JR.  MD.  Merritt  W 

Richmond 

Fairtax 

EDMONDS,  MD.  Robt  Wm 

Roanoke 

FARIS,  MD,  Marion  Dees  Miller 

Fairtax 

FOSTER,  MD,  Glen  G 

Wise 

Hampton 

EDMONDSON  JR  MD,  Wm  P 

Norfolk 

FARLEY  JR  , MD,  Emerson  Dale 

Richmond 

FOSTER.  MD  James  Edward 

Lynchburg 

Arlington 

EDMUNDS  JR,  MD,  Meade  C 

Alleghany 

FARNSWORTH.  MD.  David  1 

Richmond 

FOSTER.  MD.  James  Stephenson 

Augusta 

Fairfax 

EDMUNDS  SR,  MD,  Beni  P 

Lynchburg 

FARRAR.  MD,  Howard  Ashby 

Hampton 

FOSTER,  MD.  Malcolm  D 

Albemarle 

Roanoke 

EDMUNDS,  MD,  Elizabeth  Holt 

Lynchburg 

FARRELL  JR  MD,  Walter  John 

Fairfax 

FOSTER.  MD.  Wm  Leicester 

Roanoke 

Portsmouth 

EDMUNDS.  MD,  Frederick  T 

Virginia  Beach 

FARRELL,  MD,  John  David 

Fairtax 

FOWLER  JR,  MD,  Jackson  E 

Albemarle 

Hampton 

EDMUNDS,  MD,  Julia  Emmett 

Alleghany 

FARROW,  MD,  C Reston 

Out  Of  State 

FOWLER.  MD.  Donald  Richard 

Fairtax 

Roanoke 

EDMUNDS,  MD,  Keith  Castleton 

Roanoke 

FAUDREE,  MD.  Leslie  Allen 

Patrick-Henry 

FOWLER.  MD.  Franklin  T 

Richmond 

Lynchburg 

EDSON,  MD,  Ralph  Howard 

Augusta 

FAULCONER,  MD,  Jack  Sterling 

Lynchburg 

FOX,  MD,  Clifford  H 

Albemarle 

Danville 

EDWARDS  III,  MD,  Richard  Thos 

Roanoke 

FAULCONER,  MD,  Robt  Jamieson 

Norfolk 

FOX,  MD,  Frederick  Louvane 

Rockingham 

Chesapeake 

EDWARDS  JR  , MD,  James  Travers 

Newport  News 

FAULKNER,  MD,  Donald  T 

Norfolk 

FOX,  MD,  Kenneth  Richard 

Fairtax 

Fairtax 

EDWARDS,  MD,  Alan  W 

Tri-County 

FAUNCE,  DO,  Howard  F 

Richmond 

FOX.  MD,  Kurt  Johannes 

Culpeper 

Roanoke 

EDWARDS,  MD,  Norman  Ross 

Hampton 

FAUSTINO,  MD.  BemgnoD 

Southwest  Va 

FOX,  MD,  Nelson  Moffett 

Patrick-Henry 

Out  Of  State 

EDWARDS.  MD,  Oscar  Edmunds 

Norfolk 

FAVAREAU,  MD,  James  E 

Northern  Va 

FOX,  MD,  Parham  R 

Lynchburg 

Albemarle 

EDWARDS,  MD,  Robt  Gary 

Tri-County 

FAY,  MD,  Joseph  Wayne 

Norfolk 

FRABLE.  MD.  Mary  Ann  Smith 

Richmond 

Accomack 

EGGLESTON,  MD.  Robert  B 

Rockingham 

FEAR,  MD.  Douglass  Durston 

Roanoke 

FRABLE.  MD  Wm  Jackson 

Richmond 

Tri-County 

EGLESTON,  MD,  Du  Bose 

Augusta 

FEARS,  MD.  Belle  De  Cormis 

Accomack 

FRALIN,  MD.  Gordon  Wayne 

Roanoke 

Richmond 

EGLEVSKY  JR,  MD,  Andre 

Culpeper 

FECANIN,  MD,  Peter  Jay 

Fairtax 

FRAMM,  MD,  Danl  Herschel 

Fairtax 

Southside  Va 

EHRENWORTH,  MD,  Adolphe  M 

Southside  Va 

FECHNER,  MD,  Robert  Eugene 

Albemarle 

FRANCIS  JR,  MD  Cleveland 

Alexandria 

Roanoke 

EINSTEIN,  MD,  Norman  Z 

Fairfax 

FEDDEMAN,  MD,  Frederick  A 

Rockbridge 

FRANCIS.  MD  Jamison  K 

Prince  William 

Northampton 

EISENBERG,  MD,  Stuart  J 

Richmond 

FEELYJR,  MD,  Robt  Everett 

Newport  News 

FRANCIS,  MD.  John  A 

Accomack 

Southside  Va 

EL-MAHDI,  MD.  Anas  Morsi 

Norfolk 

FEHRENBAKER,  MD.  Lawrence 

Danville 

FRANCO  JR,  MD,  Andres  P 

Richmond 

Virginia  Beach 

ELAHI-BASHIR,  MD.  Abbas 

Fairfax 

FEILD,  MD,  Bolling  Jones 

Southside  Va 

FRANCO.  MD,  Paulo  E 

Fairtax 

Norfolk 

ELDER,  MD.  Thos  David 

Norfolk 

FEINMAN,  MD,  Maxwell  Carlton 

Lynchburg 

FRANK,  MD,  Robt  J 

Newport  News 

Virginia  Beach 

ELIAS,  MD.  Wm  Sliman 

Roanoke 

FEKETE.  MD,  Andrew  Maurice 

Norfolk 

FRANK,  MD.  William  E 

Lynchburg 

Portsmouth 

ELKINS.  MD,  Robert  Nathan 

Fairfax 

FELDMAN,  MD.  Daniel  M 

Out  Of  State 

FRANKEL,  MD.  Charles  J 

Albemarle 

Richmond 

ELLEN,  MD.  Joseph  Harry 

Richmond 

FELDMAN,  MD,  Frances  R 

Norfolk 

FRANKLIN  JR,  MD,  William  A 

Hampton 

Out  Of  State 

ELLER,  MD.  Jos  Johnson 

Southwest  Va 

FELDMAN.  MD,  Paul  R 

Arlington 

FRANKLIN,  MD.  John 

Norfolk 

Albemarle 

ELLETTJR,  MD,  Rufus  P 

Roanoke 

FELTON,  MD.  Harold  Wm 

Mid-Tidewater 

FRANKLIN,  MD.  William  George 

Arlington 

Norfolk 

ELLIOTT,  MD.  Billie  L Wright 

Richmond 

FEMINELLA  JR  , MD,  John  Geo 

Southside  Va 

FRANTZ,  MD,  John  F 

Newport  News 

Fairtax 

ELLIOTT,  MD,  Constantine 

Augusta 

FENDERSON,  MD,  Allen  Rex 

Virginia  Beach 

FRASER  JR,  MD,  Douglas  J 

Fairtax 

Lynchburg 

ELLIOTT,  MD,  James  Wm 

Southwest  Va 

FENSTERER  JR,  MD,  Philip  H 

Halifax 

FRATKIN,  MD.  Melvin  Joel 

Richmond 

Southside  Va 

ELLIOTT,  MD,  John  J 

Arlington 

FEORE,  MD,  John  Colman 

Richmond 

FRATRICK,  MD.  Albert  Andrew 

Lynchburg 

Arlington 

ELLIOTT,  MD,  Walter  C 

Southwest  Va 

FERGUSON,  MD,  Chas  Lee 

Norfolk 

FRAZER,  MD.  William  Penn 

Loudoun 

Lynchburg 

ELLIS,  MD,  Herman  Martin 

Out  Of  State 

FERGUSON,  MD.  Wayne  William 

Virginia  Beach 

FRAZIER,  MD,  Arthur  Benj 

Roanoke 

Roanoke 

ELLIS,  MD.Wm  Jos 

Alleghany 

FERGUSON,  MD,  William 

Portsmouth 

FRAZIER,  MD.  John  Richard 

Roanoke 

Norfolk 

ELLIS,  MD.Wm  Wallace 

Northern  Va 

FERIOZI,  MD,  Dan  John 

Arlington 

FRAZIER,  MD.  Maurice  W 

Hampton 

Richmond 

ELLISON  SR,  MD.  Richard  Carl 

Fredericksburg 

FERLAZZO,  MD.  Steve  Lawrence 

Prince  William 

FREDA,  MD,  Franklin  D 

Hampton 

Southwest  Va 

ELMORE,  MD,  Stanley  M 

Richmond 

FERNANDEZ.  MD,  Frank  L 

Williamsburg 

FREDA,  MD,  Franklin  Lawrence 

Hampton 

Hampton 

ELSASSER  JR  , MD,  Geo  F 

Norfolk 

FERRAR,  MD.Wm  Lewis 

Richmond 

FREDERICK,  MD.  Louis  Arnold 

Richmond 

Northern  Neck 

ELSBERG  III,  MD.  Paul 

Alexandria 

FERRELL  JR,  MD.  Haskins 

Alexandria 

FREED  JR,  MD.  Chas  Conrad 

Danville 

Fairfax 

ELSWICK,  MD.  Ronald  Kenneth 

Southwest  Va 

FERRIS,  MD,  Gilbert  Nelson 

Richmond 

FREED,  MD,  Thos  Alexander 

Out  01  State 

Richmond 

EMILIANI,  MD,  NA 

Southside  Va 

FERRIS,  MD,  Robt  Allen 

Fairfax 

FREEDMAN,  MD.  Irwin  Stanley 

Fairfax 

Roanoke 

ENDE.  MD,  Milton  Facp 

Southside  Va 

FERRY  JR  , MD,  Darwin  John 

Roanoke 

FREEMAN,  MD.  Eric  J 

Portsmouth 

Roanoke 

ENG,  MD.  Benjamin  Peter 

Norfolk 

FERRY,  MD,  Allen  M 

Arlington 

FREEMAN,  MD,  John  R 

Richmond 

Roanoke 

ENGEL,  MD,  John  Jos 

Patrick-Henry 

FIDLER,  MD,  Robt  Young 

Richmond 

FREIER,  MD.  Andrew  Ammud 

Fairfax 

Richmond 

ENGH,  MD,  Charles  A 

Alexandria 

FIEDLER,  MD.  Adam  J 

Richmond 

FRENCH,  MD,  John  D 

Patrick-Henry 

Fairtax 

ENGH,  MD,  0 Anderson 

Arlington 

FIELD,  MD,  Burton  Eugene 

James  River 

FRENKEL,  MD.  David  Scott 

Arlington 

Fairfax 

ENOS  JR,  MD.Wm  Francis 

Fairfax 

FIELDS,  MD,  Richard  Lee 

Fairtax 

FREUND,  MD,  Bernard  Wm 

Norfolk 

Fairfax 

ENSLIN,  MD,  Jessie  Marsh 

Lynchburg 

FIEO,  MD.  Richard  L 

Northern  Va 

FREUND  MD,  Jack 

Richmond 

Fairfax 

EPPARD,  MD.  Leonard  Calvert 

Fairfax 

FIERRO,  MD.  Anthony 

Richmond 

FREY,  MD.  Allen  Arthur 

Richmond 

Richmfind 

EPPERSON  JR,  MD,  Thomas  1 

James  River 

FIERRO,  MD,  Marcella  F 

Richmond 

FREY,  MD,  Thomas 

Fairfax 

Rockingham 

EPPES  III,  MD,  Edward  M 

Richmond 

FIERRO,  MD.  Robert  J 

Richmond 

FRIEDEL,  RMD.ObertO 

Richmond 

Richmond 

EPPESJR,  MD,  Thomas  W 

Lynchburg 

FIFER,  MD.  Carson  Lee 

Alexandria 

FRIEDEN,  MD.  Harry  M 

Norfolk 

Out  Of  Stafe 

EPSTEIN,  MD,  Robt  M 

Albemarle 

FILIPESCU,  MD.  Nicolae 

Fairfax 

FRIEDENBERG,  MD.  Milton  David 

Richmond 

Virginia  Beach 

ERAGAN,  MD,  Mehmet  Arif 

Alexandria 

FINCH,  MD,  Albert  B 

Norfolk 

FRIEDER,  MD,  Barry  Wayne 

Virginia  Beach 

Norfolk 

ERASMO.  MD.  Ramon  Rondobio 

Danville 

FINCH,  MD,  Robt  Delmar 

Patrick-Henry 

FRIEDMAN,  MD.  Asher  Arthur 

Norfolk 

Richmond 

ERBA,  MD.  S Michael 

Lynchburg 

FINEMAN,  MD.  Bill  L 

Prince  William 

FRIEDMAN,  MD.  Carl  Jeffrey 

Albemarle 

Southwest  Va 

ERDIMJR,  MD,  Feyyaz 

Roanoke 

FINESTONE,  MD.  Alvin  Wm 

Alleghany 

FRIEDMAN,  MD.  Michael  Herbert 

Alexandria 

Loudoun 

ERDMAN,  MD,  Robert  L 

Northampton 

FINK  MD.  HWm 

Norfolk 

FRIERSON  JR,  MD.  John  Hugh 

Halifax 

Richmond 

ERICKSEN.  MD,  Thomas  W 

Alexandria 

FINK,  MD,  Ludwig 

Fairfax 

FRISCHKORN  JR  . MD,  Hunter  B 

Richmond 

Charlotte 

ERIM,  MD  Zeki 

Alexandria 

FINN,  MD,  Betty  H 

Albemarle 

FRUITERMAN.  MD.  Jan  Paul 

Fairtax 

Richmond 

ERON,  MD,  Lawrence  J 

Fairfax 

FINN.  MD.  Rolfe  Baxter 

Southwest  Va 

FRY.  MD,  Robt  Waverly 

Tri-County 

Out  Of  State 

ERRICO,  MD,  James  Melton 

Out  Of  State 

FINNE,  MD.  Chas  0 

Southwest  Va 

FRYER,  MD.  Lois  L Fox 

Portsmouth 

Virginia  Beach 

ERWIN,  MD,  Wm  Swadley 

Roanoke 

FINNERTY.  MD,  Paul  Edward 

Arlington 

FU  III,  MD,  Whei-Rung 

Alexandria 

Richmond 

ERYILMAZ  JR  MD,  Nurettm 

Tazewell 

FISCHER,  MD.  Danl  Edward 

Virginia  Beach 

FUCHS  111,  MD,  Kaspar 

Out  Of  State 

Lynchburg 

ESCALANTE,  MD,  Guido  Roger 

Norfolk 

FISCHER.  MD,  Geo  L 

Alleghany 

FUCHS,  MD,  Glenn  H 

Arlington 

Albemarle 

ESCARIO,  MD,  Margarito  T 

Danville 

FISCHER,  MD.  Ronald  A 

Augusta 

FULCHER,  MD,  Thos  Montague 

Fairfax 

Northern  Va 

ESCOBAR.  MD,  Prospero  Soto 

Newport  News 

FISCHER.  MD,  Stephen  A 

Northern  Va 

FULLER  JR,  MD,  William  Allen 

Halifax 

Roanoke 

ESHLEMAN  MD.  Merle  W 

Rockingham 

FISHBURNE,  MD.  Cary  N D 

Northern  Neck 

FULLER,  MD,  Chas  Irving 

Wise 

Portsmouth 

ESKEW,  MD,  James  Ronald 

Alexandria 

FISHER,  MD,  Dorothy  Gwendoline 

Richmond 

FULLER,  MD.  Philip  B 

Fredericksburg 

Arlington 

ESKRIDGE,  MD,  Walter  A 

Accomack 

FISHER  MD,  Gerald  John 

Arlington 

FULLER  MD,  Samuel  P 

Lynchburg 

Fairtax 

ESLAMI,  MD,  Frank  F 

Fairfax 

FISHER,  MD,  Lyman  Me  Arthur 

Richmond 

FULLER,  MD,W  Allen 

Halifax 

Southside  Va 

ESMAILI.  MD,  Hossam 

Tri-County 

FISHER,  MD,  Paul  Lloyd 

Mid-Tidewater 

FULTON,  MD,  Charles  A 

Wise 

636 
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FUNK.  MD.  Richard  Ludwig 
FUNKHOUSER,  MD.  Diane 
FUNKHOUSER.  MD,  James  B 
FURR.  MD,  JohnH 
FUSCO,  MD,  Frank  Danl 
FUTRALJR,  MD.  Allen  Ashley 


G 

GABEL,  MD.  Harold  D 
GABLE,  DO,  James  Ticknor 
GABRIEL.  MD.  Daniel  E 
GADDY,  MD.  Clifford  Garland 
GAERTNER  JR  , MD,  Richard  L 
GAETHE,  MD.  Gordon  Marc 
GAHAGAN,  MD.  Robl  Barrett 
GAHRES,  MD.  Edward  E 
GAIL,  MD  Wayne  Stephen 
GAILLIOT,  MD,  Robert  Vernon 
GAINES.  MD.  Marc  Irving 
GAJAWEERA,  MD,  Percy  N 
GAL,  MD,  ThosJos 
GALDOS,  MD.  Manuel 
GALE,  MD.  James  Cofer 
GALESKI  III.  MD.  Joseph 
GALKIN,  MD.  Lloyd 
GALLAGHER  JR,  MD,  Marlin  E 
GALLAGHER,  MD,  Edward  James 
GALLINEK,  MD.  Wilfred  Ernest 
GALLINI,  MD.  Marc  Robert 
GALLO,  MD,  David  Alexander 
GALSTON,  MD,  Herbert  Harold 
GAMBLE.  MD.  James  H 
GAMSEY,  MD.  Alan  Jay 
GANDEE,  MD.  R Wayne 
GANDERSON,  MD.  Alan  P 
GANGLOFF,  MD,  Michael  Anthony 
GANN,  MD,  Rachel  Weems 
GARCIA,  MD.  Alberto  J 
GARCIA,  MD,  Conrado  B 
GARCIA,  MD.  Leoncio  Antonio 
GARCIA,  MD,  Ramon 
GARCIA,  MD.  Raul  R 
GARCIA,  MD.  Robt  Courtney 
GARDNER.  MD,  Allen  Stiles 
GARDNER,  MD.  James  L 
GARDNER,  MD.  John  E 
GARDNER.  MD.  Jos  Erskm 
GARDNER,  MD.  Richard  Ernest 
GARDNER,  MD,  Robt  D 
GARDNER.  MD,  Shockley  D 
GARGUS,  MD.  John  Newton 
GARNER,  MD.  DavidS 
GARNER,  MD,  Fredric  Bruce 
GARNER,  MD.  Wallace  K 
GARNETT  JR,  MD.  Richard  W 
GARNETT,  MD.  Alfred  Randolph 
GARRATT,  MD,  Bruce  Thos 
GARRETT  JR,  MD  Roland  G 
GARRETT,  MD,  James  Ellis 
GARRISON  III,  MD,  Jos  Shermer 
GARRISON,  MD.  Jack  Stiles 
GARVEZ,  MD  Magdalena  D 
GARZON,  MD.  Fernando  Luis 
GASHI,  MD.  Faton 
GATES  JR,  MD  Herberts 
GATES,  MD,  Thomas  Jarman 
GATZEK,  MD,  Werner  John 
GAUGHAN.  MD,  Robert  T 
GAUNT.  MD,  Hunter  Marshall 
GAVRILOVICH,  MD.  Lillian 
GAYDOS,  MD,  Lawrence  Alfred 
GAYLE  JR,  MD.  Wm  Earle 
GAYLE,  MD.  John  F 
GAYLE,  MD.  Robert  Gordon 
GAYLE,  MD.  Sigsby  Warren 
GAYLORD,  MD.  ChasF 
GAZALA,  MD,  Jos  Richard 
GAZALE,  MD.  Wm  J 
GEAR,  MD,  Arthur  Sewell 
GEARING  JR,  MD,  Frank  W 
GEBARA,  MD,  David  Jos 
GEBHARDT,  MD,  Robt  W 
GEIB,  MD.  Philip  Oldham 
GEIB,  MD,  Wayne  A 
GELMAN,  MD.  Howard  K 
GELRUD,  MD.  Louis  Gerald 
GENTILE,  MD.  Francis  G 
GEOLY,  MD,  Kenneth  Lucian 
GEORGE,  MD.  Edward  Richard 
GERGEN,  MD.  Werner  Anthony 
GERSZTEN,  MD.  Enrique 
GHAEMI  III,  MD.Kamal 
GHAHREMANI,  MD.  Gary 
GHAPHERY,  MD.  James  Louis 
GHRAMM,  MD,  John  William 
GIAMMITTORIO,  MD,  David  C 
GIANGOLA  JR  , MD.  John 
GIANNUZZI,  MD.  Vito  A 
GIANOULIS.  MD,  James  T 
GIBAS  III,  MD.  Dmos 
GIBB  JR,  MD.  Ernest  C 
GIBBS,  MD,  Lucy  Hodnette 
GIBBS,  MD.  WmF 
GIBBS,  MD,  Wm  Phillip 
GIBSON  IV  , MD.  Noah  Francis 
GIBSON,  MD  James  W 
GIBSON,  MD,  John  Eugene 
GIBSON,  MD.  Robert  John 
GIBSON,  MD.  Thomas  Jesse 
GIBSON,  MD.  William  Russell 
GIESEN,  MD.  John  W 
GILBERT,  MD,  Charles  Louis 
GILBERT,  MD,  David  Alan 
GILDERSLEEVE,  MD,  Gerald  Alan 
GILES,  MD.  Richard  D 
GILKEY,  MD.  John  M 
GILL,  MD,  Fleming  W 
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Out  Of  State 

GILL,  MD,  James  T 

Richmond 

GRABERJR,  MD.  Stanley 

Virginia  Beach 

GURNEY.  MD,  Robert  Waring 

Fairfax 

Alexandria 

GILL.  MD,  John  A 

Richmond 

GRADY,  MD,  Ann  Elizabeth 

Richmond 

GURNEY.  MD.  Ronald  Edward 

Arlington 

Richmond 

GILLANDERS,  MD,  Robt  James 

Fairfax 

GRADY,  MD,  Roger  Clifton 

Roanoke 

GUSS,  MD.  JohnH 

Augusta 

Norfolk 

GILLENWATER.  MD.  Jay  Young 

Albemarle 

GRAHAM  JR,  MD,  John  Calhoun 

Out  Of  State 

GUTER,  MD,  Marvin 

Danville 

Fairfax 

GILLESPIE  JR,  MD,  Barnes 

Newport  News 

GRAHAM  JR,  MD,  Ota  Treville 

Richmond 

GUTHRIE.  MD,  Norman  David 

Alexandria 

Northern  Va 

GILLESPIE,  MD,  Albert  R 

Augusta 

GRAHAM  JR,  MD.  Sami  Alan 

Southside  Va 

GUTHROW  JR.  MD.  Clyde  Earl 

Lynchburg 

GILLESPIE,  MD.  Frederick  D 

Out  Of  State 

GRAHAM,  MD,  A Stephens 

Richmond 

GUTIERREZ  MD.  Fe  M 

Fairfax 

GILLESPIE,  MD,  Hal  Gravley 

Southwest  Va 

GRAHAM,  MD.  Cecil  Cleveland 

Augusta 

GUTIERREZ,  MD,  Jose  Antonio 

Fairfax 

GILLESPIE,  MD,  Harold  E 

Richmond 

GRAHAM,  MD,  Chas  Me  Donald 

Southwest  Va 

GUYNN,  MD.  Cyrus  Harding 

Fairfax 

Out  Of  State 

Loudoun 

Out  Of  State 

Danville 

Fairfax 

Albemarle 

Norfolk 

Alexandria 

GILLESPIE,  MD,  James  E 

Augusta 

GRAHAM,  MD.  Louis  Bmford 

Lynchburg 

GWALTNEY,  MD.  Jack  Merrit 

Albemarle 

GILLESPIE,  MD,  Lester  Langdon 

Richmond 

GRAHAM,  MD.  Maurice  E 

Williamsburg 

GWATHMEY,  MD.  Frank  W 

Norfolk 

GILLETT  JR,  MD.  Richard  C 

Southwest  Va 

GRAHAM,  MD.  Sam  D 

Augusta 

GWATHMEY.  MD,  Owen 

Richmond 

GILLIAM,  MD.  Darrell  Kay 

Richmond 

GRAHAM,  MD,  Walter  Hopkins 

Newport  News 

GWINN,  MD,  James  Alexis 

Out  Of  State 

GILLIAM,  MD,  Robt  L 
GILLIGANJR.  MD,  John  Henry 
GILLILAND,  MD,  Charles  D 
GILLINSON,  MD,  Roy  Stuart 
GILMER  III,  MD,  Graham 

Northern  Neck 

Alexandria 

Roanoke 

Alexandria 

Lynchburg 

GRAND,  MD.  Bernard 
GRANGER,  MD,  Stephen  1 
GRANTHAM,  MD.  Alan  W 
GRANTHAM,  MD,  Don  Earl 

GRASINGER,  MD,  John  E 

Alexandria 
Fairfax 
Southwest  Va 
Newport  News 
Williamsburg 

H 

HAAS,  MD,  Theron  Henry 

Southwest  Va 

Albemarle 

GILMER  MD,  Giles  Q 

Southwest  Va 

GRAU.  MD.  J Grayson 

Newport  News 

HABEEB,  MD,  Edward  David 

Virginia  Beach 

Southwest  Va 

GILMONTERO.  MD,  Guillermo  H 

Prince  William 

GRAVATT,  MD,  Arthur  B 

HABEL  JR  . MD.  James  M 

Tri-County 

Virginia  Beach 

GILMORE.  MD  Bruce  Leslie 

Alexandria 

GRAVES  V,  MD.  Asa  Wesley 

Rockingham 

HACKLER,  MD.  Robt  Hardin 

Richmond 

Norfolk 

GINDHART,  MD,  JohnH 

Northern  Va 

GRAVES.  MD,  Chas  Coakley 

Norfolk 

HACKMAN  MD,  Helen  M 

Arlington 

Albemarle 

GINTHER.  MD  Jeffrey  Paul 

Southwest  Va 

GRAY.  MD,  Edwin  H 

HADDAD,  MD,  Joseph  Benny 

Richmond 

Hampton 

GIORDANO,  MD.  Anthony  M 

Richmond 

GRAY,  MD.F  Bradley 

Fredericksburg 

HADDOCK,  MD.  Edward  Ellis 

Richmond 

Roanoke 

GISOLFI,  MD,  Roger  Vincent 

Fairfax 

GRAY,  MD,  Frederic  Wood 

Hampton 

HAGAN,  MD,  Christine  D 

Richmond 

Richmond 

GIVEN  JR,  MD,  Frederick  True 

Norfolk 

GRAY,  MD.  Mary  Elisabeth  Case 

Out  Of  State 

HAGAN,  MD,  Ralph  Ernest 

Richmond 

Fairfax 

GIVENS  JR  MD,  Paul  Brown 

Newport  News 

GRAY,  MD,  Nelson  Turner 

Virginia  Beach 

HAGER  JR,  MD,  Harry  Griffin 

Williamsburg 

Out  Of  State 

GIVENS.  MD,  Julian  Lee 

Southwest  Va 

GRAY,  MD.  Patrick  Bruce  M 

Northern  Va 

HAGER,  MD.  Ewald  Joseph 

Alexandria 

Fairfax 

GLADSTONE,  MD.  Jos  E 

Northampton 

GRAY,  MD.  William  G 

Roanoke 

HAGOODJR,  MD.  Wm  J 

Halifax 

Arlington 

GLASCO,  MD.  Thos  Robt 

Out  Of  State 

GRAYBEAL,  MD,  Henry  Charlton 

Southwest  Va 

HAGOOD,  MD.  Warren  Cleaton 

Halifax 

Alexandria 

GLASGOW,  MD,  Jean  M Martin 

Roanoke 

GRAYSON  JR  MD,  Richard  Jos 

Roanoke 

HAGUE,  MD.  Frank  Jos 

Roanoke 

Norfolk 

GLASS,  MD.  Ted  Alan 

Albemarle 

GRAYSON,  MD.  Donald  M 

Patrick  Henry 

HAGY,  MD.  John  Albert 

Roanoke 

Richmond 

GLAZIER,  MD.  Richard  Lee 

Richmond 

GRAYSON.  MD,  George  1 

Virginia  Beach 

HAHN,  MD.  Gunter  Ernst 

Prince  William 

Amherst-Nelson 

GLEASON,  MD.Chas  Henry 

Albemarle 

GRAYSON,  MD,  Wayne  Edward 

Roanoke 

HAINES,  MD,  David  Morrill 

Southside  Va 

Norfolk 

GLEASON,  MD,  Margaret  Daley 

Richmond 

GRECO,  MD,  Philip  Scot 

Alexandria 

HAIR,  MD,  Joyce  P 

Fairfax 

Roanoke 

GLENDY,  MD.  R Earle 

Roanoke 

GREEN  JR  MD,  Robt  Castleman 

Northern  Va 

HAKALA,  MD.  Edwin  W 

Richmond 

Virginia  Beach 

GLENN,  MD,  Robt  Lee 

Lynchburg 

GREEN,  MD.  Elaine  R 

Fairfax 

HAKALA,  MD.  Michael  W 

Richmond 

Out  Of  State 

GLICKJR,  MD.  JohnT 

Rockingham 

GREEN,  MD,  Ira  Joel 

Alexandria 

HAKIM,  MD,  Arcadius  Hanna 

Alexandria 

Albemarle 

GLICK,  MD,  Jos  Livingstone 

Rockingham 

GREEN,  MD,  Stephen  Lloyd 

Hampton 

HALAPIN,  MD.  Philip  Thomas 

Albemarle 

Fairfax 

GLICKMAN  MD,  Marc  Harris 

Norfolk 

GREENBERG.  MD,  David  Jeremiah 

Richmond 

HALEY,  MD,  Harold  Bernard 

Out  Of  State 

Out  Of  State 

GLONTZ,  MD,  Gary  Edwin 

Roanoke 

GREENBERG,  MD,  Milton 

Danville 

HALL  III,  MD.  James  H 

Norfolk 

Williamsburg 

GLOVER  JR.  MD.  Wm  Lloyd 

Fairfax 

GREENBLUM,  MD,  Lucie  S 

Arlington 

HALL  III,  MD,  Snowden  C 

Richmond 

Fairfax 

GLOVER,  MD,  Clarence  Kinsey 

Fredericksburg 

GREENE,  MD,  Arthur  D 

Hampton 

HALL  JR,  MD,  Glenn  Claire 

Southwest  Va 

Fairfax 

GLOVER,  MD,  Roger  Arthur 

Southwest  Va 

GREENFIELD.  MD,  Lazar  John 

Richmond 

HALL,  MD,  Allan 

Fairfax 

Fairfax 

GLOVER,  MD.WmP 

Virginia  Beach 

GREENSPAN  MD  Mark 

Norfolk 

HALL,  MD,  Aubrey  Carlyle 

Alleghany 

Fairfax 

GLUCK,  MD,  Gabriel 

Prince  William 

GREENSPAN,  MD,  Robert  Edward 

Alexandria 

HALL  MD,  Cloyes  Thompson 

Hampton 

Southwest  Va 

GLUCKMAN,  MD.  Jeffrey  B 

Newport  News 

GREENSTEIN,  MD,  Raphael  H 

Southwest  Va 

HALL,  MD,  Courtland  J 

Northampton 

Roanoke 

GOALD,  MD,  Harold  Jerome 

Arlington 

GREENWALD,  MD.  Michael 

Portsmouth 

HALL,  MD,  JackWm 

Danville 

Rockingham 

GOCO,  MD,  Evelyna  Santos 

Norfolk 

GREER,  MD,  Douglas  Fielder 

Fairfax 

HALL,  MD,  Nelson  James 

Williamsburg 

Augusta 

GODWIN,  MD,  Gene  Arthur 

Roanoke 

GREER.  MD,  Kenneth  Edward 

Albemarle 

HALL.  MD.  Robt  Walker 

Out  Of  State 

Lynchburg 

GODWIN,  MD,  Ira  David 

Fairfax 

GREER.  MD,  Wm  Crockett 

Roanoke 

HALLAL,  MD,  Fadell  Jos 

Fairfax 

Richmond 

GOINGS,  MD,  Ronald  Steven 

Alleghany 

GREEVER,  MD,  Donald  L 

Southwest  Va 

HALLMANN,  MD.  Clemens  E 

Richmond 

Richmond 

GOLDBERG  JR.  MD  Marvin 

Norfolk 

GREEVER,  MD.  Wm  N 

Southwest  Va 

HALLORAN.  MD,  L Gregg 

Richmond 

Roanoke 

GOLDBERG.  MD,  Jay  Stephen 

Southside  Va 

GREGG,  MD,  Karl  Vardell 

Newport  News 

HALLORAN.  MD,  Randolph  M 

Richmond 

Fredericksburg 

GOLDBERG,  MD.  Michael  Harvey 

Fairfax 

GREGORIOU,  MD.  Panos  Geo 

Buchanan 

HALMAI  III.  MD.Zoltan 

Portsmouth 

Newport  News 

GOLDBERGER,  MD,  Stephen  G 

Alexandria 

GREGORY.  MD,  Fleta  A 

Portsmouth 

HALPIN,  MD,  John  J 

Lynchburg 

Albemarle 

GOLDBLATT,  MD,  Seymour  Zonald 

Alexandria 

GREGORY,  MD,  James  Stewart 

Richmond 

HALSEY,  MD.  J Kaye 

Albemarle 

Norfolk 

GOLDEN,  MD,  Richard 

Richmond 

GREGORY.  MD,  Roger  Thorpe 

Norfolk 

HALTER,  MD,  Paul  Edmund 

Alexandria 

Tri-County 

GOLDENBERG,  MD,  Robin  Ira 

Fairfax 

GREGORY,  MD,  Warren  C 

Northern  Va 

HALTERMAN,  MD,  Roger  H 

Fairfax 

Newport  News 

GOLDHAMMER,  MD,  Leo 

Alexandria 

GRELLAJR.  MD,  Beniamin 

Southside  Va 

HAM  JR,  MD,  TiborJohn 

Fairfax 

Norfolk 

GOLDIN.  MD.  Milton 

Portsmouth 

GREMER.  MD.  John  Sami 

Newport  News 

HAM.  MD.  T 

Fairfax 

Portsmouth 

GOLDING,  MD.  Trevor  Newton 

Norfolk 

GRESINGER,  MD,  Thomas  Hamlin 

Fairtax 

HAMILL,  MD,  Carroll  Francis 

Northern  Neck 

Virginia  Beach 

GOLDMAN  JR.  MD,  David 

Richmond 

GRETES,  MD.  John  C 

Newport  News 

HAMILTON  JR,  MD,  Stuart  H 

Richmond 

Prince  William 

GOLDMAN,  MD.Chas  Jay 

Norfolk 

GRETHER,  MD.  Eugene  Rudolf 

Alexandria 

HAMILTON,  MD,  Colin  W 

Virginia  Beach 

Southwest  Va 

GOLDMAN,  MD.  Harold  L 

Richmond 

GREY,  MD,  Wm  Hugh 

Augusta 

HAMMACK,  MD,  Phillip  Larry 

Alexandria 

Fairfax 

GOLDMAN,  MD,  Stanley  Allen 

Richmond 

GRIER  III,  MD,  Geo  S 

Newport  News 

HAMMERSBERG.  MD,  Jon  Robert 

Augusta 

Out  Of  State 

GOLDMANN,  MD,  Peter  Herbert 

Richmond 

GRIFFEY,  MD.  Richard  Thos 

Norfolk 

HAMMOND.  MD.  William  R 

Albemarle 

Loudoun 

GOLDSTEIN  JR,  MD.  Gerald 

Albemarle 

GRIFFIN  JR,  MD,  Harvey  Lee 

Southside  Va 

HAMNERJR,  MD.  John  D 

Hanover 

Augusta 

GOLDSTEIN,  MD.  Leonard  Steven 

Fairfax 

GRIFFIN  JR,  MD.  Edward  E 

Norfolk 

HAMNER,  MD.  James  L 

Southside  Va 

Alexandria 

GOLDSTONE,  MD.  Alvin  1 

Richmond 

GRIFFIN.  MD,  Francis  G 

Virginia  Beach 

HAMPSHIRE,  MD  Alan  Curtis 

Out  Of  State 

Northern  Va 

GOMEZ,  MD.  Humberto 

Richmond 

GRIFFITH,  MD,  Douglas  L 

Hampton 

HAMPTON,  MD,  Archibald  S 

Out  Of  State 

Fairfax 

GOMEZ,  MD,  Maximino 

Southside  Va 

GRIFFITH.  MD,  Kenneth  Cornell 

Richmond 

HAMPTON  MD.HobertM 

Scott 

Arlington 

GOMEZ,  MD,  Roy  Clement 

Tazewell 

GRIFFITH,  MD,  Lloyd  Tayloe 

Northern  Neck 

HAMRICK  III,  MD,  Frederick  D 

Lynchburg 

Lynchburg 

GONDOR,  MD.  Leslie  Paul 

Alexandria 

GRIGSBY  JR,  MD,  Wm  C 

Out  Of  State 

HAMRICK,  MD.  Robt  Arnold 

Williamsburg 

Newport  News 

GONDOS  III,  MD.Zoltan 

Arlington 

GRIGSBY,  MD.  Wm  Paul 

Scott 

HAN,  MD,  Soo  Woong 

Fairfax 

Norfolk 

GONDOS,  MD,  Gordon  Morris 

Arlington 

GRIM,  MD,  James  Franklin 

Fairfax 

HANBACK  JR  , MD.  Lawrence  D 

Northern  Va 

Richmond 

GONZALES,  MD,  Federico  Carlos 

Fairfax 

GRINNAN  JR  MD.  R Bryan 

Norfolk 

HANCOCK.  MD,  Edward  H 

Lynchburg 

Augusta 

GONZALES,  MD.  Geo  T 

Fredericksburg 

GRINNAN  JR  MD.  Richardson 

Richmond 

HANCOCK.  MD,  John  Dennis 

Roanoke 

Richmond 

GONZALES,  MD,  Jose  E 

Chesapeake 

GRINNAN,  MD,  Geo  Lamb  Buist 

Norfolk 

HANCOCK,  MD,  Philip  Hurt 

Newport  News 

Fairfax 

GONZALES,  MD.  Manuel  B 

Southside  Va 

GRINNAN,  MD,  Wm  C 

Richmond 

HANCOCK,  MD,  WmC 

Richmond 

Southside  Va 

GONZALES,  MD.  Patricia  D 

Southside  Va 

GRISALES  III.  MD.Asur 

Danville 

HANCOCK.  MD,  WmJos 

Northern  Va 

Rockingham 

GONZALEZ,  MD.  Juan  M 

Southside  Va 

GRISWOLD,  MD,  James  Francis 

Virginia  Beach 

HANFLING  JR  , MD.  Carl 

Fairfax 

Fairfax 

GONZALEZ.  MD,  Miguel  Hernando 

Alexandria 

GRISWOLD,  MD.  Martha  A 

Southside  Va 

HANGER,  MD.  Keith  Elwood 

Williamsburg 

Northern  Va 

GONZALEZ,  MD,  Ulysses  S 

Wise 

GRIZZARD,  MD,  Wm  Sami 

Southside  Va 

HANKINS.  MD,  Geo  S 

Newport  News 

Portsmouth 

GOOCH  III,  MD,  Garrett  G 

Roanoke 

GROLLMAN,  MD,  Jaye 

Orange 

HANNA  JR.  MD.  H Michael 

Augusta 

Roanoke 

GOOD,  MD.  John  Russell 

Richmond 

GROSS  JR  MD.  Frederick  M 

Fairfax 

HANNA.  MD,  Geo  Russell 

Albemarle 

Fairfax 

GOODCHILD.  MD,  Nigel  T 

Albemarle 

GROSS,  MD.  Alton  F 

Danville 

HANNA,  MD,  StevanT 

Augusta 

Richmond 

GOODE  JR,  MD,  Harvey  W 

Northern  Neck 

GROSS,  MD,  Barry  Lee 

Newport  News 

HANNAN,  MD,  Chas  Edmund 

Arlington 

Richmond 

GOODENBERGER,  MD,  Daniel 

GROSS,  MD,  Jerome  S 

Chesapeake 

HANNON,  MD,  John  F 

Fairfax 

Fairfax 

Marvin 

Alexandria 

GROUSE,  MD,  Lawrence  Douglas 

Out  Of  State 

HANSBARGER,  MD,  Echols  Alcott 

Out  Of  State 

Norfolk 

GOODENOW,  MD  Willis  G 

Albemarle 

GROVE  MD,  Pembroke  T 

Northern  Va 

HANSON,  MD,  George  K 

Hampton 

Out  Of  State 

GOODMAN  JR.  MD,  Bern  M 

Tri-County 

GRUBBS,  MD.  Ray  H 

Southwest  Va 

HANSON,  MD,  Maury  Lloyd 

Out  Of  State 

Richmond 

GOODMAN,  MD,  Allan  Jay 

Virginia  Beach 

GRULKE,  MD,  David  Carl 

Norfolk 

HANZEL.  MD,  Jeffrey  Sheldon 

Richmond 

Fairfax 

GOODMAN  MD,  Harold 

Richmond 

GRUNDLEHNER,  MD.  Marietta 

Fairfax 

HARBERT  JR  MD,  Guy  Morley 

Albemarle 

Out  Of  State 

GOODMAN,  MD,  Peter  Lewis 

Richmond 

GRUVER,  MD.  Robt  H 

Arlington 

HARBISON,  MD,  John  William 

Richmond 

Richmond 

GOODMAN,  MD.  Robert  Paul 

Richmond 

GRYTE,  MD,  Clifford  F 

Out  Of  State 

HARD  JR,  MD,  Richard  C 

Richmond 

Northern  Va 

GOODMAN,  MD,  Stephen  Joel 

Fairfax 

GUACENA  JR  . MD.  GonzaloF 

Fredericksburg 

HARGROVE  JR  MD.  Roy  Belmonl 

Southside  Va 

Alexandria 

GOODNER,  MD,  John  Wood 

Richmond 

GUANLAO,  MD,  Rolando  A 

Tazewell 

HARGROVES  JR,  MD,  Andrew  W 

Portsmouth 

Northern  Va 

GOODWIN.  MD,  Ambler  Ray 

Norfolk 

GUANZON,  MD.  Cesar  Sancha 

Danville 

HARKINS,  MD,  Geo  Archer 

Norfolk 

Alexandria 

GOPLERUD,  MD.  Dean  Roy 

Richmond 

GUANZON,  MD,  Rafael  Fajardo 

Portsmouth 

HARKRADER  JR,  MD,  Charles  J 

Out  Of  State 

Richmond 

GORDGE,  MD.  Wm  Noel 

Roanoke 

GUBB,  MD.  Geoffrey  W 

Northampton 

HARKRADER  MD.  James  Collin 

Richmond 

Southwest  Va 

GORDON,  MD,  Edward  1 

Southside  Va 

GUDNASON,  MD.  Halldor  Viktor 

Fairfax 

HARLERSR.  MD.  John  Ashby 

Richmond 

Northampton 

GORDON,  MD.  Paul  Wiley 

Out  Of  State 

GUELZOW,  MD,  Kurt  William  Lake 

Roanoke 

HARLFINGER,  MD,  Erwin  Herbert 

Richmond 

Lynchburg 

GORDON,  MD,  Rufus  Henry 

Halifax 

GUERIERA.  MD.Chas  Jos 

Prince  William 

HARMAN,  MD.  Wm  E 

Augusta 

Norfolk 

GORMAN,  MD.  Barry  Chas 

Fairfax 

GUERRANT,  MD  John  L 

Albemarle 

HARMATUK,  MD,  Frances  A 

Virginia  Beach 

Lynchburg 

GORMAN,  MD.  Jerome  Davis 

Richmond 

GUERRERO,  MD,  Victor  N 

Prince  William 

HARMON,  MD,  James  Alexander 

Newport  News 

Danville 

GORMAN,  MD.  Thos  Leo 

Richmond 

GUERRY  III.  MD,  Du  Pont 

Richmond 

HARMS,  MD,  Carl  Barnard 

Roanoke 

Northern  Va 

GORMLEY.  MD  David  Paul 

Fairfax 

GUERRY.  MD,  Richard  Kennon 

Richmond 

HARNSBERGER,  MD,  James  Power 

Alleghany 

Alexandria 

GORMLEY,  MD.  Robt  Arthur 

Virginia  Beach 

GUIEB,  MD,  Adelaida  G 

Prince  William 

HARPER  III,  MD,  G William 

Rockingham 

Alexandria 

GORSUCH,  MD,  Thos  L 

Augusta 

GUILARAN,  MD.  Eddie  Z 

Norfolk 

HARPER.  MD,  Edwin  A 

Lynchburg 

Northern  Va 

GOSPODNETIC,  MD.  Mariian 

Richmond 

GUILFOYLE,  MD  Francis  M 

Roanoke 

HARPER,  MD.  Eugene  Jutson 

Rockingham 

Norfolk 

GOSS,  MD,  Larry  Zane 

Albemarle 

GUILLAUDEU,  MD,  Robt  L 

Fairfax 

HARPER,  MD,  Forest  G 

Augusta 

Southwest  Va 

GOSSELS,  MD.  Conrad  L 

Alexandria 

GUILLERMIN,  MD,  John  Philip 

Southside  Va 

HARPER.  MD.  Michael  Roy 

Northern  Va 

Hanover 

GOTICO,  MD,  Rustico  Tolentmo 

Augusta 

GUINTER,  MD.  Robert  H 

Southwest  Va 

HARPOLE,  MD,  David  H 

Roanoke 

Norfolk 

GOTTLIEB,  MD,  Jerome  1 

Fairfax 

GUIRGUIS,  MD.  Adel  Bassily 

Northern  Va 

HARR.  MD,  George  C 

Albemarle 

Northern  Va 

GOTTWALD.  MD.  William 

Richmond 

GUIRGUIS,  MD.  Habib  Habib 

Richmond 

HARRALSON,  MD.  John  David 

Rockbridge 

Lynchburg 

GOUGH,  MD.  WmWood 

Norfolk 

GULMATICO,  MD,  Oscar  B 

Southside  Va 

HARRELL,  MD,  Gordon  F 

Norfolk 

Lynchburg 

GOULDIN,  MD,  Thos  Winston 

Norfolk 

GUNDLE,  MD  Michael  J 

Richmond 

HARRELL,  MD  Robt  Riddick 

Tri-County 
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HARRER,  MO,  DavidS 

HARRINGTON,  MO,  F Baldwin 
HARRINGTON,  MO,  William  G 
HARRIS  JR,  MO,  Andrew  E 
HARRIS  JR,  MD.  Campbell 
HARRIS  JR.  MD,  Wm  Henry 
HARRIS  JR,  MD,  Wm  Overton 
HARRIS,  MO,  David  Lea 
HARRIS.  MD,  Edward  Davis 
HARRIS,  MD,  James  Selden 
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HARRIS,  MD,  Malcolm  H 
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HARRIS,  MD,  Robt  Eldred 
HARRIS.  MD,  Rogers  N 
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HARRISON.  MD,  Howard  C 
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HEATWOLE.  MD  Eugene  W 
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HEDRICK,  MD,  ThosB 
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HERRING,  MD,  Angela 
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HOOVER,  MD,  Wm 
HOPEWELL,  MD,  Edward  Lee 
HOPKINS  JR  MD,  John  David 
HOPKINS,  MD.  Frank  R 
HOPKINS,  MD,  Jay  Everett 
HOPWOOD,  MD,  Herbert  G 
HOQ,  MD,  Kasedul 
HORAN,  MD.  Michael  Thomas 
HORDEN,  MD.  Harold  Milton 
HORGAN,  MD,  John  A 
HORN,  MD,  Henry  J 
HORNE,  MD,  Allen  Bernard 
HORNE.  MD,  Francis  G 
HORNE,  MD,  Melvin  L 
HORNG,  MD,  Fang  Shuh 
HORSCH,  MD,  Robert  F 
HORSLEY,  MD,  JohnS 
HORTENSTINE,  MD.  John  C 
HORTON,  MD,  Albert  G 
HORTON,  MD.  Chas  Edwin 
HORTON,  MD,  Jack  Donald 
HOSFIELD,  MD  Richard  H 
HOSFIELD,  MD  Wm  Howard 
HOSKINS,  MD,  Horace  D 
HOSSAIN,  MD,  Mohammad  Akhtar 
HOSTLER,  MD,  Sharon  Lee 
HOTCHKISS,  MD,  Wm  J 
HOTCHKISS,  MD.  Wm  S 
HOUCK  JR,  MD.  Wm  Albert 
HOUCK,  MD,  JosW 
HOUCK,  MD,  Peter  Wm 
HOUSER  JR,  MD.  Aubrey  A 
HOVLAND,  MD.  William  Neal 
HOWARD  JR,  MD  Robt  Edwin 
HOWARD,  MD,  Hall  Renfro 
HOWARD,  MD,  Lawrence  Max 
HOWARD,  MD,  RobtL 
HOWE  JR.  MD,  Allen  K 
HOWE.  MD,  James  Robt 
HOWELL  JR.  MD.  Edgar  V 
HOWELL,  MD,  DonaldS 
HOWELL,  MD,  Hannibal  Eldredge 
HOWELL,  MD,  Hugh  Richard 
HOWELL,  MD,  Talmadge  Rudolph 
HOWERTON,  MD,  James  Robert 
HOWLETT,  MD,  Stephen  Andrew 
HOWRENJR,  MD,  Harry  H 
HOWZE,  MD,  Herbert  H 
HOYLE,  MD,  JohnD 
HOYME,  MD,  JaneC 
HOYT,  MD,  John  William 
HOYT,  MD,  Robert  Eugene 
HRANOWSKY,  MD,  Nicholas  P 
HRYNICK,  MD,  Martin  James 
HU,  MD,  Anthony  Wen-Shih 
HUANG,  MD,  Amy  Hwei-Mei 
HUBACH,  MD,  Frederick  Willis 
HUBER,  MD,  Albert  Leopold 
HUBER,  MD,  Chas  Mac 
HUBERMAN,  MD,  Richard 
HUBERT,  MD,  Juergen 
HUDGENS,  MD.  Robt  Oscar 
HUDGINS,  MD,  Earl  Maxwell 
HUDGINS,  MD,  Hubert  Bland 
HUDSON,  MD,  Chas  A 
HUDSON,  MD,  Gwendolyn  S 
HUERGO,  MD,  Eduardo  R 
HUFF  JR.  MD,  WmThos 
HUFFMAN,  MD.  Rufus  Clyde 
HUGHES,  MD,  Chas  B 
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Wise 

JAMALUDEEN.  MD,  Abdul  Hamid 

Newport  News 

JAMARIK,  MD,  Geo  Thos 

Loudoun 

JMD,  AMESHillman  Holmes 

Portsmouth 

JAMES  III,  MD  G Watson 

Richmond 

JAMES  IV,  MD,  George  W 

Richmond 

JAMES,  MD.  Charles  M 

Richmond 

JAMISON,  MD.  Bernard  Francis 

Tri-County 

JAMISON,  MD  Thos  Maxwell 

Williamsburg 

JAMMES  MD,  Juan  Luis 

Alexandria 

JANE  MD  John  Anthony 

Albemarle 

JANSEN,  MD,  George  Allen 

Out  Of  State 

JARANDEH,  MD,  Grisha 

Alexandria 

JARBADAN,  MD,  Ignaz  Papa 

Prince  William 

JARRELL.  MD,  Shelby  Edward 

Richmond 

JARRETT.  MD.  Alvin  Quarles 

Virginia  Beach 

JARRETT,  MD,  Harry  Walthall 

Lynchburg 

JARRETT,  MD,  John  Tallman 

Richmond 

JAVATE.  MD,  RosyT 

Arlington 

JEAN  MD,  CheoMmg 

Southwest  Va 

JEAN-GILLES,  MD,  Brunet 

Norfolk 

JEFFERIES,  MD,  Allan  H 

Norfolk 

JMD,  EFFREYM  Graves 

Norfolk 

JENKINS.  MD  ChasE 

AleAandria 

JENKINS.  MD  Daniel 

Williamsburg 

JENNETTE,  MD,  Arthur  Harris 

Norfolk 

JENNINGS  JR.  MD,  C Leon 

Roanoke 

JENNINGS  JR,  MD.  Rufus  B 

Norfolk 

JENNINGS,  MD,  Eileen  Thorpe 

Bedford 

JENNINGS,  MD,  Robt  Hutchings 

Albemarle 

JENNINGS.  MD,  ThorntonS 

Out  Of  State 

JENNINGS,  MD,  ThosH 

Bedford 

JENNINGS.  MD,  W Stanley 

Chesapeake 

JENRETTE,  MD  Freeman  Wesley 

Bedford 

JENSEN,  MD  Edward  Walter 

Southside  Va 

JEROY,  MD,  Harry  Keirn 

Norfolk 

JESNECK,  MD,  Edward 

Patrick-Henry 

JESSEE,  MD  RobtW 

Richmond 

JETER,  MD,  Norbourne  B 

Alleghany 

JETER,  MD.  William  Richard 

Richmond 

JEWUSIAK.  MD,  Edward  M 

Williamsburg 

JOHANSON,  MD,  Ann  Jeannette 

Albemarle 

JOHNS,  MD,  Michael  Edward 

Albemarle 

JOHNS,  MD,  Thos  Nelson  Page 

Richmond 

JOHNS.  MD.  ThosR 

Albemarle 

JOHNS,  MD,  Wm  A 

Richmond 

JOHNSON  JR.  MD,  Lester  Dean 

Fairfax 

JOHNSON  JR  MD  Marriott  C 

Fredericksburg 

JOHNSON  JR.  MD.  Walter  W 

Alleghany 

JOHNSON,  MD,  Alfred  G 

Southside  Va 

JOHNSON  MD,  Allen  C 

Southside  Va 

JOHNSON  MD,  Bruce  E 

Richmond 

JOHNSON  MD,  Burton  Allan 

Fairfax 

JOHNSON  MD,  David  H 

Norfolk 

JOHNSON,  MD,  David  Lewis 

Fredericksburg 

JOHNSON,  MD,  Earl  Robt 

Roanoke 

JOHNSON,  MD,  Eileen  El  Dorado 

Lynchburg 

JOHNSON.  MD.  Frank  Mitchell 

Roanoke 

JOHNSON.  MD,  Geo  Wm 

Richmond 

JOHNSON,  MD,  Hal  S 

Richmond 

638 
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JOHNSON.  MD,  Harry  1 

Roanoke 

JOHNSON,  MD.  John  Walter 

Northern  Neck 

JOHNSON,  MD,  Kenneth  Roger 

Alexandria 

JOHNSON,  MD,  L Meredith 

Out  Of  State 

JOHNSON,  MD.  Wade  Lane 

Newport  News 

JOHNSON.  MD.  Walter  C. 

Fairfax 

JOHNSON,  MD.  Walter  Smith 

Roanoke 

JOHNSON,  MD,  William  Waldo 

Out  Of  State 

JOHNSON,  MD,  Wm  Rayner 

Northern  Va 

JOHNSON,  MD.  Wm  Thos 

Virginia  Beach 

JOHNSTON  JR,  MD,  Chas  L 

Richmond 

JOHNSTON  JR,  MD,  Clarence  F 

Southwest  Va 

JOHNSTON,  MD,  Elizabeth  W 

Fairfax 

JOHNSTON,  MD,  John  Dorrens 

Patrick-Henry 

JOHNSTON,  MD,  Mary  E 

Tazewell 

JOHNSTON,  MD,  Randolph  Page 

Northern  Va 

JOHNSTON,  MD,  Russell  G 

Norfolk 

JOHNSTON,  MD,  Wm  Burton 

Richmond 

JOHNSTONE,  MD,  William  T 

Richmond 

JONAS,  MD,  JohnF 

Lynchburg 

JONES  JR.  MD,  BeniC 

Alexandria 

JONES  JR  , MD,  Beverly 

Williamsburg 

JONES  JR.  MD,  Brock  Darden 

Norfolk 

JONES  JR.  MD,  Herbert  C 

Albemarle 

JONES  JR,  MD,  Warren  Jeffrey 

Norfolk 

JONES  JR,  MD,  Wm  Russell 

Richmond 

JONES  JR,  MD,  Howard  Wilbur 

Norfolk 

JONES,  MD,  Basil  B 

Richmond 

JONES,  MD,  Beni  Newman 

Roanoke 

JONES.  MD,  Daniel  Ralph 

Roanoke 

JONES,  MD,  Delmas  Bernard 

Wise 

JONES,  MD,  Donald  Kenneth 

Richmond 

JONES.  MD.  Edward  A 

Fairfax 

JONES,  MD,  EldredS 

Hampton 

JONES.  MD.  Geo  Robt 

Richmond 

JONES,  MD.  George  Frederick 

Southwest  Va 

JONES,  MD,  Georgeanna  Seegar 

Norfolk 

JONES,  MD.  Gordon  Willis 

Fredericksburg 

JONES.  MD,  James  Barrett 

Lynchburg 

JONES,  MD,  John  P 

Richmond 

JONES,  MD,  John  Paul 

Newport  News 

JONES.  MD,  JohnR 

Richmond 

JONES.  MD,  JosL 

Williamsburg 

JONES,  MD.  Lawrence  D 

Lynchburg 

JONES.  MD.  OrvmC 

Newport  News 

JONES,  MD.  Rayford  Scott 

Albemarle 

JONES,  MD,  Raymond  Stanley 

Fredericksburg 

JONES.  MD,  Robt  Archer  G 

Mid-Tidewater 

JONES,  MD,  Roger  Wm 

Williamsburg 

JONES,  MD,  Sarah  H Hoover 

Richmond 

JONES.  MD,  Steven  H 

Richmond 

JONES,  MD,  WebbD 

Newport  News 

JONES.  MD,  Wm  Collins 

Richmond 

JORDAN  JR,  MD,  Wm  Pritchard 

Richmond 

JORDAN,  MD,  Edwin  Pratt 

Albemarle 

JORDAN,  MD,  Louis  R 

Norfolk 

JORDAN,  MD,  WmR 

Richmond 

JOSE.  MD,  NoraD 

Alexandria 

JOSE,  MD,  Pedro  A 

Alexandria 

JOSEF-GUANZON,  MD  Pat 

Danville 

JOSEFIAK,  MD,  Eugene  Jos 

Roanoke 

JOSEPH,  MD,  Charles  R 

Lynchburg 

JOSEPHTHAL,  MD.  Danl  Herbert 

Albemarle 

JOSHUA  JR,  MD,  Alan 

Fairfax 

JOUBIN,  MD.  JahanM 

Prince  William 

JOYNER,  MD,  Raymond  Kenneth 

Mid-Tidewater 

JOYNES,  MD,  Michael  Hope 

Hampton 

JUDSON,  MD,  John  H 

Arlington 

JUDY,  MD,  Sami  Beni 

Southside  Va 

JUGUILON,  MD,  Bernardino  T 

Portsmouth 

JURS,  MD,  Dennis  Gregg 

Southwest  Va 

JUSAY,  MD,  FelcianoJ 

Southwest  Va 

K 

KABIR,  MD,  David  llchi 

Fairfax 

KABLE,  MD,  Kelvin  D 

Richmond 

KAGAN,  MD,  Harvey  Jay 

Norfolk 

KAGEY,  MD.  William  Joseph 

Roanoke 

KAHN,  MD,  Howard  Donald 

Richmond 

KAHN,  MD,  Ralph  Y 

Franklin 

KAISER,  MD,  John  Robert 

Williamsburg 

KAKAVIATOS,  MD,  Nikos 

Arlington 

KALBIAN,  MD.  VickenV 

Northern  Va 

KALES,  MD,  Arthur  Norman 

Fairfax 

KALLAR,  MD,  Surmder  Kaur 

Richmond 

KALVIS,  MD,  Elena  Astra 

Roanoke 

KAMEL,  MD,  Medhat  Mohamed 

Alexandria 

KANAL,  MD.  Nirmal 

Northern  Va 

KANG.  MD,  Young  Sup 

Roanoke 

KANNAN,  MD,  Mickael  Moses 

Richmond 

KANTER,  MD,  Hulbert  J 

Chesapeake 

KANWAL,  MD,  Gurcharan  Singh 

Wise 

KAO,  MD,  Tzu-Min 

Alexandria 

KAPIL,  MD,  BalvirL 

Richmond 

KAPLAN,  MD,  Arthur  Sanford 

Norfolk 

KAPLAN,  MD,  Kenneth  Lawrence 

Fairfax 

KAPLIN,  MD,  Arnold  Jay 

Alexandria 

KAPPESJR,  MD,  WmCarl 

Augusta 

KAPUR,  MD,  Manohar  Lai 

Tri-County 

KARMY,  MD.  Regina  E 

Northern  Va 

KARMY,  MD,  Robert  John 

Northern  Va 

KAROLYI,  MD.  Don  Gary 

Northern  Va 

KAROW,  MD,  Juliette  Seelye 

Williamsburg 

KARPICK,  MD,  Ronald  John 

Alexandria 

KARROUM,  MD.  John  E 

Fairfax 

KASENETZ,  MD,  Iver 

Arlington 

KASINOFF,  MD,  Bernard  H 

Out  Of  State 

KASTNER,  MD.  Lee  Norman 

Portsmouth 

KASTRETSIOS,  MD.  John  A 

Patrick-Henry 

KATCHER,  MD,  Daniel 

Prince  William 

KATTWINKEL,  MD.  John 

Albemarle 

KATZ,  MD,  Edward  Lyle 

Arlington 

KATZEN,  MD,  Barry  T 

Alexandria 

KAUFFMAN  JR,  MD.  Herbert  M 

Out  Of  State 

KAUFFMAN,  MD,  Stephen  Chas 

Fairfax 

KAUFMAN,  MD,  John  Pearse 

Roanoke 

KAUFMAN,  MD.  Paul 

Arlington 
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KAUFMAN,  MD,  Steven  H 

Norfolk 

KING.  MD,  John  Winston 

Norfolk 

KAUFMAN,  MD.WmH 

Roanoke 

KING.  MD.  Joseph  Willett 

Richmond 

KAUFMANN,  MD,  Reto  Werner 

Fairfax 

KING,  MD,  Kenneth  R 

Newport  News 

KAVANAUGH.  MD.  James  Gibboney 

Albemarle 

KING,  MD  M Kirwan 

Norfolk 

KAWAKAMI,  MD,  Fumikazu 

Southside  Va 

KING,  MD,  Mariano  L 

Southwest  Va 

KAY  JR.  MD,  Saul 

Richmond 

KING,  MD,  Mervyn  Robt 

Patrick-Henry 

KAY,  MD,  Geo  Gordon  Melville 

Fairfax 

KING,  MD,  Ronald  Lester 

Portsmouth 

KAY,  MD,  Wm  Richard 

Richmond 

KING,  MD,  Wm  Whitman 

Southwest  Va 

KAYE,  MD,  Joseph  T 

Arlington 

KINGREE,  MD,  Wm  Blame 

Northern  Va 

KAYE,  MD,  Zachary  Alin 

Prince  William 

KINSER,  MD.  Henry  A 

Lee 

KAZAKIS,  MD  T Ross 

Virginia  Beach 

KINTIGH.  MD.  James  Wm 

Newport  News 

KAZI,  MD,  Sayed 

Richmond 

KINZIEIV,  MD,  Daniel  H 

Hampton 

KEARNEY  II,  MD,  Frank  A 

Hampton 

KIPREOS,  MD,  Theophilos  H 

Richmond 

KEARNEY  JR,  MD,  Rochfort  W 

Out  Of  State 

KIRBY,  MD  David  Alan 

Fredericksburg 

KEATING,  MD,  James  Louis 

Prince  William 

KIRBY,  MD,  Emerson  Lynn 

Tazewell 

KEATS,  MD,  Theodore  Eliot 

Albemarle 

KIRCHMIER.  MD,  Raymonds 

Richmond 

KEBLUSEK,  MD  Charles  W 

Richmond 

KIRK,  MD,  Arthur  Abbitt 

Portsmouth 

KECK.  MD,  WmD 

Southwest  Va 

KIRKLAND  JR,  MD,  James  Arlmgto 

Southside  Va 

KEELEY,  MD,  Robt  Louis  A 

Roanoke 

KIRKLAND  JR,  MD,  Nathaniel  C 

Albemarle 

KEELING,  MD,  Richard  Powell 

Albemarle 

KIRKLAND,  MD,  Richard  Horace 

Richmond 

KEELING,  MD,  Robt  D 

Southside  Va 

KIRKPATRICK,  MD.  Barry  V 

Richmond 

KEENAN,  MD,  Richard  Leo 

Richmond 

KIRKPATRICK,  MD,  Sami  A 

Out  Of  State 

KEENAN,  MD,  Robert  Edward 

Richmond 

KIRSCHNER,  MD.  Louis  Paul 

Fairfax 

KEENAN,  MD,  Thos  P 

Norfolk 

KIRVENJR,  MD,  Leo  Edwin 

Richmond 

KEFFERJR,  MD.  Ernest  J 

Roanoke 

KISHORE.  MD,  PRS 

Richmond 

KEFFER,  MD,  Louis  Henry 

Newport  News 

KISTLER,  MD,  Philip  Crosby 

Roanoke 

KEGLEYJR,  MD.  James  B 

Southwest  Va 

KISTNER,  MD.  James  Robert 

Albemarle 

KEIM,  MD,  Daniel  E 

Fairfax 

KITCHIN  III,  MD.  James  David 

Albemarle 

KEIM,  MD.  Melvin  N 

Augusta 

KITTERMAN,  MD,  James  S 

Norfolk 

KEITER,  MD.  Mary  Beth 

Norfolk 

KLAM,  MD,  Warren  Peter 

Fairfax 

KELL  JR,  MD,  Joseph  F 

Richmond 

KLAPPROTH,  MD,  Hans  Joachim 

Fairfax 

KELLAM,  MD  E Milton 

Northampton 

KLEDZIK,  MD.  Ronald  Bruce 

Virginia  Beach 

KELLEHER  JR,  MD,  Kenneth  S 

Northern  Va 

KLEIN,  MD,  Arthur 

Richmond 

KELLETT  II,  MD,  Gordon  N 

Richmond 

KLEIN,  MD,  Frederick  A 

Richmond 

KELLEY  JR,  MD.  William 

Richmond 

KLEMMER,  MD,  Philip  John 

Northern  Va 

KELLS,  MD,  Douglas  U 

Tri-County 

KLIM,  DO.  Philip  A 

Rockingham 

KELLY  III,  MD.  John  Jackson 

Richmond 

KLIMOCK,  MD.  Gregory 

Northern  Neck 

KELLY  JR,  MD.  Frank  R 

Richmond 

KLOTZJR,  MD,  Jeremiah  A 

Norfolk 

KELLY  JR,  MD,  Geo  W 

Southwest  Va 

KLOUSIA,  MD,  John  Walter 

Alexandria 

KELLY  JR,  MD,  Leonard  Wm 

Richmond 

KLUGE,  MD,  Robt  Carter 

Augusta 

KELLY  JR,  MD,  Timothy  L 

Arlington 

KNAPP,  MD,  Robt  Woodruff 

Portsmouth 

KELLY,  MD,  John  Francis 

Fairfax 

KNARR,  MD,  John  Weidner 

Southwest  Va 

KELLY,  MD,  Thaddeus  Elliott 

Albemarle 

KNAUFT,  MD,  Richard  David 

Portsmouth 

KELSEY,  MD.  GerdiD 

Virginia  Beach 

KNAYSI,  MD,  Geo  Albert 

Richmond 

KELSEY,  MD,  Ronald  Leon 

Fredericksburg 

KNERR,  MD,  Robt  James 

Fairfax 

KEMP  JR  MD,  Verbon  Eric 

Richmond 

KNIGHT  JR,  MD,  Morris  Reed 

Norfolk 

KENDALL,  MD,  Robert  Gentry 

Northern  Va 

KNIGHT,  MD,  Frank  Sutton 

Richmond 

KENDERS,  MD,  Kathryn  L 

Fairfax 

KNIGHT,  MD,  James  Gregory 

Albemarle 

KENDIGJR.  MD  Edwin  L 

Richmond 

KNIGHT,  MD.  Yvonne 

Richmond 

KENDRICK  JR,  MD,  John  Fox 

Richmond 

KNISS.  MD.  Mark  Allan 

Rockingham 

KENDRICK,  MD,  Marvin  H 

Alexandria 

KNOPF,  MD,  Reuben  De  Loach 

Roanoke 

KENLEY,  MD,  James  B 

Richmond 

KNORR,  MD,  Norman  J 

Albemarle 

KENNANJR,  MD.  Richard  Barnes 

Richmond 

KNOX,  MD.  Henry  Donald 

Fairfax 

KENNAN,  MD  Thos  F 

Rockbridge 

KNUDSON,  MD,  Homer  Ellsworth 

Fairfax 

KENNEDY,  MD,  Carol  Elizabeth 

Fairfax 

KOEHL,  MD,  GeoWm 

Norfolk 

KENNEDY.  MD,  Stephen  F 

Fairfax 

KOEHLER,  MD.  Rolf  Alfred 

Fairfax 

KENNEL,  MD,  Elmer  Elwood 

Rockingham 

KOH,  MD.Hae  Kyung 

Norfolk 

KENNEWEG,  MD,  Donald  John 

Fredericksburg 

KOH.  MD,  WoonHi 

Hampton 

KENT,  MD,  James  Carl 

Prince  William 

KOHLER,  MD,  Stewart  Edwin 

Fredericksburg 

KENT,  MD,  James  P 

Lynchburg 

KOHN,  MD,  Gary  Marshall 

Arlington 

KENT,  MD,  Richard  Irwin 

Mid-Tidewater 

KOHRING.  MD  Regis  Clarke 

Rockingham 

KENYON  JR,  MD,  Robert  Earl 

Lynchburg 

KOLANSKY,  MD,  Saul  Kalman 

Alexandria 

KERMAN,  MD,  Shelly  Lynn 

Fairfax 

KOLIA,  MD,  Gulam-Mohmed  M 

Arlington 

KERN,  MD,  Marguerite  Ann 

Richmond 

KOLLER,  MD,  Stephen  Rice 

Richmond 

KERNODLE,  MD,  Judith  M 

Richmond 

KOLVEREID,  MD  Edward  Ronald 

Fairfax 

KERNODLE,  MD.  Wm  Dwight 

Richmond 

KONERDING,  MD  HazleS 

Richmond 

KERNS,  MD,  John  William 

Northern  Va 

KONERDING,  MD  Karsten  F 

Richmond 

KERPELMAN,  MD,  Earle  Jerome 

Norfolk 

KONTOS,  MD,  Hermes  Apostolou 

Richmond 

KERSEY  JR,  MD,  Wm  Ward 

Out  Of  State 

KOONS,  MD,  Gregory  Mark 

Fairfax 

KESHMIRI,  MD,  Abolhasan 

Prince  William 

KOONTZ,  MD,  Warren  Woodson 

Richmond 

KESLER,  MD,  Richard  Wm 

Albemarle 

KOPLEN,  MD,  Julian  Arthur 

Danville 

KESLER,  MD,  Robt  Milton 

Norfolk 

KOPP,  MD,  James  Emidio 

Newport  News 

KESSLER  II,  MD,  A Reif 

Roanoke 

KORNBLUTH,  MD.  Ralph  Ross 

Fairfax 

KESSLER  JR,  MD,  Geo  H 

Northern  Va 

KORNETSKY,  MD,  Kenneth  M 

Fauquier 

KESSLER,  MD,  Carl  Paul 

Fairfax 

KORNHAUSER,  MD,  Michael  James 

Fairfax 

KESSLER,  MD,  Chester  Wm 

Fairfax 

KOSLOW,  MD  Joel  Lester 

Alexandria 

KESSLER,  MD,  Wm  A 

Wise 

KOSTINAS,  MD,  JohnE 

Portsmouth 

KETRON,  MD,  Sami  Gilmer 

Southwest  Va 

KOTAY,  MD,  S C 

Wise 

KEUTER,  MD.  Juan  Rene 

Out  Of  State 

KOTH,  MD,  Douglas  R 

Arlington 

KEY  JR,  MD,  Wendell  Wayne 

Richmond 

KOTSELAS,  MD,  Evangelos  N 

Prince  William 

KEYS.  MD,  David  Nilson 

Roanoke 

KOULIZAKIS,  MD.  E N 

Fairfax 

KHACHIKIAN,  MD,  Gngor 

Alexandria 

KOUTROUVELIS,  MD,  Panagiotis 

Fairfax 

KHAN,  MD,  Mohammad  Aqiq 

Fairfax 

KOVACJR,  MD,  Michael  John 

Albemarle 

KHOMAMI-RAMSEY,  MD,  All 

Alexandria 

KOWLER,  MD,  Daniel  Edward 

Richmond 

KHURI,  MD,  Emile  1 

Tazewell 

KOZIOL,  MD,  Dennis  Frank 

Alexandria 

KIBBE,  MD,  Milton  H 

Southwest  Va 

KOZIOL,  MD,  Isaac 

Richmond 

KICZALES,  MD,  Adolphe  Chas 

Northern  Va 

KRAMER,  MD,  Lloyd  Irvin 

Fairfax 

KIDWELL,  MD.  John  Aaron 

Rockingham 

KRAMER,  MD,  Marc  Stephen 

Southside  Va 

KIERNAN,  MD.  David  John 

Arlington 

KRAMER,  MD.  William 

Richmond 

KIESEL,  MD,  Robert  D 

Arlington 

KRAUS,  MD,  Harry  Lee 

Newport  News 

KIESSLING,  MD,  Alice  H 

Fairfax 

KRAUS.  MD,  Shane  James 

Richmond 

KIGHT,  MD,  John  Randolph 

Norfolk 

KRAVETZ,  MD,  Robt  Alan 

Fredericksburg 

KILBY,  MD,  Walter  B 

Culpeper 

KREBS,  MD.  Hans  Bartold 

Richmond 

KILDAYJR,  MD.  John 

Alexandria 

KREBSER  JR  MD,  Werner 

Fairfax 

KILFEATHER,  MD.  John  E 

Fairfax 

KREGER,  MD,  David  Lawrence 

Norfolk 

KILUK,  MD.  Kenneth  Ignatius 

Richmond 

KREIDER,  MD.  Stanley  J 

Virginia  Beach 

KIM  JR,  MD,  JmTek 

Richmond 

KREISLER,  MD,  Leslies 

Richmond 

KIM,  MD,  Chin  Moon 

Prince  William 

KRENYTZKY,  MD,  Stephen  Marc 

Prince  William 

KIM,  MD,  Chungkook 

Fairfax 

KRESS  JR.  MD,  Scheldon 

Fairfax 

KIM.  MD,  Heeshm 

Prince  William 

KRETZ,  MD.  Wieman  H 

Newport  News 

KIM,  MD,  HieChul 

Arlington 

KREUTZ,  MD,  BernyJ 

Out  Of  State 

KIM,  MD,  Hyung  Rin 

Out  Of  State 

KRICKOVIC,  MD,  Milan  Piersol 

Richmond 

KIM,  MD,  Jung-Ah  Christina 

Albemarle 

KRIEGMAN  JR  , MD.  Geo 

Richmond 

KIM,  MD,  Kil  Seong 

Tri-County 

KRISCHER,  MD,  Meyer  1 

Norfolk 

KIM,  MD,  MiYong 

Fairfax 

KRISHNAMURTHY,  MD,  Kalale  S 

Southside  Va 

KIM,  MD,  Myung  Woong 

Hampton 

KROLL,  MD,  Ronald  Neil 

Richmond 

KIM,  MD,  SungYong 

Portsmouth 

KRONFOL,  MD,  NouhadO 

Richmond 

KIM,  MD,  Young  U 

Roanoke 

KROP,  MD,  Thomas  Monroe 

Virginia  Beach 

KIMBALL,  MD,  Robt  W P 

Loudoun 

KRUEGER,  MD,  John  Jay 

Virginia  Beach 

KIMBROUGH,  MD,  Janet  Coleman 

Williamsburg 

KRUGER,  MD  David  B 

Norfolk 

KIMBROUGH,  MD,  Raymond  D 

Fairfax 

KRUGER,  MD,  Howard  1 

Norfolk 

KINDRED,  MD,  Robert  G 

Out  Of  State 

KUEHL.  MD,  KarenS 

Albemarle 

KING  JR,  MD.  Robert  Garland 

Richmond 

KUHN,  MD,  Robt  Anthony 

Danville 

KING.  MD,  Donald  Perry 

Richmond 

KUIKEN,  MD,  Garry  H 

Floyd 

KING,  MD  Elmer  Richard 

Richmond 

KUKICH,  MD,  Stanka 

Fairfax 

KING,  MD,  Gail 

Prince  William 

KULL,  DO,  Robert  Joseph 

Portsmouth 

KING,  MD,  James  P 

Southwest  Va 

KULUND,  MD,  Daniel  Nicholas 

Albemarle 

KING,  MD.  James  Peter 

Roanoke 

KUMAR,  MD.  Achla 

Norfolk 

KING,  MD.  John  Norman 

Norfolk 

KUNKLE,  MD.  H Melvin 

Portsmouth 

KUO,  MD,  Hwang  Ren 
KUPERMINC  JR  , MD,  Mario 
KUPERMINC.  MD,  Denis  S 
KURTZKE,  MD,  John  Francis 
KURUP,  MD,  MamkothG 
KURUVILLA,  MD.EIsy 
KURZ,  MD,  Otto  A 
KUYKENDALL.  MD,  Harry  Canter 
KWONG,  MD,  WaiHong 


L 


LAFRATTA,  MD,  Carl  W 
LA  ROCHE  II,  MD,  RiponW 
LA  ROW,  MD,  Leo  Edward 
LACEY,  MD,  JohnRobt 
LACY  II,  MD,  Matthew  L 
LACY  JR,  MD,  Edgar  W 
LADAGA,  MD,  Leopoldo  Elio 
LADY,  MD,  Wm  Thurston 
LAFAVE,  MD,  John  Bradley 
LAGUNDINO,  MD,  Flordelmo  C 
LAIBSTAIN,  MD,  Alter 
LAIBSTAIN,  MD.  Herman 
LAIBSTAIN,  MD,  Robt  Bernard 
LAIDLAW,  MD,  James  Carter 
LAIRD,  MD,  Thos  Kerr 
LAKE,  MD,  Carol  Lee 
LAM.  MD.  GeneN 
LAMB  MD,  WmRobt 
LAMBDIN,  MD.  Charles  S 
LAMBDIN,  MD,  James  W 
LAMBERT  III,  MD,  Matthew  J 
LAMBERT.  MD,  Lynn  D 
LAMBERTH  JR  , MD,  Melvin  B 
LAMPROS,  MD,  Jim  Nicholas 
LANDES,  MD,  Harold  Brian 
LANDES,  MD,  Ralph  Roy 
LANDIS,  MD,  Glen  Austin 
LANDIS,  MD,  John  Dennis 
LANE  JR  , MD.  Herbert  E 
LANFORD,  MD,  Randolph  Ewing 
LANG,  MD,  Edward  Roberts 
LANGDALE,  MD,  Emory  L 
LANGDON,  MD,  Daniel  C 
LANGEBECK,  MD,  Miguel 
LANGLEY,  MD,  Beryl  Cecilia  E 
LANHAM.  MD,  John  L 
LANIER,  MD,  Andrew  Stephens 
LANKFORD,  MD.  Harvey  V 
LANTER,  MD,  David  Lloyd 
LAREAU,  MD,  Eugene  Raymond 
LARKIN,  MD,  Lawrence  D 
LARSEN  JR,  MD,  Kenneth  T 
LARSEN,  MD.  Geo  Douglas 
LARSEN,  MD,  Geoffrey  Arthur 
LARSON,  MD.  Lawrence  Oliver 
LARZELERE,  MD,  Henry  B 
LASERNA,  MD,  Oscar  Magno 
LASERNA,  MD,  Rosario  Guanzon 
LASSEN,  MD,  Thorbiorn  Johan 
LASSITER,  MD,  Max  Errmgton 
LASTER,  MD,  James 
LASTER,  MD,  James  Monroe 
LATCHIS,  MD,  Kenneth  Spero 
LATIMER  JR,  MD.  Robt  A W 
LATKIN,  MD,  Peter  Chas 
LATVEN,  MD,  K Chas 
LAUDE,  MD,  Walter  Erwin  H 
LAUGHLIN,  MD.  Carl  Patrick 
LAUPUS,  MD,  Wm  Edward 
LAURENCE,  MD,  Thos  Nichols 
LAUTIER,  MD,  Yves  Laurent 
LAWANDE,  MD,  Ratnakar  L 
LAWFORD,  MD,  ThosC 
LAWHORNE,  MD,  Larry  Wayne 
LAWRENCE  JR  , MD,  Walter 
LAWRENCE,  MD,  Duane  Arthur 
LAWRENCE,  MD,  Mark  Allen 
LAWSON,  MD,  Edgar  Clifford 
LAWSON,  MD,  Jack  A 
LAWSON,  MD,  Wm  Junior 
LAWTON,  MD,  George  Marion 
LAYMAN,  MD,  David  Arthur 
LAYTON,  MD,  James  Edward 
LEFON,  MD,  James  C 
LE  GARDE,  MD,  Rector  S 
LE  GRAND,  MD.  Larry  Ray 
LEHEW,  MD,  Allen  Edwin 
LEHEW,  MD.  Willette  Lewis 
LE  NARD,  MD,  Peter  Dennis 
LE  PETER,  MD,  Alan  Jos 
LEA.  MD,  Jos  Davis 
LEABHART  JR  , MD,  John  W 
LEAKE  III,  MD,  Andrew  K 
LEARY,  MD,  Patrick  J 
LEBITA-CEBALLOS.  MD,  Victoria  M 
LEBOWITZ,  MD.J  Martin 
LEBUFFE,  MD,  Francis  P 
LEDERMAN.  MD,  Ira  Robert 
LEDERMAN,  MD,  Martin  Edward 
LEE  JR,  MD,  James  Harold 
LEE  JR,  MD,  Parker  Hall 
LEE  JR  , MD,  St  George  Tucker 
LEE,  MD,  Chong  Wook 
LEE,  MD,  Chun  Sheng 
LEE,  MD,  Dong  Han 
LEE,  MD,  Duk-Hyun 
LEE,  MD,  HyungMo 
LEE,  MD,  John  Edward 
LEE.  MD,  KapNo 
LEE.  MD.  KokSeah 
LEE,  MD.  Kyung  Ja  Shin 
LEE,  MD.  Lucia  Soondong 
LEE,  MD,  Margaret  C 
LEE,  MD.  MingS 
LEE.  MD,  Ralph  Navero 
LEE,  MD,  Richard  Mimms 


Portsmouth 

Richmond 

Richmond 

Fairfax 

Richmond 

Tri-County 

Fairfax 

Alexandria 

Tri-County 


Richmond 
Southside  Va 
Fairfax 

Northern  Neck 

Southside  Va 

Northern  Va 

Norfolk 

Arlington 

Patrick-Henry 

Mid-Tidewater 

Norfolk 

Norfolk 

Chesapeake 

Northern  Va 

Danville 

Albemarle 

Virginia  Beach 

Out  Of  State 

Portsmouth 

Tri-County 

Albemarle 

Rockingham 

Northern  Neck 

Roanoke 

Northern  Va 

Danville 

Arlington 

Northern  Va 

Fairfax 

James  River 

Arlington 

Out  Of  State 

Newport  News 

Southwest  Va 

Norfolk 

Albemarle 

Roanoke 

Richmond 

Fairfax 

Rockingham 

Lynchburg 

Alexandria 

Rockbridge 

Southwest  Va 

Southwest  Va 

Lynchburg 

Fredericksburg 

Fredericksburg 

Newport  News 

Danville 

Fairfax 

Chesapeake 

Out  Of  State 

Prince  William 

Fairfax 

Arlington 

Out  Of  State 

Newport  News 

Out  Of  State 

Fredericksburg 

Fairfax 

Prince  William 

Newport  News 

Augusta 

Richmond 

Virginia  Beach 

Fairfax 

Albemarle 

Newport  News 

Out  Of  State 

Fairfax 

Southside  Va 

Patrick-Henry 

Richmond 

Orange 

Southwest  Va 

Alleghany 

Norfolk 

Fairfax 

Roanoke 

Out  Of  State 

Alexandria 

Hampton 

Fairfax 

Southwest  Va 

Alexandria 

Fairfax 

Norfolk 

Fairfax 

Out  Of  State 

Lynchburg 

Newport  News 

Alexandria 

Fairfax 

Fairfax 

Virginia  Beach 

Richmond 

Norfolk 

Richmond 

Prince  William 

Fairfax 

Richmond 

Alexandria 

Southside  Va 

Newport  News 

Hanover 
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LEE,  MD.  Roberto  Juan 
LEE,  MD,  Sang  Nam 
LEE,  MD,  Soolk 
LEE,  MD,  Sun  Geun 
LEE,  MD,  Thaddeus  Carmichael 
LEE,  MD.  WonRo 
LEE,  MD  Young 
LEET,  MD,  Christopher  J 
LEFFKE,  MD.  David  Wm 
LEFRAK,  MD,  Edward  Arthur 
LEFTON,  MD.  Charles  Stuart 
LEGASPI,  MD.  Altredo  Lacuna 
LEGETT,  MD,  John  Albert 
LEGG,  MD,  Quentin  J 
LEGIER,  MD.  Jacques  Frederick 
LEGROW,  MD.  Wynne  VE 
LEHMAN,  MD,  Robert  F 
LEHMANN  III,  MD,  Use 
LEIDELMEYER,  MD,  Remald 
LEMESHEWSKY,  MD,  Geo  P 
LEMON,  MD,  Geo  Lawton 
LENETT,  MD  Stephen  David 
LENGUA,  MD,  Jose  Antonio 
LENTZ,  MD,  Edmund  T 
LEON,  MD,  Antonio  Enrique 
LEONCIO,  MD  JoseD 
LEONE,  MD,  Louis  August 
LEONHARDT.  MD,  Hannah  Veigel 
LESKO,  MD,  Edmund  Michael 
LESOWITZ,  MD,  Sidney  Allan 
LESSIN,  MD,  Bruce  Edward 
LEVERTY,  MD,  Alexander  P 
LEVEY,  MD,  Bernard 
LEVIEN,  MD,  Michael  G 
LEVIN,  MD,  GershonJ 
LEVIN,  MD,  Stephen  M 
LEVINE,  MD,  Jay  Michael 
LEVINE,  MD,  Leonard  S 
LEVINS,  MD.  Arnold  I 
LEVINSON,  MD,  Harold  Jay 
LEVITT,  MD,  Lynn  Carol 
LEVY,  MD.  Donald  L 
LEVY,  MD,  Donald  Marvin 
LEVY,  MD,  Edward  David 
LEVY,  MD,  Jan  Allred 
LEVY,  MD.  Phillip  Morton 
LEWIS  JR.  MD.  Wallace  Emory 
LEWIS  JR,  MD.Wm  Dulaney 
LEWIS,  MD,  Augustine  W 
LEWIS,  MD  B Franklin 
LEWIS,  MD,  Cary  Lewis 
LEWIS,  MD,  Cyrus  Patrick 
LEWIS,  MD.  David  Howe 
LEWIS,  MD.  David  Owen 
LEWIS,  MD,  Kerry  Randall 
LEWIS.  MD.  Richard  Alan 
LEWIS,  MD,  Steven  T 
LI,  MD,  Si-Ju 
LIAU  III.  MD.  Yhi-Hong 
LICAMELE,  MD.  William  Louis 
LICATA,  MD.  RobtM 
LICHTMANN,  MD,  Albert  Laszlo 
LIEBERMAN,  MD.  Michael  David 
LIEN,  MD.  BuuThat 
UGHTBURN,  MD,  Alize  Cole 
LILLY  JR,  MD.  Paul  Howard 
LILLY,  MD,  Edward  Lewis 

LIM,  MD.  Angelita  Agustm 
UMAYE.  MD,  Nirmala  Suresh 

LIN,  MD,  Hsmg-Wu 
LIN,  MD,  James  Mm 
LIND.  MD  James  F 
LINDE.  MD.  Richard  Emil 
LINDEMANN,  MD.  Lillian  C 
LINDQUIST,  MD,  Leo  A 
LINDSAY  JR,  MD.  Frank  Gold 
LINDSAY,  MD,  Richard  Walter 
LINDSTEDT,  MD,  Jan  Gustal 
LINEBERGER,  MD.  Adrian  Smith 
LINER.  MD.  Steven  Robert 
LINK,  MD,  Garnett  Wm 

LINK,  MD.  Kathleen  Mary 
LINN,  MD,  James  John 
LIPMANJR,  MD,  Ansel 
LIPPARD,  MD,  Carroll  H 
LIPPER,  MD  Maurice  H 
LIPPERT,  MD.  John  Charles 
LIPSCOMB,  MD,  Harold  R 
LISZKA,  MD.  Victor  L 
LITCHFIELD,  MD,  David  Lee 
LITTLE,  MD.  Scott  W 
LITTLEFIELD,  MD.  James  B 
LITTLEPAGE  MD  Eleanor  G M 
LITTLETON.  MD,  Philip  Ray 
LITTON,  MD,  Darlene  E B 
LITTON,  MD  Frederick  Mitchel 
LITWILLER,  MD,  Roger  Wayne 
LIVINGOOD,  MD,  J K 
LIVINGSTON,  MD,  Stanton  K 
LLANERAS,  MD,  Rene  F 
LLOYD  JR,  MD.Thos  Stacy 
LLOYD  JR,  MD,  Samuel  J 
LLOYD,  MD.Wm  S 
LOAR,  MD.  Charles  Richard 
LOCKHART,  MD,  John  Lee 
LODERSTEDT,  MD.  Gunther  J 
LOESCH,  MD,  Beverly  Jean 
LOEW,  MD.  Albert  G 
LOFTIN  III,  MD.  Chaslvey 
LOGANATHAN,  MD.  Sri  Tharan 
LOHR,  MD,  Jacob  Andrew 
LOIACONO,  MD.  Patsy  Julius 
LONG  JR  , MD,  Alvin  Penrose 
LONG  JR,  MD,  John  A 
LONG,  MD,  Albert  Emanuel 
LONG,  MD.  James  Arthur 
LONG,  MD.  Mary  Tom  Bunting 
LONGACHER  JR  , MD  Jos  Wm 
LONGANJR,  MD.RobtC 


Southwest  Va 
Fairfax 
Albemarle 
Halifax 

Southwest  Va 

Fairfax 

Southside  Va 

Prince  William 

Lynchburg 

Fairfax 

Fairfax 

Fairfax 

Augusta 

Newport  News 

Newport  News 

Southside  Va 

Prince  William 

Richmond 

Fairfax 

Alexandria 

Roanoke 

Richmond 

Mid  Tidewater 

Portsmouth 

Fairfax 

Portsmouth 

Out  Of  State 

Richmond 

Roanoke 

Fairfax 

Fairfax 

Richmond 

Richmond 

Albemarle 

Norfolk 

Alexandria 

Richmond 

Fairfax 

Norfolk 

Richmond 

Albemarle 

Norfolk 

Norfolk 

Norfolk 

Southwest  Va 

Newport  News 

Northern  Neck 

Patrick-Henry 

Mid-Tidewater 

Northern  Va 

Rockbridge 

Southside  Va 

Patrick-Henry 

Norfolk 

Fairfax 

Albemarle 

Franklin 

Prince  William 

Portsmouth 

Arlington 

Fairfax 

Arlington 

Alexandria 


LONGFORD  MD,  Desmond  John  H 
LONGNECKER,  MD,  David  Eugene 
LONGNECKER,  DO,  Joseph  M 
LONGO.  MD.  Antonio  Miguel 
LOONEY,  MD.Wm  Boyd 
LOPEZ,  MD,  Rodolfo  L 
LOPEZ-TOCA,  MD,  Ruben 
LORDI,  MD.Wm  M 
LORENZ,  MD,  Martin  Fred 
LORENZ,  MD,  Richard  Lawrence 
LORIMER,  MD,  William  V 
LORIO,  MD,  Jos  Philibert 
LOTANO,  MD,  Remo  Andrea 
LOTZ,  MD,  Myron 
LOU,  MD,  Ek  Seng 
LOUGHEED,  MD,  Marvin  N 
LOUGHRIDGE,  MD.  Chalmers  A 
LOUW,  MD,  Jan  Cornelius 
LOVE.  MD,  Carolyn  A 
LOVE,  MD,  Douglas  F 
LOVE,  MD,  Suzanne  S 
LOVELL  JR,  MD,  Charles  F 
LOVINGER,  MD,  Robert  D 
LOW,  MD,  James  R 
LOWE  JR  MD,  Richard  H 
LOWE,  MD,  Scott  Miller 
LOWELL,  MD,  William  G 
LOWEN,  MD,  Beal  Aptheker 
LOWRY,  MD,  MannT 
LOXLEY,  MD.  Sidneys 
LUBIN,  MD.  Eileen  C 
LUBLIN,  MD.  Bernard  A 
LUCARIC  JR  , MD,  Zdenko 
LUCAS  JR,  MD,  Kenneth  Wilson 
LUCAS,  MD,  Davis  C 
LUCAS,  MD.Thos  L 
LUCCIOLIJR,  MD,  Lucio 
LUCEY,  MD.  JohnD 
LUCK,  MD,  James  Thos 
LUEDKE,  MD,  George  Wm 
LUKOWSKY,  MD,  Gerhard  Hans 
LUM.  MD.  Natalie  Inge 
LUNA,  MD,  Federico  Martin 
LUNA,  MD,  Ruben  Villaflores 
LUNA-CARO,  MD.  Roberto 
LUNDEEN,  MD.Wm  Bruce 
LUNDIE,  MD,  Donald  Wayne 
LUTH,  MD,  Janice  Elaine 
LMD,  UTHERBurton  Lowe 
LUTHRA,  MD.RameshC 
LUTTRELL.  MD.  Homer  B 
LUTZ,  MD,  Roy  Winston 
LUX,  MD,  Ann  Mary 
LYLE,  MD,  Lurton  Braxton 
LYLES  JR,  MD,  John  Wm 
LYNCH  It,  MD,  Vernon  Lee 
LYNCH,  MD.  George  Michael 
LYNCH,  MD,  JohnP 
LYNCH,  MD,  Linda  G Rhoads 
LYNDE,  MD,  James  Lawrence 
LYONS  JR,  MD,  Sidney 


Norfolk 

Out  Of  State 

Lynchburg 

Norfolk 

Norfolk 

Arlington 

Southside  Va 

Norfolk 

Norfolk 

Fairfax 

Richmond 

Danville 

Portsmouth 

Albemarle 

Fairfax 

Fairfax 

Newport  News 

Southside  Va 

Albemarle 

Arlington 

Portsmouth 

Lynchburg 

Richmond 

Danville 

Alexandria 

Arlington 

Richmond 

Roanoke 

Out  Of  State 

Norfolk 

Fairfax 

Wise 

Wise 

Roanoke 

Fairfax 

Out  Of  State 

Fairfax 

Fredericksburg 

Fauquier 

Louisa 

Out  Of  State 

Newport  News 

Southwest  Va 

Augusta 

Portsmouth 

Roanoke 

Richmond 

Albemarle 

Hampton 

Portsmouth 

Arlington 

Alexandria 

Augusta 

Southwest  Va 

Richmond 

Richmond 


M 

MAC  ILWAINE,  MD,  Wm  Andrew 
MAC  ILWAINE.  MD,  Wm  Andrew 
MAC  KNIGHT,  MD,  JosChas 
MACLELLAN,  MD,  John  F 
MACMILLAN,  MD,  David  Wishart 
MACMILLAN,  MD,  James  M 
MAC  NAY,  MD,  Donald  L 
MAC  PHAIL,  MD,  Jos  C 
MAC  PHERSON,  MD,  Archibald  R 
MACARTHUR,  MD,  Angus 
MACCARTY  III,  MD,  William  C 
MACCUBBIN.  MD.  Harry  P 
MACHAN,  MD,  James  Robert 
MACIULLA,  MD,  Louis  J 
MACK,  MD,  Joseph  A 
MACK,  MD,  Theodore  R 
MACKINTOSH,  MD.  Alan 
MACMANUS.  MD.  Quentin 
MACMILLAN,  MD,  Ralph  Victor 
MACON.  MD.  Edward  Malcolm 
MACYS,  MD,  Joseph  R 
MADDOCK,  MD,  Robt  Kent 
MADDOX,  MD,  Joseph  Edward 
MADGE,  MD,  Gordon  Evans 
MADONIA,  MD.  Eugene  C 
MAFFEY,  MD,  Ralph  B 
MAGANIAS,  MD.  Nicholas  H 
MAGEE  JR,  MD.  William  P 
MAGEE,  MD,  Archibald  Carter 
MAGIER,  MD.  Nina  G 
MAGNANT,  MD,  Geo  Arthur 
MAGNESS  II,  MD,  Alfred  P 
MAGPOC,  MD.  Norma  SO 
MAGRUDER,  MD,  Roger  G 
MAHAN.  MD.  Jack  Delano 
MAHIN,  MD,  Harry  Paul 
MAHINI  III,  MD.  Abraham 
MAHINPOUR,  MD.  Siavash 
MAIER,  MD,  John  Gail 
MAILLIS,  MD.  Maxwell  Sherwood 
MAINE,  MD,  Charles  P 
MAIZELS,  MD.  Max  Sam 
MAJEWSKI,  MD.  Allen  David 
MAJOR,  MD,  Mary  Jane 
MAKAROWSKY,  MD,  Eugene 
MALCOLM,  MD,  Bradley  Scott 
MALDONADO,  MD.  Luis  Gonzalo 
MALEK,  MD  Nabil  Shehata  Rizk 
MALIN,  MD,  Wendell  Eugene 
MALKA,  MD,  Jeffreys 
MALLARE,  MD.  Melchor  Pulido 
MALONE,  MD,  G Dwight 
MALONE,  MD,  Jonathan  K 
MALONEY,  MD.Wm  F 


Tri-County 

Albemarle 

Alexandria 

Alexandria 

Albemarle 

Arlington 

Alexandria 

Richmond 

Virginia  Beach 

Prince  William 

Danville 

Fairfax 

Lynchburg 

Fairfax 

Prince  William 

Roanoke 

Alexandria 

Out  Of  State 

Norfolk 

Southwest  Va 

Virginia  Beach 

Norfolk 

Richmond 

Fredericksburg 

Roanoke 

Norfolk 

Norfolk 

Alexandria 

Hanover 

Virginia  Beach 

Richmond 

Richmond 

Out  Of  State 

Franklin 

Roanoke 

Out  Of  State 

Alexandria 

Fredericksburg 

Southwest  Va 

Roanoke 

Alexandria 

Southside  Va 

Norfolk 

Fredericksburg 

Portsmouth 

Arlington 

Tri-County 

Bedford 

Roanoke 

Wise 

Southwest  Va 

Northern  Va 

Fairfax 

Buchanan 

Fairfax 

Franklin 

Fairfax 

Richmond 

Franklin 

Lynchburg 

Arlington 


Augusta 

Albemarle 

Out  Of  State 

Northern  Va 

Richmond 

Richmond 

Prince  William 

Portsmouth 

Out  Of  State 

Fredericksburg 

Halifax 

Northern  Va 

Fredericksburg 

Arlington 

Tazewell 

Richmond 

Fairfax 

Fairfax 

Richmond 

Fairfax 

Richmond 

Norfolk 

Northern  Va 

Richmond 

Patrick-Henry 

Out  Of  State 

Fairfax 

Norfolk 

Out  Of  State 

Roanoke 

Fairfax 

Norfolk 

Virginia  Beach 

Albemarle 

Norfolk 

Portsmouth 

Tri-County 

Alexandria 

Fairfax 

Fairfax 

Wise 

Richmond 

Lynchburg 

Fairfax 

Richmond 

Lynchburg 

Out  Of  State 

Out  Of  State 

Southwest  Va 

Fairfax 

Danville 

Williamsburg 

Rockingham 

Out  Of  State 


MALPANI,  MD,  Kalidas  Damodar 
MALTA,  MD,  Vito  J 
MALTESE,  MD,  Frances  Anna 
MAMANA.  MD,  John  Philip 
MANALO  JR,  MD,  Buenaventura 
MANALO,  MD.  BayamL 
MANCUSO,  MD  Frank  Smith 
MANDANIS,  MD,  JohnP 
MANDEL,  MD.  Michael  David 
MANDELSTAMM  MD  Maria  T 
MANDES,  MD.  Thos  Constantine 
MANETZ,  MD,  Charles  E 
MANGOLD.  MD.  Harry  Armstrong 
MANGRAVITI,  MD.  Joseph  J 
MANGUIKIAN  JR  , MD,  Dertad 
MANGUS,  MD,  Julian  Edward 
MANGUS,  MD.  Lewis  E 
MANHEIM  MD.  Arnold 
MANICKAVASAGAR.  MD.  Marie  J 
MANICKAVASAGAR,  MD.  S 
MANLAPAZ,  MD.  Carolina  Paredes 
MANLEY  JR,  MD.  Walter  F 
MANLEY,  MD.  Walter  F 
MANN,  MD,  Dean  Le  Mar 
MANN,  MD,  Geoffrey  T 
MANN,  MD.  James  Packard 
MANN.  MD.  Robt  Fletcher 
MANNING,  MD,  Preston  Cocke 
MANOHARAN  III,  MD,  Edakandiyil 
MANSFIELD.  MD,  John  Bristow 
MANSON,  MD,  R Campbell 
MANWARING,  MD,  John  Laurence 
MAOURY,  MD,  Stanley  D 
MAPHISJR,  MD,  Frederick  D 
MAPP,  MD.  John  Alfriend 
MAPP,  MD,  JohnR 
MARAKJR,  MD,  Geo  Edward 
MARDER,  MD,  Carey  Miles 
MARESH,  MD,  Chas  Geo 
MARGULIES,  MD.  David  M 
MARINO,  MD,  John  James 
MARION,  MD,  Edward  David 
MARKHAM,  MD.  Harold  Wm 
MARKHAM.  MD,  J David 
MARKHAM,  MD,  Thomas  Carl 
MARKOWITZ  JR,  MD,  Martin 
MARKOWITZ,  MD,  Michael  Paul 
MARKS,  MD,  Frank  Wayland 
MARON,  MD,  Norman  L 
MAROTOJR,  MD.  Felix 
MARSELLA,  MD,  John  Jerry 
MARSHALL  JR.  MD,  Jos  K 
MARSHALL  JR,  MD,  Hubert  A 
MARSHALL,  MD,  Douglas  Lyle 
MARSHALL,  MD,  John  Lyons 
MARSHALL,  MD,  Lawrence  Vinton 
MARSLAND,  MD.  David  Wilson 
MARTEL  JR  , MD.  Leon  Alphonse 
MARTENS  JR,  MD,  Werner 
MARTIN  II,  MD.  Lewis  K 
MARTIN  JR,  MD,  Berkeley  H 
MARTIN  JR,  MD,  Lee  Baldwin 
MARTIN  JR,  MD,  George  W 
MARTIN,  MD,  Arthur  J 
MARTIN.  MD.  Carolyn  Jean 
MARTIN.  MD,  Dean  H 
MARTIN,  MD,  John  Albert 
MARTIN.  MD.  John  Oliver 
MARTIN.  MD,  Lee  B 
MARTIN,  MD.  Moir  Glenwood 
MARTIN,  MD,  Randolph  P 
MARTIN,  MD,  Shirley  S 
MARTIN,  MD.Wm  Leroy 
MARTIN,  MD.Wm  Watkins 
MARTINELLI,  MD.  Maurice  Ivan 
MARTINEZ,  MD,  Camilo  B 
MARTINEZ,  MD,  Horacio  Duarte 
MARTIROSIAN,  MD,  Edward  D 
MARVEN,  MD,  Lee  Jonathan 
MASCARINAS  JR  , MD,  TeofiloC 
MASICA,  MD.  Daniel  N 
MASLOFF,  MD,  James  Irvin 
MASON  JR,  MD,  James  D 
MASON  JR,  MD,  Roy 
MASON,  MD,  Gordon  L 
MASON,  MD,  Joel  A 
MASON,  MD.  Mark  S 
MASRI  MD.  Faiq  Asad 
MASSAD,  MD,  Louis  Benedict 
MASSARO,  MD,  Thomas  A 
MASSEY  III,  MD,  Caleb  R 
MASSEY  III,  MD.  William  Jos 
MASSEY  JR,  MD,  John  Wm 
MASSEY,  MD,  Chas  Webster 
MASSIE,  MD.  F Stantord 
MASSIE,  MD.  Sami  Powell 
MASSIE,  MD.  Wm  Me  Kmnon 
MASTER,  MD,  Sherman 
MASTERSON,  MD,  James  H 
MASTROTA,  MD,  Francis  M 
MATCHETT,  MD.  Robert  M 
MATHERS  JR,  MD.  James  A L 
MATHEWS  JR,  MD,  J Lee 
MATHEWS,  MD,  Emmett  C 
MATHEWS,  MD.  John  Addison 
MATHIAS,  MD,  Jos  E 
MATSON,  MD,  Raymond  Eugene 
MATSUSHIGE  JR  , MD,  Kouichi 
MATTERN,  DO,  John  Q A 
MATTHEWS,  MD,  Richard  Eugene 
MATTHEWS,  MD.  Robt  Geo 
MAUCKJR,  MD.  Henry  P 
MAUCK,  MD,  Robert  H 
MAUCK,  MD  William  R 
MAXEY,  MD,  Ellis  F 
MAY  III,  MD,  James  Terrell 
MAY  JR,  MD.  Virgil  R 
MAY,  MD.  Dean  Francis 
MAY,  MD,  Madge  Nickerson  Dunn 


Arlington 

Northern  Va 

Richmond 

Fairfax 

Norfolk 

Fairfax 

Portsmouth 

Arlington 

Richmond 

Southwest  Va 

Fairfax 

Richmond 

Fairfax 

Out  Of  State 

Fairfax 

Richmond 

Alexandria 

Danville 

Norfolk 

Norfolk 

Fairfax 

Roanoke 

Roanoke 

Fairfax 

Out  Of  State 

Alexandria 

Norfolk 

Augusta 

Wise 

Rockingham 
Richmond 
Fauquier 
Prince  William 
Wise 

Virginia  Beach 

Northampton 

Alexandria 

Fairfax 

Norfolk 

Fairfax 

Northern  Va 

Fairfax 

Culpeper 

Richmond 

Norfolk 

Richmond 

Richmond 

Fredericksburg 

Out  Of  State 

Norfolk 

Danville 

Arlington 

Albemarle 

Northern  Va 

Out  Of  State 

Floyd 

Richmond 

Fairfax 

Norfolk 

Northern  Va 

Richmond 

Arlington 

Richmond 

Fredericksburg 

Out  Of  State 

Fairfax 

Roanoke 

Fairfax 

Arlington 

Southwest  Va 

Albemarle 

Arlington 

Virginia  Beach 

Richmond 

Virginia  Beach 

Danville 

Norfolk 

Richmond 

Virginia  Beach 

Virginia  Beach 

Richmond 

Albemarle 

Southside  Va 

Tri-County 

Virginia  Beach 

Norfolk 

Prince  William 

Tazewell 

Fredericksburg 

Albemarle 

Fredericksburg 

Williamsburg 

Newport  News 

Richmond 

Richmond 

Patrick-Henry 

Lynchburg 

Richmond 

Fairfax 

Fairfax 

Virginia  Beach 

Richmond 

Prince  William 

Richmond 

Lynchburg 

Lynchburg 

Fredericksburg 

Portsmouth 

Newport  News 

Richmond 

Fairfax 

Richmond 

Patrick-Henry 

Richmond 

Newport  News 

Richmond 

Richmond 

Alexandria 

Virginia  Beach 


MAY  MD,  Russell  Leon 
MAY  MD.Wm  Heath 
MAYER.  MD  Andrew  Anthony 
MAYER,  MD.  Walter 
MAYER.  MD  William  Dixon 
MAYERS  JR  MD.  Stanley  P 
MAYES.  MD.  Kenneth  Lee 
MAYO  JR,  MD.  Lemuel  E 
MAYO,  MD,  Alexander  T 
MAYO,  MD.  Fitzhugh 
MAYSONJR,  MD,  Preston  B 
MC  ADAM,  MD,  Richard  Bernard 
MCALLISTER  SR  MD,  Russell 
MCALLISTER,  MD.  John  Eldon 
MC  ALPINE,  MD,  Robt  E 
MCATEER  MD  Gerald  H 
MCAVENEY.  MD  William  J 
MCBRAYERJR,  MD.  Reuben  H 
MCCABE,  MD  WmOtey 
MC  CAHILL,  MD.  Thos  D 
MCCANN.  MD.Wm  John 
MC  CANTS,  MD,  Odell 
MCCARTHY,  MD  William  C 
MCCARTY,  MD.  Dennis  P 
MCCAUSLAND  MD.  Alexander 
MCCLANE,  MD  John  Raymond 
MCCLELLAN,  MD,  Jason  E 
MC  CLUNG  JR,  MD,  Oscar  H 
MC  CLUNG,  MD  John  Houston 
MCCLURE.  MD.Wm  West 
MCCOLLUM,  MD,  Donald  C 
MC  CONAHEY  III,  MD  Wm  M 
MCCORKLE  MD.  Robt  Leroy 
MCCORMICK,  MD.  Hugh  Bernard 
MCCOY,  MD.  Cullen  M 
MCCOY,  MD,  Stephen  Hartzell 
MC  CRAW.  MD,  John  Barry 
MCCREADY,  MD.  Danl  Roy 
MC  CUE  III,  MD.  Frank  C 
MC  CUE  JR  MD.  Howard  M 
MCCUE,  MD.  Carolyn  Moore 
MCCUE,  MD.  Frank  A 
MCCUNE,  MD.  Frederick  K 
MCCUTCHEON  JR  , MD,  Randolph 
MC  DADE,  MD,  John  Patrick 
MCDANIEL  JR.  MD.  Eugene  M 
MCDANIEL,  MD,  James  Lund 
MCDANIEL,  MD.  LeroyS 
MCDANIEL.  MD,  Sami  M 
MCDANIELS.  MD.  L B 
MC  DANNALD  JR  , MD,  Eugene  R 
MC  DONALD,  MD,  Robert  M 
MCDONALD,  MD,  Thos  D 
MCDONOUGH.  MD.  Wm  Wallace 
MC  DOWALL,  MD,  James  Douglas 
MCDOWELL.  MD.  Alice  W 
MCDOWELL,  MD.  Charles  L 
MCDOWELL,  MD.  James  E 
MCENTEE,  MD.  James  Phillip 
MC  ENTEE.  MD  Robt  Bernard 
MC  ENTIRE,  MD.  Wesley  Edward 
MCFADDEN,  MD,  Jos  T 
MCFADDIN.  MD,  James  G 
MC  GAVIN,  MD.Thos  A 
MCGEE  JR,  MD.  James  E 
MCGEHEEJR,  MD,  Read  F 
MCGHEE,  MD,  Judith  F 
MC  GINN,  MD,  James  Sylvester 
MC  GOUGH,  MD.  Thos  F 
MCGOVERN,  MD.  Francis  H 
MCGUIRE  JR,  MD.  Hunter  H 
MCGUIRE,  MD,  Erma  J Marra 
MCGUIRE.  MD,  Lockhart  Bemiss 
MCGUIRE.  MD.Wm  F 
MCGUIRE,  MD.Wm  P 
MC  ILWAINE  III.  MD.Wm  B 
MCINTYRE,  MD.  William  Wallace 
MCKAY  JR,  MD,  James 
MCKEOWN,  MD,  Chas  E 
MCKNELLY,  MD.  Larry  Oren 
MC  LAUGHLIN,  MD  Robert  E 
MCLEAN,  MD.  Walter  C 
MCLEOD,  MD.  Harry  Ronald 
MCMAHON,  MD,  Geo  Jos 
MC  MANUS.  MD.  Reginald  Paul 
MCMULLAN,  MD.  Francis  H 
MC  MURRER  JR  , MD,  James  P 
MCNAMEEJR,  MD.  Edwin  T 
MC  NEELY,  MD,  Irwin  Hollar 
MCNEER.  MD  Paul  Randolph 
MCNEILL,  MD,  Donald  Hanson 
MCQUEEN,  MD,  Robert  C 
MCRAE,  MD.  Marvin  E 
MCVEY,  MD.  James  Hawver 
MCWHORTER,  MD.  W David 
MCWILLIAMS,  MD.  Thos  G 
MCBRIDE,  MD.  Allen  Joseph 
MCCABE.  MD  Dennis  J 
MCCABE.  MD,  Thomas  Ambrose 
MCCARTHY,  MD.  Harry  Smith 
MCCLURE  JR,  MD,  Claude 
MCCLURE,  MD,  Phillip  H 
MCCORMACK,  MD.  Regina  Claire 
MCGEE  JR,  MD.  Francis  E 
MCGLYNN,  MD.  Fred  J 
MCGRATH,  MD,  Francis  J 
MCGROARTY,  MD,  David  John 
MCILWAINE.  MD.  Beniamin  H 
MCLEOD,  MD.  James  William 
MCLINTOCK,  MD  M Gillian 
MCNEER,  MD,  Keith  Wilson 
MCTAMANEY,  MD,  James  Paul 
MEADE  JR.,  MD,  Thomas  S 
MEADOR.  MD.  Blake  W 
MEADOWS,  MD.  James  Charles 
MEDFORD.  MD,  Frank  Eldridge 
MEDSKER,  MD,  Thomas  T 
MEEKS,  MD.  ChasHymerick 
MEEKS,  MD,  Thomas  George 


Fairfax 

Norfolk 

Norfolk 

Richmond 

Norfolk 

Out  Of  State 

Portsmouth 

Portsmouth 

Portsmouth 

Richmond 

Roanoke 

Hampton 

Richmond 

Northern  Va 

Norfolk 

Fairfax 

Fairfax 

Norfolk 

Lynchburg 

Richmond 

Fairfax 

Alexandria 

Prince  William 

Northern  Va 

Roanoke 

Southwest  Va 

Newport  News 

Rockbridge 

Rockbridge 

Fairfax 

Out  Of  State 

Halifax 

Mid-Tidewater 
Newport  News 
Norfolk 
Norfolk 
Norfolk 

Virginia  Beach 

Albemarle 

Richmond 

Richmond 

Tazewell 

Virginia  Beach 

Richmond 

Alexandria 

Out  Of  State 

Northampton 

Richmond 

Norfolk 

Newport  News 

Roanoke 

Rockingham 

Buchanan 

Richmond 

Fairfax 

Southwest  Va 

Richmond 

Southwest  Va 

Richmond 

Richmond 

Richmond 

Norfolk 

Out  Of  State 

Arlington 

Out  Of  State 

Richmond 

Richmond 

Prince  William 

Alexandria 

Danville 

Richmond 

Southwest  Va 

Albemarle 

Southwest  Va 

Northern  Va 

Southside  Va 

Northampton 

Richmond 

Richmond 

Alexandria 

Albemarle 

Albemarle 

Loudoun 

Arlington 

Arlington 

Richmond 

Fairfax 

Patrick-Henry 

Tri-County 

Richmond 

Northern  Va 

Northern  Va 

Out  Of  State 

Tazewell 

Northern  Va 

Arlington 

Richmond 

Fairfax 

Arlington 

Newport  News 

Danville 

Southside  Va 

Albemarle 

Richmond 

Richmond 

Arlington 

Richmond 

Southside  Va 

Mid-Tidewater 

Albemarle 

Richmond 

Richmond 

Virginia  Beach 

Richmond 

Richmond 

Newport  News 

Fredericksburg 

Richmond 

Richmond 
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MEILLER,  MD,  Joan  Mason 

Richmond 

MONROE,  MD.  Willys  Moore 

Richmond 

MURPHY,  MD,  Frank  J 

Fairfax 

MEINCKE,  MD.  David  Lee 

Southwest  Va 

MONTAGUE,  MD.  David  Lee 

Richmond 

MURPHY,  MD.  Geo  Herman 

Northern  Va 

MEISTER.  MD.  Robert  Jay 

Arlington 

MONTAGUE,  MD.  John  W 

Richmond 

MURRAY,  MD,  Gary  C 

Out  Of  State 

MELCHIONNA,  MD,  Olm  Richard 

Roanoke 

MONTEIRO,  MD.  IldefonsoC 

Richmond 

MURRAY  MD,  John  A 

Tri-County 

MELLA,  MD,  Barbara  A 

Fairfax 

MONTERO,  MD,  Juan  Murillo 

Portsmouth 

MURRAY,  MD,  Kevin  Patrick 

Norfolk 

MELLETTE,  MD,  M Susan  Jackson 

Richmond 

MONTGOMERY.  MD.  Howard  Arthur 

Albemarle 

MURRAY,  MD,  Patricia 

Arlington 

MELMED,  MD.  Allan  Stanley 

Fairfax 

MONTOYA,  MD.  Gregory  R 

Portsmouth 

MURRAY,  MD,  Robt  Louis 

Roanoke 

MELNICK,  MD.  Irving 

Danville 

MOODY,  MD.  Wm  Edward 

Albemarle 

MURRELL  JR,  MD,  Thos  W 

Richmond 

MELONI,  MD.  Chas  Robt 

Alexandria 

MOON  JR,  MD.  Cary  Nelson 

Albemarle 

MURTHY.  MD,  G S 

Southside  Va 

MELTON  III,  MD.  John  Wesley 

Out  Of  State 

MOON,  MD,  Sung  Kil 

Arlington 

MURTHY,  MD.  PapaiahS 

Virginia  Beach 

MELTON,  MD  Harvey  Edward 

Northern  Va 

MOON,  MD.  Young  Ho 

Alexandria 

MURTHY.  MD,  YelamehS 

Tazewell 

MELZIG,  MD.  Eric  Perry 

Richmond 

MOON.  MD,  Young  Sun 

Alexandria 

MUSGRAVE,  MD.  Joseph  Walker 

Williamsburg 

MENDEZ,  MD,  Hedley  Norman 

Hampton 

MOONEY,  MD,  Joseph 

Albemarle 

MUSGRAVE,  MD.  Robert  E 

Danville 

MENDEZ,  MD.  Manuel  Diaz 

Richmond 

MOORE  II , MD.  Frederic  Potts 

Richmond 

MYAING,  MD.  Alfred  C 

Fairfax 

MENDOZA,  MD,  Jesse  T 

Southside  Va 

MOORE  III,  MD.  D Parker 

Richmond 

MYERS,  MD,  Boyd  Douglas 

Fairfax 

MENENDEZ  III,  MD  Remaldo 

Southside  Va 

MOORE  III,  MD  James  Merton 

Alexandria 

MYERS,  MD,  DonaldS 

Alleghany 

MENK.  MD.  KarIF 

Augusta 

MOORE  JR  , MD,  Chimer  Davis 

Southwest  Va 

MYERS,  MD,  John  Baggarly 

Chesapeake 

MENSCH.  MD  Arthur  H 

Fairfax 

MOORE  JR  , MD,  De  Saussure  P 

Southside  Va 

MYERS,  MD.  Lynne  Beth  Davis 

Arlington 

MERCER,  MD.  H Richard 

Richmond 

MOORE,  MD.  Alfred  Andrew  D 

Norfolk 

MYINT,  MD,  Maung  T 

Tri-County 

MEREDITH  II,  MD,  George  Minor 

Norfolk 

MOORE,  MD.  Dorothy  Diehl 

Southside  Va 

MYLES,  MD,  John  Turpin 

Newport  News 

MEREDITH  JR,  MD.  H Clarkson 
MERKER,  MD.  Frank  F 
MERLE-IGNACIO,  MD,  Eleodora  C 

Norfolk 
Southwest  Va 
Norfolk 

MOORE.  MD,  Earle  Winston 
MOORE,  MD,  Ernest  Eugene 
MOORE,  MD,  Geo  Robt 

Southside  Va 
Tazewell 
Northern  Va 

N 

MERO,  MD.  James  Hill 
MERRICK,  MD,  H Curtiss 

Fairfax 

MOORE,  MD,  George 
MOORE,  MD,  Grover  L 

Northern  Neck 
Portsmouth 

NACCASH,  MD,  Edmund  P 

Arlington 

Richmond 

MOORE,  MD,  Kermit  J 

Southside  Va 

NACHAJSKI,  MD.  Peter  John 

Alexandria 

METZGER,  MD.  Arthur  Zelig 

Fairfax 

MOORE,  MD.  Michael  Allan 

Danville 

NACHMAN  MD.  Herman  M 

Richmond 

MEWBORNE,  MD,  Edward  B 

Newport  News 

MOORE,  MD,  Michael  Judson 

Roanoke 

NADLER,  MD,  Joel  Bruce 

Alexandria 

MEYER,  MD.  JulienH 

Roanoke 

MOORE,  MD.  Patrick  David 

Newport  News 

NAFZINGER,  MD,  Moses  Le  Roy 

Prince  William 

MEYER.  MD,  Michael  B 

Roanoke 

MOORE,  MD,  Peter  V 

Out  Of  State 

NAGLER  III.  MD.  Benedict 

Lynchburg 

MEYER,  MD.  Russel 

Virginia  Beach 

MOORE,  MD.  Ralph  Wm 

Fairfax 

NAHORMEK,  MD.  Patricia  A 

Hampton 

MEYERHOFF.  MD.  Geo  Edward 

Richmond 

MOORE,  MD,  Ray  A 

Southside  Va 

NAKANDAKARI,  MD.  Masao 

Wise 

MEYERS,  MD,  John  Fredrick 

Richmond 

MOORE,  MD,  Robert  Patrick 

Richmond 

NAKONECZNA,  MD.  Irene 

Richmond 

MICHAEL,  MD.  Carlton  A 

Southwest  Va 

MOORE-HINES,  MD,  Sylvia  B 

Norfolk 

NALLS  III,  MD,  Cecil  A 

Richmond 

MICHAUX,  MD.  Richard  A 

Richmond 

MOORMAN  JR  MD,  John  Hope 

Patrick-Henry 

NALLS,  MD,  Walter  L 

Alexandria 

MICHENER,  MD.  Frank  Ervme 

Alexandria 

MORALES,  MD,  Lawrence  R 

Norfolk 

NANDEDKAR,  MD,  Meenakshi  A 

Out  Of  State 

MICOU,  MD.  Lewis  A 

Rockbridge 

MORAN,  MD,  Thos  James 

Danville 

NAPIER,  MD,  Dennis  Lee 

Hampton 

MIDDLETON  JR.  MD.  Paul 

Richmond 

MORENO,  MD,  Leopold  SD 

Norfolk 

NARANJO,  MD,  Jorge  A 

Tri-County 

MIDIS,  MD,  PanosM 

Richmond 

MOREY,  MD,  Dennis  A J 

Richmond 

NASE,  MD,  Harold  Wallace 

Southside  Va 

MIERJR.  MD.  JoseF 

Danville 

MORGAN  II,  MD,  Rees 

Out  Of  State 

NASH,  MD,  Beverly  W 

Rockingham 

MIHALYKA,  MD.  Eugene  E 

Northampton 

MORGAN  III,  MD,  Walter  Edward 

Southside  Va 

NASSAN,  MD,  Z M 

Out  Of  State 

MIKHAIL.  MD,  Eva  Labib 

Fairfax 

MORGAN  JR,  MD.  ElmaA 

Portsmouth 

NASSEF,  MD,  George  Joseph 

Out  Of  State 

MIKSZEWSKI,  MD,  Jerold 

Arlington 

MORGAN,  MD.  Elizabeth 

Fairfax 

NASSIF,  MD,  Ramzyl 

Tazewell 

MILAM,  MD.  John  Holloway 

Northern  Va 

MORGAN,  MD.  James  L 

Portsmouth 

NASSIF  MD,  Samil 

Tazewell 

MILAM,  MD,  Jos  Walton 

Danville 

MORGAN,  MD,  John  Edward 

Roanoke 

NASSIRI.  MD,  SaeedK 

Richmond 

MILANOVICH,  MD.  Robt  Anthony 

Lynchburg 

MORGAN,  MD.  Snead  Wesley 

Southwest  Va 

NATALIO,  MD.  Nestor  Fuentes 

Portsmouth 

MILES.  MD.  Robt  Milton 

Lynchburg 

MORGENSTERN,  MD  Jack  Arnold 

Richmond 

NATHE,  MD,  James  Edward 

Augusta 

MILLER  JR,  MD.  Edward  Dormg 

Albemarle 

MORIARTY.  MD.  James  J 

Alexandria 

NATVIG,  MD,  Ralph  Andreas 

Richmond 

MILLER  JR.  MD  Harold  W 

Northern  Va 

MORJARIA,  MD  MukundM 

Arlington 

NAUMAN.  MD,  StevenS 

Richmond 

MILLER  JR,  MD,  Grayson  Brownlee 

Richmond 

MOROJR,  MD,  Michael 

Virginia  Beach 

NAURATH,  MD,  Rudolph  Jos 

Newport  News 

MILLER,  MD,  A Larry 

Fairfax 

MORRIS  III,  MD,  James  Culvm 

Roanoke 

NAVANI,  MD,  Shiv 

Wise 

MILLER,  MD.  Alfred  Beni 

Norfolk 

MORRIS  III,  MD.  JohnR 

Albemarle 

NAVARRO  JR.,  MD,  Ramon  G. 

Norfolk 

MILLER,  MD,  Calvin  Lewis 

Southwest  Va 

MORRIS  JR.  MD.  John  Richard 

Albemarle 

NAVID,  MD,  Ebrahim 

Arlington 

MILLER,  MD.  Charles  W 

Albemarle 

MORRIS  JR  MD.  JohnS 

Lynchburg 

NAYLOR,  MD,  Wm  Talbott 

Norfolk 

MILLER,  MD.  Chas  Harner 

Northern  Va 

MORRIS,  MD,  Albert  W 

Augusta 

NEAL  JR,  MD,  John  J 

Danville 

MILLER,  MD.  Chas  S 

Rockingham 

MORRIS.  MD,  David  L 

Albemarle 

NEAL  JR,  MD,  M Pinson 

Richmond 

MILLER.  MD  Chas  Valentine 

Fredericksburg 

MORRIS,  MD,  JLeon 

Albemarle 

NEAL,  MD,  Berryman  Voss 

Newport  News 

MILLER,  MD.  Donald  Harner 

Norfolk 

MORRIS,  MD,  John  Franklin 

Lynchburg 

NEAL.  MD,  Richard  King 

Norfolk 

MILLER,  MD.  Edith  1 

Southside  Va 

MORRIS,  MD,  John  Robt 

Virginia  Beach 

NEAL.  MD,  Roger  Dale 

Southwest  Va 

MILLER.  MD,  Geo  Francis 

Alexandria 

MORRIS,  MD,  Laura  G 

Chesapeake 

NEDELCOVYCH,  MD.  Sava  M 

Fairfax 

MILLER,  MD.  Ira  David 

Virginia  Beach 

MORRIS,  MD,  Richard  Louis 

Virginia  Beach 

NEEFE.  MD,  Dana  Lynne 

Arlington 

MILLER.  MD.  Irvin  S 

Alexandria 

MORRIS,  MD,  Thos  Ellsworth 

Newport  News 

NEFF.  MD,  Roberts 

Norfolk 

MILLER,  MD,  James  Qumter 

Albemarle 

MORRIS,  MD,  Willie  Herman 

Lynchburg 

NEIDLINGER,  MD,  Robt  Walter 

Fairfax 

MILLER,  MD.  James  Wesley 

Richmond 

MORRISON,  MD,  A Glenn 

Rockingham 

NEISSER,  MD.  Herbert  H 

Newport  News 

MILLER,  MD,  Jess  Peck 

Newport  News 

MORRISON,  MD,J  Donald 

Hampton 

NEJAD.  MD,  Ghassem  A 

Fairfax 

MILLER,  MD.  John  Alfred 

Fairfax 

MORRISON,  MD.  Richard  Martin 

Out  Of  State 

NELSON,  MD.  Bobby  Wayne 

Richmond 

MILLER,  MD  John  Milton 

Roanoke 

MORRISON,  MD,  Robt  Lord 

Out  Of  State 

NELSON,  MD,  C M Kmloch 

Richmond 

MILLER,  MD,  Jonathan  W 

Norfolk 

MORRISS,  MD  Frances  C 

Augusta 

NELSON,  MD,  Kinloch 

Richmond 

MILLER,  MD,  Maurice  M 

Norfolk 

MORRISSETT,  MD.  Leslie  E 

Richmond 

NELSON,  MD,  Lawrence  Merle 

Lynchburg 

MILLER,  MD,  Michael  J 

Richmond 

MORRISSETTE  111,  MD,  Wm  P 

Richmond 

NELSON,  MD,  Pierce  Danl 

Wise 

MILLER.  MD,  Murray  Culbertson 

Virginia  Beach 

MORRISSETTE,  MD,  W P 

Richmond 

NELSON,  MD,  William  R 

Out  Of  State 

MILLER,  MD,  Pauli 

Prince  William 

MORRISSEY,  MD.  Wm  Fitzgerald 

Arlington 

NEMUTH,  MD,  Harold  Isaac 

Richmond 

MILLER,  MD,  Richard  B 

Augusta 

MORTON  II,  MD,  C Bruce 

Albemarle 

NESBITT,  MD.  Isaac  Floyd 

Newport  News 

MILLER,  MD.  Richard  H 

Norfolk 

MORTON,  MD,  Robert  E 

Fairtax 

NETTO,  MD,  1C  Vernon 

Tri-County 

MILLER,  MD,  Ronald  Edward 

Southside  Va 

MORTON,  MD,  Robt  A 

Norfolk 

NEU,  MD.  Robt  Bernard 

Arlington 

MILLER,  MD.  Sami  E 

Albemarle 

MOSBYJR,  MD,  Robt  Thos 

Virginia  Beach 

NEVIASER,  MD.  Thomas  J 

Fairfax 

MILLER,  MD.  Scott  Arnold 

Norfolk 

MOSCA,  MD,  Alton  Bernard 

Albemarle 

NEVIN,  MD,  James  Edmonson 

Danville 

MILLER,  MD.  Stage  Edmund 

Northern  Va 

MOSCHELLA  III,  MD,  Ralph 

Alexandria 

NEVINS,  MD,  Kerry  Francis 

Newport  News 

MILLER,  MD.  Terry  Oliver 

Lynchburg 

MOSELEY,  MD,  Chas  Hilary 

Southside  Va 

NEWBY  MD.  John  Gregory 

Portsmouth 

MILLS  JR,  MD,  James  D 

Alexandria 

MOSELEY,  MD.  Richard  Hopkins 

Newport  News 

NEWMAN,  MD,  Cyril 

Portsmouth 

MILLS.  MD.  Julia  Hines 

Richmond 

MOSELY.  MD,  Linda  Hays 

Arlington 

NEWMAN,  MD,  Eugene  Michael 

Richmond 

MINARIK,  MD,  Harry  J 

Roanoke 

MOSKOWITZ,  MD.  Edward  J 

Southwest  Va 

NEWSOME  JR,  MD,  HeberH 

Richmond 

MINEIRO,  MD,  LuizEG 

Alleghany 

MOSQUERA,  MD.  Guillermo 

Norfolk 

NEWTON,  MD.  Richard  Milton 

Roanoke 

MINICHAN.  MD,  David  Parrish 

Roanoke 

MOSS,  MD,  Burton  Alan 

Norfolk 

NGAU.  MD.  Curtis  A 

Fairfax 

MINOR.  MD.  Geo  Ridgway 

Albemarle 

MOSS,  MD,  James  Mercer 

Alexandria 

NGO,  MD,  Thuan  Dmh 

Arlington 

MINOR,  MD,  Philip  Lee  Allen 

Richmond 

MOSS,  MD.  Lloyd  F 

Fredericksburg 

NIAZI,  MD,  Saifullah  Khan 

Richmond 

MIRANDA,  MD,  Prospero  M 

Wise 

MOSS,  MD.  Morton  Lionel 

Fairfax 

NICHOLLS,  MD,  Richard  B 

Norfolk 

MIRCZAK,  MD,  John  Arnold 

Virginia  Beach 

MOTER,  MD,  Lawrence  Russell 

Fredericksburg 

NICHOLS,  MD,  David  B 

Northern  Neck 

MIRMELSTEIN,  MD.  Alvin  B H 

Newport  News 

MOTLEY,  MD.  Virgil  Atwell 

Southwest  Va 

NICHOLSON  III,  MD,  Wm  H 

Rockingham 

MIRMIRANI  III.  MD.  Nooreddm 

Alexandria 

MOTOS,  MD,  Ramon  A 

Tazewell 

NICHOLSON  JR  MD.  Chas  T 

Mid-Tidewater 

MISKIMON,  MD  RoblM 

Richmond 

MOTT,  MD.  Howard  0 

Arlington 

NICKERSON,  MD.  Chas  Wm 

Newport  News 

MISTR,  MD,  Ernest  Noel 

Southwest  Va 

MOUROT,  MD,  Arthur  J 

Alexandria 

NICKLAY,  MD,  James  Thomas 

Fairfax 

MITCHELL  JR,  MD.  John  Wayne 

Prince  William 

MOZLEY,  MD,  Paul  David 

Out  Of  State 

NICKLIN  JR  , MD,  Walters 

Fauquier 

MITCHELL  JR,  MD,  Robt  E 

Richmond 

MROCZEK,  MD.  William  J 

Fairfax 

NIDIFFER,  MD.  Gordon  Gray 

Out  Of  State 

MITCHELL  JR,  MD.  Robert  Elmer 

Virginia  Beach 

MUELLER,  MD,  Dawn  Grigg 

Richmond 

NIGROJR,  MD,  Michael  F 

Alexandria 

MITCHELL,  MD,  Arthur  V 

Arlington 

MUELLER.  MD.  John  M 

Richmond 

NIGRO,  MD,  Bernard  Angelo 

Alexandria 

MITCHELL.  MD,  Geo  Stanley 

Newport  News 

MUELLER,  MD , Karl  H 

Fairfax 

NILES,  MD,  Richard  Allen 

Lynchburg 

MITCHELL,  MD,  Robt  Hartwell 

Out  Of  State 

MUHLENDORF,  MD.  Ivan  Kenneth 

Norfolk 

NIMS.  MD,  Linda  Park 

Fairfax 

MITCHELL,  MD.  Walton  F 

Roanoke 

MULLEN,  MD,  Jos  Terrance 

Norfolk 

NIPE,  MD,  Geo  Maynard 

Rockingham 

MITSOPOULOS,  MD,  Peter  M 

Out  Of  State 

MULLER  JR,  MD,  Wm  H 

Albemarle 

NIRMUL,  MD,  Ganesh 

Tri-County 

MLADICK,  MD,  Richard  Anthony 

Virginia  Beach 

MULLER,  MD.  John  Garrett 

Richmond 

NIRMUL,  MD,  Josodera 

Tri-County 

MODABER,  MD.Parviz 

Culpeper 

MULLIGAN,  MD.  Edward  K 

Northern  Va 

NIRSCHL,  MD,  Robert  P 

Arlington 

MOFFATT,  MD.  Thomas  Lee 

Richmond 

MULLINS,  MD  Maurice  Francis 

Richmond 

NISKANEN,  MD,  EeroOlavi 

Albemarle 

MOGA,  MD.  David  B 

Albemarle 

MULLINS,  MD.  William  J 

Newport  News 

NOEL,  MD,  Roger  A 

Fairfax 

MOGHTADER,  MD.  All 

Prince  William 

MULVANEY,  MD,  Richard  Jos 

Fairfax 

NOER,  MD.  HRolt 

Alexandria 

MOHAGHEGHI,  MD,  Hassan 

Richmond 

MUNDY,  MD,  Chas  B 

Fredericksburg 

NOFSINGER,  MD,  Dennis  E 

Wise 

MOHAPI.  MD,  Edith 

Arlington 

MUNOZ,  MD,  Anthony  Jos 

Southside  Va 

NOGI,  MD.  Jay 

Richmond 

MOHLERJR,  MD.DanIN 

Albemarle 

MUNOZ,  MD,  Hector  M 

Portsmouth 

NOLAN,  MD,  Donald  Barry 

Roanoke 

MOINFAR.  MD,  Mohamad  Reza 

Fairfax 

MUNSEY,  MD,  Franklin  Albert 

Out  Of  Stale 

NOLAN,  MD,  JohnJ 

Arlington 

MOIR,  MD,  Wm  Maryon 

Roanoke 

MUNSIE,  MD,  Wm  Johnson 

Fredericksburg 

NOLAN,  MD,  Stanton  Peelle 

Albemarle 

MOLCHON,  MD.  Andrew  B 

Alexandria 

MUNTERS,  MD,  Manfreds 

Alexandria 

NOLAND  JR,  MD,  Eugene  Blackford 

Roanoke 

MOLINA.  MD,  Galileo  T 

Tazewell 

MUNTHALI,  MD,  ED 

Tri-County 

NOLD,  MD,  Ralph  John 

Norfolk 

MOLLEN,  MD,  Edward  Leigh 

Richmond 

MURATORIO,  MD.  Jose  Luis 

Fairfax 

NOLLEY.  MD,  Eugene  Davis 

Augusta 

MONAHAN,  MD.  Lawrence  Keith 

Roanoke 

MURDENJR,  MD.  Ernest  Aubrey 

Portsmouth 

NORFLEET,  MD,  Ben)  Elliott 

Newport  News 

MONAHAN,  MD.  Martin  Francis 

Southwest  Va 

MURENJR,  MD,  Orhan 

Richmond 

NORFLEET,  MD,  Stephen  M 

Newport  News 

MONCURE,  MD,  Wm  B 

Richmond 

MURGOLO,  MD,  Vito  J 

Out  Of  State 

NORMENT  MD,  Robt  L 

Arlington 

MONDALL  JR  , MD  Philip 

Arlington 

MURIAS,  MD,  Juan  L Suarez 

Fairfax 

NORRIS,  MD.  Wm  Templeton 

Roanoke 

MONI,  MD,  KN 

Virginia  Beach 

MUROW,  MD,  Raymond  J 

Fairfax 

NOTES,  MD,  David  Raymond 

Fairfax 

MONIZJR,  MD.  Albert 

Fairfax 

MURPHY  JR,  MD.  Wm  F 

Norfolk 

NOTTINGHAM  III.  MD.  Clifford 

Roanoke 

NOTTINGHAM  JR  , MD.  Maurice 
NOVAK,  MD,  John  Goodman 
NOVAK,  MD.  Sami  M 
NOVELLO,  MD,  Antonia  Coello  F 
NOVO,  MD,  Antonio  Miguel 
NOVOA,  MD.  Ralph  Ruiz 
NOWELL,  MD,  John  Francis 
NUARA.  MD.  Jos  Carl 
NUCKOLS,  MD.  John  Thomas 
NUCKOLS,  MD,  WmAndy 
NUNEZ,  MD.  Santiago 
NUNLEY  JR,  MD.  Wallace  C 
NUNLEY,  MD.  Wallace  Clay 
NUSSJR,  MD.  Donald 
NUTTER,  MD,  Paul  James 
NYE,  MD.  Glenn  Carlyle 


0 

0 BRIAN  JR.  MD.  Leland  Ray 
OBRIEN,  MD.  Clyde  G 
OBRIEN,  MD.  David  Chas 
OBRIEN.  MD.  John  Patrick 
0 CONNELL,  MD,  Clifford  T 
0 CONNELL,  MD,  Patrick 
0 CONNOR,  MD.  Frank  Jos 
0 DONNELL,  MD.  Robt  Jos 
OHANLAN.  MD.  JosTreacy 
0 NEILL,  MD,  Thos  Michael 
O BANNON111,  MD,  John  Maurice 
O’BRIEN,  MD,  Thos  Edward 
O'CONNOR,  MD,  John  J 
O'DONNELL,  MD.  Philip 
O'DONNELL,  MD.  Philip  J 
O’DWYER  JR,  MD.  Andrew  J 
O'NEILL,  MD.  Thomas  J 
O'REGAN,  MD,  Maureen 
OAST,  MD,  FredF 
OATES  III,  MD,  James  Franklin 
OBENSCHAIN,  MD.  Margaret  B 
OBER,  DO.  Vincent  Hides 
OBERHEU,  MD.  Victor 
OBERHOFF.  MD,  Peter 
OCAMPO,  MD,  Alexander  T 
OCEAN,  MD,  Ronald  Hugh 
OCHSNER  III.  MD.  Frederick  C 
ODEND'HAL  IV,  MD,  Fortune 
ODIAGA,  MD.  Carlos  E 
OELRICH,  MD,  Wm  Lyle 
OGDEN,  MD,  Williams 
OGLE,  MD,  Rosa  Christiane 
OGLESBY  SR  , MD,  F Elliott 
OKAIL,  MD,  KamalK 
OKSANEN,  MD,  Owen  David 
OLD  III,  MD,  Wm  Whitehurst 
OLD  JR,  MD.  Levi 
OLDHAM,  MD,  Dwight  S 
OLDMIXON,  MD.  Willard  J 
OLICHNEY,  MD.  Michael  Jos 
OLIFF,  MD,  Geo  Anthony 
OLINGER,  MD,  David  Phlegar 
OLIVER  JR,  MD,  Cap  H 
OLIVER  JR,  MD.  Geo  Jeffries 
OLIVER,  MD,  Keith  Millner 
OLSHANSKY,  MD,  Kenneth 
OLSON  JR,  MD.  John  Robt 
OLSSON,  MD,  Shirley  Anne  C 
ONDER,  MD.  Mehmet  Harm 
ONSANIT,  MD.  Tawachai 
OOGHE,  MD,  Robt  Barksdale 
OPAL,  MD.  John  A 
OPPENHIMER,  MD.  Wm  Mayo 
OPPLEMAN,  MD.  Herman  F 
OPPLEMAN,  MD,  Leslie  Barri 
ORBETA,  MD,  Nelia  Anarna 
ORDONEZ,  MD,  Mario  Andres 
ORLANDO,  MD,  Michael  M 
ORLOSKY,  MD,  Albert  J 
ORMANDY,  MD.  Laszlo 
ORR,  MD,  Robert  Alden 
ORR,  MD,  Wm  King 
ORSINGER,  MD,  Wm  Hubert 
OSHEROFF,  MD.  Raphael  J 
OSHINSKY,  MD,  Arnold  L 
OSSOFSKY,  MD,  Helen  Johns 
OSTER,  MD,  Niels  Henrik 
OSTROFF,  MD,  Edward  Ben) 
OSWAKS,  MD.  Roy  Michael 
OTTE,  MD,  Ray  Chas 
OVERCASH.  MD,  Kelly  Ennis 
OVERCASH.  MD.  Wm  E 
OVERTON,  MD.  Eugene  Willis 
OVERTON,  MD.  Thos  P 
OWEN  JR,  MD.  Duncan  Shaw 
OWEN  JR.  MD.  Fletcher  Bailey 
OWEN  JR,  MD.  Heth 
OWEN  JR,  MD,  John  Atkinson 
OWEN,  MD,  Earl  Tracy 
OWEN,  MD,  John  Thos 
OWENS  JR,  MD.  Leycester 
OWENS  JR,  MD,  Maurice  B 
OWENS,  MD.  Beryl  Henry 
OWENS.  MD.  Joanna  Maiden 
OWENS,  MD,  RichardS 
OWNBYJR,  MD,  Ralph 
OXENHANDLER,  MD.  Donald  C 
OZBERKMEN,  MD,  Vacit  Y 
OZINAL  MD.  Hasan  Gungor 
OZINAL,  MD.UIku 


P 


PACKER,  MD.  Bernard  D 
PACKER,  MD.  Gerald  A 
PADGETT,  MD.  Thos  E 
PAGE,  MD,  Maysville  J Owens 
PAGE,  MD.  Myron  E 
PAGE,  MD.  Sidney  G 
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Richmond 

Lynchburg 

Alexandria 

Fairtax 

Richmond 

Newport  News 

Fairfax 

Richmond 

Richmond 

Sputhwest  Va 

Richmond 

Albemarle 

Alleghany 

Norfolk 

Fredericksburg 

Norfolk 


Lynchburg 

Southside  Va 

Portsmouth 

Richmond 

Hampton 

Northern  Va 

Virginia  Beach 

Fairfax 

Augusta 

Fairfax 

Richmond 

Fairfax 

Alexandria 

Southside  Va 

Northern  Va 

Tri-County 

Danville 

Arlington 

Roanoke 

Richmond 

Roanoke 

Norfolk 

Danville 

Fairfax 

Fairfax 

Prince  William 

Lynchburg 

Prince  William 

Fairfax 

Norfolk 

Danville 

Augusta 

Richmond 

Arlington 

Northern  Va 

Rockbridge 

Norfolk 

Lynchburg 

Fairfax 

Fredericksburg 

Richmond 

Tazewell 

Arlington 

Williamsburg 

Loudoun 

Richmond 

Hampton 

Mid-Tidewater 

Fairfax 

Virginia  Beach 

Albemarle 

Prince  William 

Richmond 

Richmond 

Norfolk 

Norfolk 

Alexandria 

Fauquier 

Arlington 

Fairfax 

Loudoun 

Augusta 

Arlington 

Alexandria 

Fairfax 

Fairfax 

Mid-Tidewater 

Portsmouth 

Virginia  Beach 

Hampton 

Danville 

Danville 

Fairfax 

Richmond 

Richmond 

Richmond 

Richmond 

Albemarle 

Lynchburg 

Richmond 

Out  Of  State 

Richmond 

Lee 

Hanover 

Roanoke 

Richmond 

Alexandria 

Fairfax 

Orange 

Orange 


Richmond 

Williamsburg 

Portsmouth 

Richmond 

Hampton 

Richmond 


641 


44 


PAINE  JR,  MD,  Robt  Edward 

Roanoke 

PERESLENY.  MD,  Vendel  1 

Fredericksburg 

POWELL,  MD,  Betty 

Northern  Neck 

PAINE,  MD,  WilmerH 

Albemarle 

PEREZ  III,  MD,  Antonio 

Southwest  Va 

POWELL,  MD.  Douglas  0 

Newport  News 

PAINTER,  MD,  John  W 

Fredericksburg 

PEREZ,  MD,  Ana  Maria 

Southwest  Va 

POWELL,  MD,  James  H 

Southside  Va 

PAINTER,  MD  Wm  Edward 

Lynchburg 

PEREZ,  MD,  Eugene  Reyes 

Out  Of  State 

POWELL,  MD  John  David 

Out  Of  State 

PAINTER,  MD,  Wm  Graham 

Augusta 

PEREZ,  MD,  Jose  Ramon 

Rockingham 

POWELL,  MD,  John  Gary 

Lynchburg 

PAK,  MD,  YongKun 

Richmond 

PEREZ,  MD,  JustoT 

Richmond 

POWELL,  MD,  Kenneth  A 

Lynchburg 

PALACIOS,  MD,  Henry  John 

Fairfax 

PEREZ,  MD,  RupertoE 

Danville 

POWELL,  MD.  Robt  Gilliam 

Hanover 

PALAT.  MD,  MeeraK 

Norfolk 

PERINI,  MD,  Clinton  J 

Southside  Va 

POWELL,  MD,  Stanley  H 

Portsmouth 

PALMER,  MD,  Allred  Monroe 

Arlington 

PERKINS,  MD,  Edward  W 

Richmond 

POWELL,  MD,  Unity  Monger 

Alleghany 

PALMER,  MD,  Edwin  J 

Out  Of  State 

PERKINS,  MD.  Marvin  E 

Roanoke 

POWERS  JR,  MD,  Thos  Jefferson 

Williamsburg 

PALMER,  MD,  Richard  E 

Alexandria 

PERKINS,  MD,  Paul  Henmg 

Augusta 

POWERS,  MD,  Paxton  P 

Augusta 

PALMER  MD.  Richard  Nash 

Arlington 

PERLMAN,  MD,  Jerome  David 

Norfolk 

PRASAD  MD,  Renuka  N 

Danville 

PALMERI,  MD,  Barbara  Ann 

Fairfax 

PERMAN,  MD,  Gerald  P 

Arlington 

PRESCOTT  MD,  Georgia  Ann 

Williamsburg 

PALOMBI,  MD,  Joseph  John 

Fairfax 

PERRIELLO  JR  , MD,  Vito  A 

Albemarle 

PRESPER,  MD,  John  H 

Portsmouth 

PALUCH  III,  MD  Simon 

Alexandria 

PERRY,  MD.  Danny  L 

Rockingham 

PRESSMAN  MD,  Howard  Ira 

Fairfax 

PALUMBO  JR,  MD,  P M 

Arlington 

PERRY,  MD,  John  Michael 

Lynchburg 

PRESTON,  MD,  Robert  Willard 

Rockingham 

PAMBID,  MD.  LeovigilD 

Halifax 

PERRY,  MD.  Peter  L 

Patnck-Henry 

PRETLOW  111,  MD.  Robert  A 

Newport  News 

PANCOAST,  MD,  James  White 

Richmond 

PERRY,  MD,  Wm  J 

Out  Of  State 

PREUSS.  MD,  James  Wm 

Alexandria 

PANGALOS,  MD,  Themis  V 

Norfolk 

PERWAIZ,  MD.  Javaid  A 

Portsmouth 

PRICE  III,  MD,  Charles  Daniel 

Northern  Neck 

PANICH,  MD,  Banyat 

Halifax 

PETER,  MD,  Philip 

Roanoke 

PRICE,  MD,  Homer  H 

Patnck-Henry 

PAPAS,  MD,  Alexander  J 

Prince  William 

PETERS,  MD,  Lawrence  S 

Alexandria 

PRICE,  MD,  James  Dalton 

Norfolk 

PAPPOUS,  MD,  Panagiotis 

Fairfax 

PETERS,  MD,  Leslie  Lawrence 

Arlington 

PRICE,  MD,  KazukoKukita 

Alexandria 

PARANTHAMAN,  MD,  Subramamam 

PETERSON  JR,  MD,  Chas  Hanson 

Roanoke 

PRICE,  MD.  NeelJ 

Fairfax 

Wise 

PETERSON,  MD,  John  Emenck 

Fairfax 

PRICE,  MD,  Ralph 

Newport  News 

PARHAM  JR  MD.  Louis  Danl 

Hampton 

PETERSON,  MD,  Wesley  Harold 

Northern  Va 

PRICE,  MD,  Robt  Lee 

Richmond 

PARISER  JR  , MD,  Harry 

Norfolk 

PETRES,  MD,  Robt  Evan 

Richmond 

PRICE,  MD,  Walters 

Hampton 

PARISER,  MD,  David  Michael 

Norfolk 

PETTICREW,  MD,  Jeffreys 

Tri-County 

PRICE,  MD,  Weldon  A 

Arlington 

PARISER,  MD,  Robert  Jay 

Norfolk 

PETTIGREW,  MD.  James  Andrew 

Southwest  Va 

PRIETO  JR  MD,  Danl  Corneja 

Fairfax 

PARK  JR  , MD,  Hyungsoon 

Prince  William 

PETTRONE.  MD,  Frank  A 

Arlington 

PRILLAMAN  JR  , MD,  Henry  A 

Newport  News 

PARK,  MD,  ChasLieben 

Southwest  Va 

PETTY,  MD,  Carroll  Thomas 

Richmond 

PRINCE  III,  MD,  William  D 

Patnck-Henry 

PARK,  MD,  Crawford  Dick 

Portsmouth 

PEVSNER,  MD,  Paul  Hershel 

Southside  Va 

PRINCE,  MD,  John  Stuart 

Southside  Va 

PARK,  MD,  Herbert  Wm 

Richmond 

PFEFFER,  MD,  Bruce  Wm 

Fairfax 

PRINDLE.  MD,  Richard  A 

Albemarle 

PARK,  MD,  Jong  Hee 

Roanoke 

PHARR  III.  MD.  Scott  Yorke 

Williamsburg 

PRINZ  III.  MD  Werner 

Arlington 

PARK,  MD,  Philip  Marlin 

Portsmouth 

PHARR  JR,  MD.  Percy  Paul 

Newport  News 

PRITCHARD,  MD.  Geo  Emmett 

Richmond 

PARK,  MD,  SungChull 

Richmond 

PHILIPPAKIS,  MD,  Spyros 

Norfolk 

PRITCHETT,  MD,  Drake 

Danville 

PARK,  MD,  Tong  Soo 

Fairfax 

PHILLIPS  JR,  MD,  Jos  Thos 

Wise 

PROCTOR.  MD,  Jack  Douglas 

Richmond 

PARKER  III,  MD,  Frederick  W 

Prince  William 

PHILLIPS,  MD,  BurtWm 

Virginia  Beach 

PROCTOR.  MD  William  Franklin 

Richmond 

PARKER  JR,  MD,  Carl  P 

Out  Of  State 

PHILLIPS,  MD,  Frank  Harrison 

Albemarle 

PROMINSKI,  MD,  John  E 

Fairfax 

PARKER,  DO.  Charles  E 

Virginia  Beach 

PHILLIPS,  MD,  Frederic  Alden 

Fredericksburg 

PROPPER,  MD,  NormanS 

Out  Of  State 

PARKER,  MD.  Clifton  Lmwood 

Richmond 

PHILLIPS,  MD,  Geo  Lauren 

Northern  Va 

PROUD  MD,  Virginia  Kent 

Richmond 

PARKER,  MD.DonalS 

Newport  News 

PHILLIPS,  MD,  James  L 

Hampton 

PRUGH,  MD,  Merrill  Frederick 

Alexandria 

PARKER,  MD,  John  Patrick 

Norfolk 

PHILLIPS,  MD,  James  W 

Newport  News 

PRUNER.  MD,  Robert  A 

Roanoke 

PARKER,  MD,  Jos  C 

Richmond 

PHILLIPS,  MD,  James  Wyatt 

Virginia  Beach 

PRYOR,  MD,  Donald  Chas 

Norfolk 

PARKER,  MD.  Kenneth  R 

Arlington 

PHILLIPS,  MD.  John  Vincent 

Albemarle 

PSIMAS,  MD,  George  N 

Portsmouth 

PARKINSON  MD,  Dee  R 

Alexandria 

PHILLIPS,  MD,  Robt  M 

Richmond 

PUGH,  MD,H  Lamont 

Alexandria 

PARRISH,  MD,  Bernard  L 

Norfolk 

PHIPPS,  MD,  Glenn  Ward 

Southside  Va 

PUGLISE,  MD.  Jos  V 

Prince  William 

PARTHASARATHY,  MD,  T K 

Wise 

PHLEGAR,  MD,  David  Shanks 

Southwest  Va 

PUGSLEY,  MD,  Louis  Quam 

Fairfax 

PARTRIDGE,  MD,  John  Robt 

Richmond 

PICKRAL,  MD,  Robert  M 

Rockbridge 

PUJOL,  MD,  Jackie 

Fairfax 

PARVIN  III.  MD,  Shahmdokht 

Alexandria 

PICOT,  MD,  Harrison 

Alexandria 

PULIZZI  JR  , MD,  JohnS 

Fairfax 

PASCUAL,  MD,  VianmarG 

Portsmouth 

PICOU,  MD,  Wally  John 

Norfolk 

PURAY,  MD,  Teofilo  Aparis 

Northern  Va 

PASEM  MD,  Sundararamireddy 

Southside  Va 

PIEDRA,  MD,  Joaquin  Herculano 

Out  Of  State 

PUROHIT,  MD.  Girish 

Halifax 

PASICOV,  MD,  Beniamin 

Fairfax 

PIERCE,  MD,  Douglas  Edward 

Roanoke 

PUSTERJR,  MD.  Geo  Valentine 

Richmond 

PASLEY,  MD,  Faith  R 

Roanoke 

PIERCE,  MD,  Roger  J 

Prince  William 

PUTZE  MD,  Robt  Leroy 

Tri-County 

PASLEY,  MD.  William  W 

Roanoke 

PIESLOR.  MD.  Peter  C 

Fairfax 

PUZAK  MD,  Michael  August 

Arlington 

PASOUARIELLO.  MD.  Peter  J 

Hampton 

PIETSCH,  MD,  Richard  Lake 

Albemarle 

PYLE  JR  , DO,  Wellden 

Portsmouth 

PASSANTINO  JR  , MD.  Giuseppe 

Norfolk 

PIFER,  MD,  William  H 

Northern  Va 

PASSMORE  MD.  Mildred  R 

Roanoke 

PIGGOTT,  MD.  James  Albert 

Lynchburg 

PASTERNACK,  MD,  Samuel 

Orange 

PILANDJR,  MD,  Jethro  H 

Hanover 

Q 

PASTORE,  MD.  Peter  AN 
PATEL,  MD,  Bharat  R 
PATEL,  MD,  Nagmdas  L 
PATEL,  MD,  Raim 
PATEY,  MD,  Jerry  S 
PATTEN,  MD,  Robt  Chester 

Richmond 
Southwest  Va 
Richmond 
Buchanan 
Out  Of  State 
Roanoke 

PILCHER  JR,  MD,  Robert  M 
PILE,  MD,  Wendell  James 
PILLAI,  MD,  Thankam  B 
PILLAI,  MD,  VariathuB 
PILLSBURY,  MD.  Susan  Lewis 
PINKERTON  JR,  MD,  Herman  H 

Richmond 
Newport  News 
Tri-County 
Tri-County 
Richmond 
Southwest  Va 

QUAINTANCE  JR,  MD  Rupert  W 
QUARLES  JR,  MD,  Jos  James 
QUARLES,  MD,  John  Morton 
QUICK,  MD,  Cedric  Albert 
QUINN,  MD,  John  Charles 
QUINN,  MD.  Karen  L 
QUINNELL,  MD,  Robt  Kay 
QUIOCO,  MD,  Heathcliff  M 
QUISLING,  MD,  Richard  Warren 
QUITIQUIT,  MD,  Elfren  Amnag 

Culpeper 

Norfolk 

Newport  News 
Southside  Va 
Northern  Va 
Southwest  Va 
Fairfax 
Roanoke 
Rockingham 
Southside  Va 

PATTERSON  JR  MD.  James  L 

Southwest  Va 

PINNAR,  MD,  Robt  Lloyd 

Fairfax 

PATTERSON  JR,  MD,  John  L 
PATTERSON  JR,  MD,  Abram  M 
PATTERSON,  MD  Henry  David 
PATTERSON,  MD,  James  Edwin 

Richmond 
Roanoke 
Chesapeake 
Southwest  Va 

PINSKER,  MD,  M Craig 
PINTO  III,  MD,  Carlos 
PINZON,  MD  Guillermo 
PISCIOTTA.  MD,  Vincent  Joseph 

Richmond 

Tri-County 

Danville 

Portsmouth 

PATTERSON,  MD,  Raymond  F 

Arlington 

PITMAN,  MD,  John  Mathews 

Williamsburg 

PATTERSON,  MD,  William  M 

Accomack 

PIZZANI,  MD,  Eddy 

Richmond 

R 

PATTESON  III.  MD,  Thomas  Earl 

Northern  Va 

PLAGATA,  MD,  Eduardo  D 

Tazewell 

PATTON,  MD.  Leo  Richard 

Prince  William 

PLATT,  MD,  Joseph  L 

Lynchburg 

RABHAN,  MD,  Nathan  H 

Richmond 

PAULSON,  MD.  JohnD 

Alexandria 

PLOTNICK  JR  , MD,  Barney 

Richmond 

RABHAN,  MD,  Walter  N 

Richmond 

PAUSWINSKI,  MD,  John  Robt 

Prince  William 

PLUNKETT  JR,  MD,  Harry  G 

Norfolk 

RABINOWITZ,  MD,  Seymour 

Albemarle 

PAUZE,  MD,  John  Alexander 

Roanoke 

PO,  MD,  Heng  Tsui 

Fairfax 

RACE,  MD.  Donald  John 

Roanoke 

PAVON,  MD,  Humberto  Francisco 

Norfolk 

PODOLNICK.  MD.  Nelson 

Fairfax 

RADIN,  MD,  Robt  P 

Arlington 

PAYETTE.  MD,  John  Joy 

Culpeper 

POGONOWSKA,  MD,  Magdalena  J 

Southwest  Va 

RADOM,  MD,  Sanford  B 

Rockbridge 

PAYNE  11,  MD  Philip  M 

Northampton 

POINDEXTER  III,  MD,  John  Samuel 

Richmond 

RAFELSON,  MD,  Stephen  A 

Norfolk 

PAYNE  III,  MD,  John  Abb 

Out  Of  State 

POLE,  MD,  Frank  N 

Richmond 

RAFEY,  MD,  Ernest  Geo 

Fairfax 

PAYNE  JR,  MD.  Francis  Robt 

Southside  Va 

POLE,  MD,  William  C 

Norfolk 

RAFF,  MD,  James  Chaney 

Norfolk 

PAYNE  JR,  MD,  Robt  L 

Norfolk 

POLEKSIC  III.  MD,  Slobodan 

Williamsburg 

RAFI,  MD,  Esmail 

Fairfax 

PAYNE  JR,  MD,  Charles  Franklin 

Norfolk 

POLICE LLI , MD,  Vincent  A 

Fairfax 

RAF II , MD,  Amir 

Richmond 

PAYNE.  MD,  FredJ 

Fairfax 

POLIN,  MD,  Gerald  Mark 

Richmond 

RAFTER  II,  MD,  JRT 

Fredericksburg 

PAYNE,  MD,  Lillian  Marlene 

Fairfax 

POLING,  MD,  Harry  Emerson 

Northern  Va 

RAGIONE  MD.  Jos  Alfred 

Roanoke 

PAYNE,  MD,  Sami  0 Bnen 

Fredericksburg 

POLIQUIN,  MD.  James  Robert 

Richmond 

RAGLAND  JR  MD,  Stuart 

Out  Of  State 

PAYNE,  MD,  ThosWm 

Newport  News 

POLLACK  JR,  MD,  David 

Richmond 

RAH,  MD,  KangH 

Richmond 

PAYNE  MD.  William  Duncan 

Norfolk 

POLLARD,  MD,  Wm  Bryan 

Albemarle 

RAHAL  JR  , MD,  Frederick 

Richmond 

PAZ  MD,  Alvaro  Nivardo 

Southside  Va 

POLLOCK  JR  MD,  Chas  Allen 

Richmond 

RAHNEMA  MD,  Mansur 

Virginia  Beach 

PEACH,  MD,  Wm  Fennell 

Newport  News 

POLLOCK,  MD,  Donald  David 

Fairfax 

RAJAEE  III.  MD,  Shahabeddm 

Alexandria 

PEACOCK  JR.  MD,  John  H 

Arlington 

PONCE,  MD,  JuanF 

Virginia  Beach 

RALPH,  MD,  RobtD 

Fairfax 

PEARCE  JR,  MD,  Carney  C 

Southside  Va 

POND  JR,  MD,  Trellou  Jos 

Lynchburg 

RAM,  MD,  B M 

Lynchburg 

PEARCE  MD.  LeroyS 

Richmond 

POOLE,  MD.  Robert  William 

Northern  Neck 

RAMAKRISHNAN  MD,  M R 

Wise 

PEARL  MD,  Elliott  R 

Albemarle 

POOLEY,  MD,  Robt  Earl 

Roanoke 

RAMASWAMY.  MD,  Isabel  Jamili 

Fairfax 

PEARLMAN,  MD,  Edwin 

Norfolk 

POPE  JR  , MD.  David 

Fairfax 

RAMIREZ,  MD,  Michael  E 

Southside  Va 

PEARS,  MD,  Jenifer  D 

Richmond 

POPE  JR  MD,  John  Henry 

Richmond 

RAMIREZ,  MD,  Renato  Fajardo 

Portsmouth 

PEARSE  MD,  Warren  H 

Prince  William 

POPE  JR  MD,  Wm  Barrett 

Portsmouth 

RAMPULLA,  MD,  Elliot  John 

Norfolk 

PEARSON  MD,  Betty 

Lynchburg 

POPE  JR,  MD,  Thomas  Lee 

Out  Of  State 

RAMSEY  JR,  MD,  Edward  J 

Richmond 

PEARSON,  MD,  Paul  C 

Northern  Neck 

POPE,  MD,  James  Norford 

Lynchburg 

RAMSEY,  MD,  William  E 

Lynchburg 

PECK,  MD,  JosC 

Southwest  Va 

POPISH,  MD,  PaulWm 

Newport  News 

RAND,  MD.  Seymour 

Arlington 

PEEPLES,  MD,  William  J 

Norfolk 

POPKIN,  MD,  Arnold  B 

Albemarle 

RANDALL,  MD  Eugene  H 

Norfolk 

PEEREBOOM  MD,  Gerrit 

Fairfax 

PORETTA,  MD,  Jerome  C 

Norfolk 

RANDOLPH,  MD,  Bruce  L 

Richmond 

PEEREBOOM,  MD,  Maud 

Fairfax 

PORETZ,  MD,  Donald  Martin 

Fairfax 

RANELS,  MD,  Richard  Eugene 

Fredericksburg 

PEERLESS  III.  MD.  Julius 

Virginia  Beach 

PORTER  JR,  MD,  Fredericks 

Norfolk 

RANGEL,  MD,  Jorge  Garcia 

Arlington 

PEERY.  MD,  James  McGuire 

Tazewell 

PORTER  JR.  MD,  Geo  Wm 

Richmond 

RANSONE,  MD,  Sterling  Neblett 

Mid  Tidewater 

PEIRCE  JR,  MD,  RobtT 

Newport  News 

PORTER,  MD,  Ira  Stanley 

Norfolk 

RAO,  MD.  BhaskarG 

Virginia  Beach 

PELLOCK,  MD,  John  Michael 

Richmond 

PORTER,  MD,  Jesse  J 

Wise 

RAO,  MD,  Jaikar  Sudhakar 

Richmond 

PELTONII,  MD.  Ernest  Wms 

Albemarle 

PORTER,  MD,  Reno  Russell 

Richmond 

RAPOSO,  MD,  Carlos  Alberto 

Hampton 

PELTZ,  MD,  Edgar  E 

Newport  News 

PORTER  MD,  Walter  A 

Southwest  Va 

RAPP.  MD,  Raymond  Edward 

Rockingham 

PENIX,  MD,  Jerry  0 Don 

Norfolk 

POSADA,  MD,  Aleiandro  Emilio 

Albemarle 

RASHTI,  MD,  Robt  Aaron 

Norfolk 

PENN,  MD,  Thos  Jefferson 

Buchanan 

POSNER.  MD.  Irvin  L 

Norfolk 

RASTOGI,  MD,  Shashi  P 

Tri-County 

PENNINGTON,  MD.  Margaret  A 

James  River 

POST  JR,  MD,  Chas  T 

Out  Of  State 

RATHKE,  MD,  Chas  Ernest 

Prince  William 

PENNINGTON,  MD.  Wm  Alton 

James  River 

POTTER,  MD,  Michael  Charles 

Fairfax 

RATLIFF  JR,  MD.  John  M 

Newport  News 

PENNISTON,  MD.  Lawrence  Wm 

Tri  County 

POULOS,  MD,  Nicholas  Geo 

Richmond 

RATNER,  MD,  Richard  Albert 

Fairfax 

PEOTROWSKI,  MD,  Richard  Francis 

Richmond 

POULSEN  JR,  MD,  Wendell  T 

Mid  Tidewater 

RAU,  MD,  Ronald  W 

Augusta 

PEPLEJR  MD.  Wm  Lowndes 

Richmond 

POUTASSE,  MD,  Eugene  F 

Norfolk 

RAVITZ,  MD,  Gerald  Alan 

Out  Of  State 

PEPPER,  MD,  Franklin  Jay 

Alexandria 

POWELL  JR,  MD,  Albert  Henry 

Norfolk 

RAVITZ,  MD,  Leonard  J 

Norfolk 

PEPPLE,  MD  Allen  W 

Richmond 

POWELL  JR,  MD,  Clarence  L 

Southside  Va 

RAWLS  JR  MD,  Japheth  E 

Tri-County 

PEREIRA  MD.  Isabel  T 

Alexandria 

POWELL,  MD,  Alfred  E 

Culpeper 

RAWLS,  MD,  ChasH 

Tri-County 

RAWLS,  MD.  Harvey  P 
RAWLS.  MD,  John  Ashburn 
RAY  MD,  Edward  Scott 
RAY,  MD,  Gaylord  White 
REA,  MD,  Edward  L 
READ  JR  , MD.  Mallory  Jos 
READ,  MD,  Bishop  Porter 
READ.  MD,  Louis  John 
READ,  MD.  Marc  Edward 
READ,  MD,  WmA 
REAGAN,  MD,  Thomas 
REALICA,  MD,  Buenaventura  S 
REAMS,  MD,  B Thomas 
REARDON.  MD.  Patrick  A 
REARDON,  MD,  Wm  John 
REBMAN  III,  MD,  John 
RECINOS  JR  MD,  Adrian 
RECIO,  MD,  Alfredo  Hernandez 
RECTOR,  MD.  Geo  Harry  Morris 
REDA,  MD,  Annette  Williams 
REDDING.  MD.  Gorman  Jos 
REDDING,  MD.  Richard  James 
REDDY.  MD.  CheepulotiH 
REDDY,  MD,  G V 
REDDY,  MD,  P Vijay 
REDDY,  MD.  PannalaJM 
REDDY,  MD.  Patlolla  V R 
REDFORD  MD,  John  W B 
REDLICH,  MD,  Michael 
REDLIN,  MD,  Wm  Lloyd 
REDMOND,  MD,  James  Seymour 
REDMOND.  MD.  Larry  Hollis 
REDWINE,  MD  Fay  Oneal 
REED,  MD,  Donald  Lloyd 
REED,  MD,  John  Ernest 
REED,  MD,  Richard  C 
REED.  MD.  WellfordC 
REES,  MD,  WmChas 
REESE  III.  MD,  Emmett  Francis 
REESE,  MD,  Geo  Walter 
REESE,  MD.  MitchellS 
REGAN,  MD,  Robt  Michael 
REGAN,  MD,  Wm  Whitfield 
REGELSON,  MD,  William 
REID,  MD.  Robt  Allen 
REID,  MD.  Wm  Mitchell 
REILLY,  MD,  Michael  John 
REILLY,  MD,  Michael  Jos 
REIN,  MD,  Walter  J 
REINA  III,  MD  Abdon 
REING,  MD.  C Michael 
REINGOLD,  MD.WmN 
REINHARDT,  MD,  Erich  Manfred 
REISH,  MD,  Wm  Edwin 
RELYEA,  MD.  Richard  Lee 
REMUZZI,  MD,  Robert 
RENFIELD,  MD.  Marilyn  Lewis 
RENICK,  MD,  Ole  Wibholm 
RENNIE,  MD,  Laurie  Earl 
REPASS,  MD,  James  Albert 
REPASS,  MD,  James  Caldwell 
REPASS,  MD,  Robt  A 
RESHEFSKY,  MD.  Bonnie  Louis 
RESPESS,  MD,  James  C 
RESTIVO,  MD,  Marion  Chas 
REULING  JR  , MD.  Frank  Harold 
REYNOLDS  JR,  MD,  Arthur  M 
REYNOLDS,  MD.  Brian  Joe 
REYNOLDS.  MD.  George  A 
REYNOLDS.  MD,  Richard  R 
REZBA.  MD,  Benjamin  Victor 
RHAME.  MD,  Richard  Coleman 
RHOADS,  MD,  John  Chas 
RHODE,  MD,  Jos  Geo 
RHODES  JR  MD.  Hebert  Paul 
RIBEIRO,  MD  Gilbert 
RICCIARELLI,  MD,  Giacomo  A 
RICE  JR,  MD,  Marion  Lee 
RICE,  MD.  Benjamin  Holt 
RICE.  MD,  Diane  Beach 
RICE,  MD,  James  Davies 
RICE,  MD.  Marcus  Charles 
RICE.  MD,  Robert  Scott 
RICH  III,  MD.  William  L 
RICH.  MD,  Elizabeth  J 
RICHARD,  MD,  Louis  E 
RICHARDS  JR,  MD.  Chas  N 
RICHARDS  JR.  MD,  Lewis  G 
RICHARDS,  MD.  A Dewey 
RICHARDS,  MD,  Ashby  Turner 
RICHARDS,  MD,  Nelson  G 
RICHARDSON.  MD  Don  Harlor 
RICHARDSON,  MD  Herman  M 
RICHARDSON,  MD  Peter  Bruce 
RICHMAN,  MD,  Donald  Wm 
RICHMOND,  MD,  Marion  D 
RICHTER,  MD,  Geraldine 
RICHTER,  MD  Paul 
RICKERICH,  MD,  Chas  L 
RIDDEL  JR,  MD,  Clifford  T 
RIDDERVOLD,  MD.HansOlav 
RIDDICK  JR,  MD.  Joseph  H 
RIDDICK,  MD,  David  Haydon 
RIDER,  MD,  Robt  Edward 
RIDGWAY-HULL,  MD,  Duvahl  B 
RIEMAN,  MD,  G Fletcher 
RIFAAT,  MD.  Monira  K 
RIGGINS  JR.  MD  William  M 
RILEY  III,  MD,  Harold  Lee 
RILEY  JR,  MD,  Harold  Lee 
RILEY,  MD.  ChasR 
RILEY,  MD,  Chester  Loris 
RINALDI.  MD,  ItaloPio 
RINGLER,  MD,  John  Geo 
RIOS,  MD.  Juan  Francisco 
RIPBERGER,  MD,  Frank  Marcellus 
RIPLEY.  MD,  Louis  Paul 
RIPOLL,  MD,  Ignacio 
RISH,  MD,  Berkley  Lamont 
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Norfolk 

Richmond 

Richmond 

Newport  News 

Fairfax 

Norfolk 

Newport  News 

Lynchburg 

Rockingham 

Newport  News 

Newport  News 

Tazewell 

Richmond 

Southside  Va 

Fairfax 

Richmond 

Fairfax 

Fairfax 

Norfolk 

Norfolk 

Alexandria 

Alexandria 

Alleghany 

Tazewell 

Southside  Va 

Southside  Va 

Wise 

Out  Of  State 

Arlington 

Fairfax 

Lynchburg 

Lynchburg 

Richmond 

Fredericksburg 

Richmond 

Norfolk 

Richmond 

Fairfax 

Tri-County 

Richmond 

Richmond 

Prince  William 

Richmond 

Richmond 

Albemarle 

Alexandria 

Rockingham 

Fairfax 

Richmond 

Norfolk 

Fairfax 

Norfolk 

Arlington 

Rockingham 

Out  Of  State 

Loudoun 

Fairfax 

Roanoke 

Richmond 

Richmond 

Virginia  Beach 

Southwest  Va 

Norfolk 

Albemarle 

Alexandria 

Northern  Va 

Fairfax 

Fairfax 

Fredericksburg 

Richmond 

Northern  Va 

Alexandria 

Prince  William 

Out  Of  State 

Bedford 

Fairfax 

Hampton 

Richmond 

Southside  Va 

Fairfax 

Roanoke 

Norfolk 

Southwest  Va 

Fairfax 

Amherst-Nelson 

Southside  Va 

Richmond 

Roanoke 

Norfolk 

Alexandria 

Richmond 

Northern  Va 

Richmond 

Augusta 

Patnck-Henry 

Patnck-Henry 

Prince  William 

Out  Of  State 

Arlington 

Rockingham 

Albemarle 

Chesapeake 

Richmond 

Patnck-Henry 

Roanoke 

Out  Of  State 

Fairfax 

Lynchburg 

Lynchburg 

Lynchburg 

Richmond 

Northern  Va 

Newport  News 

Prince  William 

Southwest  Va 

Albemarle 

Roanoke 

Virginia  Beach 

Norfolk 
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RISHER,  MD.  John  Calhoun 

RITCHIE  JR,  MD,  Geo  G 
RITCHIE  JR,  MD  Wallace  P 
RIVADENEIRA  III,  MD.  Colon 
RIVERS,  MD.  Cullen  B 
RIXSE,  MD.  Robt  Sheldon 
RIZKALLA,  MD,  Sam  N 
ROARK,  MD,  JohnW 
ROARK,  MD,  Kenneth  L 
ROATH.  MD,  Michael  Steven 
ROBBINS  III,  MD.  Clement  Jay 
ROBBINS  JR,  MD,  Wm  Lacy 
ROBBINS,  MD,  Clayton  Asa 
ROBBINS,  MD,  Kenneth  Xenophon 
ROBERT,  MD,  Frank  Chambers 
ROBERTO,  MD,  Frank  A 
ROBERTS  JR,  MD,  Lucien  Wood 
ROBERTS,  MD,  Bobbie  Lee 
ROBERTS,  MD,  Bruce  Taylor 
ROBERTS,  MD,  Ernest  S 
ROBERTS.  MD,  John  Edmund 
ROBERTS,  MD,  Rita 
ROBERTS,  MD,  Thomas  J 
ROBERTSON  JR,  MD,  Alex  F 
ROBERTSON  JR,  MD,  Giles  M 
ROBERTSON  JR,  MD,  John  Mott 
ROBERTSON  JR,  MD,  Charles  H 
ROBERTSON,  MD.  Elmer  S 
ROBERTSON,  MD,  Louise  Wilkes 
ROBERTSON,  MD,  Robt  John 
ROBERTSON,  MD,  Wm  Archibald 
ROBERTSON,  MD  Wm  Clayton 
ROBESON,  MD.  Ella  P Tompkins 
ROBINETT,  MD,  Paul  Ward 
ROBINS  JR  . MD,  Spotswood 
ROBINS,  MD,  Richard  Bailey 
ROBINSON  II . MD,  Frederick  L 
ROBINSON  III.  MD,  Grover  C 
ROBINSON  JR,  MD,  Dennis  H 
ROBINSON,  MD,  Frederick  Danl 
ROBINSON,  MD.  James  F 
ROBINSON,  MD,  James  Paton 
ROBINSON,  MD,  Jos  Alexander 
ROBINSON,  MD,  Ralph  M 
ROBINSON,  MD,  Wm  Mayer 
ROBLETE,  MD.  Beulah  V 
ROBSON,  MD,  Scott  M 
ROCHESTER  MD,  Dudley  F 
ROCHMIS,  MD,  Ann  Romatowski 
ROCHMIS,  MD.  Paul  Gregor 
RODA,  MD,  Prospero  De  La  Cruz 
RODGERS,  MD.  Bradley  M 
RODGERS,  MD.  Stephen  Quarles 
RODGERS,  MD,  Terry  C 
RODILOSSO,  MD,  Philip  Thos 
RODMAN.  MD,  James  M 
RODRIGUEZ  III,  MD,  Oscar 
RODRIGUEZ  JR.  MD,  Claudio 
ROEBUCK,  MD.  Basil  Enoch 
ROEBUCK,  MD.  Jerome  Barland 
ROGERS  JR  , MD,  Henry  Moore 
ROGERS  JR,  MD,  Richard  0 
ROGERS,  MD.  John  Fredric 
ROGERS,  MD.  Jos  Megeath 
ROGERS,  MD  Wm  Hamilton 
ROGNEY,  MD,  Douglas  Lloyd 
ROGOL,  MD,  Alan  David 
ROL,  MD,  Cornells 
ROLL  JR,  MD,  William  E 
ROLLER,  MD.  Gerald  Wm 
ROLLINS,  MD,  Dixon  Michael 
ROMAINE,  MD,  Chas  Nichols 
ROMAN,  MD.  Jorge 
ROMANSKY,  MD,  Stephen  Hess 
ROMERO.  MD,  AleliG 
ROMERO,  MD,  Gonzalo 
ROMNESS,  MD,  Joseph  0 
RONQUILLO,  MD,  Honono 
ROOK,  MD,  Frederick  W 
ROONEY,  DO,  Danl  Dare 
ROONEY,  MD,  Mervyn  Stuart  C 
ROOT,  MD,  Carl  Fredrick 
ROOT,  MD,  Fayette  Cecil 
ROPER,  MD,  Albert  L 
ROPER,  MD.  Barry  Edward 
ROSAN,  DO.  Stuart  Wm 
ROSANELLI  JR  , MD.  Peter 
ROSANELLI,  MD,  Edward  Geo 
ROSE  JR,  MD.  JohnB 
ROSE  JR,  MD,  Leslie  Wm 
ROSE,  MD,  Earl  Forrest 
ROSE,  MD,  Meredith  B 
ROSEN,  MD,  David  Irving 
ROSEN,  MD.  Leonard  A 
ROSENBAUM  JR.  MD,  Meyer 
ROSENBAUM,  MD,  Geo  R 
ROSENBERG.  MD.  Leon  Harris 
ROSENBERG,  MD  Maurice  S 
ROSENBERG,  MD  Sanford  M 
ROSENOFF,  MD,  Stephen  Howard 
ROSENTHAL.  MD  Macey  Herschel 
ROSENTHAL,  MD,  Richard  R 
ROSENTHAL,  MD,  Sheldon  Jay 
ROSENTHAL,  MD,  Steve 
ROSIN,  MD,  David  Aaron 
ROSS  JR,  MD.  Wm  Tyler 
ROSS,  MD,  Michael  A 
ROSS,  MD,  PeterS 
ROSSHEIM,  MD,  Edgar  Herbert 
ROSSI,  MD,  Gustavo  A 
ROSSILLO,  MD,  Ludwig  Anthony 
ROTCHFORD,  MD,  James  Patrick 
ROTH,  MD.  Richard  Lee 
ROTH,  MD,  Robt  Frank 
ROUADY,  MD.  William  A 
ROUNDTREE,  MD,  Silverrene  P 
ROUTH,  MD.  William  D 
ROUTSON,  MD,  Gary  Wayne 
ROWE,  MD,  Douglas  Stephen 
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Lynchburg 

Out  Of  State 

Albemarle 

Richmond 

Richmond 

Alexandria 

Out  Of  State 

Alexandria 

Southwest  V a 

Fairfax 

Fredericksburg 

Patrick-Henry 

Southside  Va 

Alexandria 

Hampton 

Norfolk 

Halifax 

Newport  News 

Richmond 

Hampton 

Alexandria 

Roanoke 

Loudoun 

Augusta 

Richmond 

Lynchburg 

Richmond 

Richmond 

Richmond 

Virginia  Beach 

Richmond 

Portsmouth 

Hampton 

Portsmouth 

Richmond 

Newport  News 

Newport  News 

Richmond 

Bedford 

Richmond 

Richmond 

Hampton 

Tazewell 

Fauquier 

Richmond 

Alleghany 

Alexandria 

Albemarle 

Fairfax 

Fairfax 

Mid-Tidewater 

Albemarle 


ROWE,  MD,  Henry  Carmichael 
ROWELL,  MD,  Frank  E 
ROWLAND  JR,  MD,  Harry  S 
ROWLINGSON,  MD,  John  Clyde 
ROY,  MD,  Gaston  E 
ROYAL,  MD,  Frank  Spencer 
ROYAL,  MD,  Harry  Willis 
ROYCROFT,  MD,  David  Wm 
ROYER,  MD,  ThosC 
ROYSTER  JR,  MD,  Randolph  L 
ROYSTER,  MD,  Clarence  Edward 
ROYSTER,  MD,  Henry  Page 
ROYSTON,  MD,  Norris  A 
RUBIN,  MD,  Max  Bernard 
RUBIO,  MD,  Tomas 
RUCKER  JR,  MD,  Sami  L 
RUCKER,  MD,  Edmund  Harrison 
RUCKER,  MD,  MortonS 
RUCKER.  MD,  Wm  Vincent 
RUCKSTUHL,  MD,  Lily 
RUDDY,  MD.  Shaun  Jos 
RUDOLF,  MD,  Leslie  Eugene 
RUDZINSKI,  MD.  Dennis  J 
RUFFIN  JR,  MD,  Willcox 
RUFFIN.  MD,  Herbert  G 
RUHNKE  JR  MD,  Edward  Emenc 
RUIVIVAR.  MD,  Felix  Santos 
RUIZ,  MD,  Abelardo  Antonio 
RUIZ,  MD,  Gil  Madrigal 
RUIZ-GOMEZ,  MD,  Anselmo 
RUONA,  MD,  Luanne 
RUSHER,  MD.Wm  DeWitt 
RUSHIA,  MD,  Edwin  L 
RUSS  JR,  MD,  Clarke 
RUSSELL  JR,  MD,  John  A 
RUSSELL.  MD,  Arch  S 
RUSSELL,  MD.  Carl  M 
RUSSI,  MD,  Simon 
RUSSO,  MD,  Vojislava  C 
RUST,  MD,  John  Newton 
RUTH,  MD,  Gerald  Jay 
RUTKOWSKI,  MD,  Robert 
RYAN,  MD,  Arthur  Eugene 
RYAN,  MD,  John  Edward 
RYAN,  MD,  John  Thomas 
RYAN,  MD,  MaryC 
RYAN,  MD,  Richard  Herrick 
RYDER,  MD,  Craig  A 
RYDER,  MD,  Harvey  B 
RYPLANSKY  III.  MD,  Anatol 
RYU,  MD.JaiYol 


Northampton 

Norfolk 

Arlington 

Lynchburg 

Alexandria 

Norfolk 

Southwest  Va 

Southside  Va 

Norfolk 

Tri-County 

Richmond 
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Fairfax 
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Out  Of  State 
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Portsmouth 

Out  Of  State 

Norfolk 

Richmond 
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Richmond 

Out  Of  State 

Fredericksburg 

Richmond 

Out  Of  State 
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Out  Of  State 

Fairfax 

Arlington 

Out  Of  State 

Out  Of  State 

Southside  Va 

Richmond 

Roanoke 

Lynchburg 

Fairfax 

Alexandria 

Fairfax 

Portsmouth 

Albemarle 

Fairfax 

Fairfax 

Norfolk 

Arlington 

Out  Of  State 

Arlington 

Fairfax 

Roanoke 

Fairfax 

Tri-County 

Roanoke 

Patrick-Henry 

Richmond 
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SABELLA,  MD,  Donald  A 
SABELLA,  MD,  Lareme 
SABIOJR,  MD.Hernan 
SACHNOJR,  MD.  Roman 
SACKETT,  MD,  Chas  H 
SACKS,  MD.  Charles  B 
SACKS,  MD.  Eugene  Ira 
SACKS,  MD,  Henry  Gerard 
SADIGHIAN  MD,  Z Dean 
SADJADI  III.  MD,  Parviz  Mohsen 
SADLER.  MD,  Wm  Anderson 
SADR,  MD,  Mamjeh 
SAENZ,  MD,  Enrique  Antonio 
SAGER,  MD.  Alan  Robt 
SAGER,  MD,  Dennis  Wayne 
SAGER,  MD.Wm  Laird 
SAHA,  MD,  Subhash  C 
SAKOWSKI  JR  , MD,  Anthony  D 
SALASKY,  MD,  Milton 
SALAZAR,  MD,  Angel  E 
SALAZAR,  MD,  DelfinB 
SALCEDO,  MD,  Hernando  P 
SALE,  MD,  ThosW 
SALIH,  MD,  Hassan  A 
SALLADE,  MD,  Richard  Lawrence 
SALLEY,  MD.  WCalher 
SALOMONSKY,  MD,  Anita  B 
SALUS,  MD,  Sydney  Gordon 
SALZBERG.  MD,  Allan  M 
SALZBERG,  MD,  Arnold  Martin 
SAMBATJR,  MD,  Paulino  D 
SAMPSON  JR,  MD,  Roy  Burton 
SAN  DIEGO,  MD.  Carmelita  M 
SANDERS,  MD,  Donald  Powell 
SANDERS,  MD,  John 
SANDERS,  MD,  Margaret  Mackie 
SANDERS,  MD.  Ulvert  Ottway 
SANDLER,  MD.  Allen  H 
SANDUSKY,  MD.Wm  Roberts 
SANKAR,  MD.  Krishna 
SANKARAN,  MD,  K N Vi|aya 
SANNER,  MD.  MQue 
SANSONE,  MD,  Philip  Andrew 
SANTACRUZ,  MD.  N Daniel 
SANTIAGO,  MD.  Gloria  A 
SANTOS.  MD,  Amelia  Limcaco 
SANTOS,  MD,  Dommador  S 
SANTOS,  MD,  Josefino  Santos 
SANTOS,  MD,  Rolando  Jmgco 
SANTURIAN,  MD,  Maurice  M 
SANZ  MD,  Manuel  0 
SAPPINGTON  JR,  MD,  Richard  F 
SAPRA,  MD,  Parmod  Kumar 
SARAYBA,  MD.  Alberto  A 
SARKAR,  MD,  Dilip  Kumar 
SARRETT,  MD,  David  Lee 
SARRETT,  MD,  Kemper  Davis 
SARVAYJR,  MD,  Thos  Long 
SASSER  JR.  MD,  Frank  M 
SASSER,  MD.  William  D 
SATCHWELL,  MD,  Susan  H 
SATKO,  MD.  Frank  Gregory 
SAUL,  MD,  Slater  Cumbermac 
SAULSBURY,  MD,  Frank  T 


Mid-Tidewater 

Norfolk 

Richmond 

Albemarle 

Fairfax 

Richmond 

Richmond 

Patrick-Henry 

Norfolk 

Roanoke 

Fredericksburg 

Richmond 

Fauquier 

Fairfax 

Norfolk 

Bedford 

Newport  News 

Tri-County 

Bedford 

Arlington 

Richmond 

Albemarle 

Richmond 

Norfolk 

Richmond 

Southside  Va 

Out  Of  State 

Portsmouth 

Fairfax 

Hampton 

Alexandria 

Richmond 

Albemarle 

Virginia  Beach 

Richmond 

Mid  Tidewater 

Roanoke 
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Fairfax 

Southwest  Va 

Roanoke 
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Richmond 

Arlington 

Fredericksburg 

Fairfax 

Alexandria 

Tri-County 

Augusta 

Southwest  Va 

Alexandria 


Fairfax 

Fairfax 

Albemarle 

Augusta 

Lynchburg 

Fairfax 

Augusta 

Fredericksburg 

Southside  Va 

Alleghany 

Mid-Tidewater 

Fairfax 

Norfolk 

Fairfax 

Fairfax 

Danville 

Wise 

Richmond 

Norfolk 

Fairfax 

Fairfax 

Alexandria 

Newport  News 

Fairfax 

Newport  News 

Mid-Tidewater 

Richmond 

Fairfax 

Fairfax 

Richmond 

Fredericksburg 

Out  Of  State 

Portsmouth 

Richmond 

Fairfax 

Richmond 

Buchanan 

Alexandria 

Albemarle 

Alleghany 

Tri-County 

Alexandria 

Albemarle 

Norfolk 

Virginia  Beach 

Norfolk 

Rockingham 

Norfolk 

Fairfax 

Wise 

Williamsburg 

Alexandria 

Wise 

Southside  Va 

Portsmouth 

Virginia  Beach 

Newport  News 

Roanoke 

Richmond 

Fredericksburg 

Newport  News 

Portsmouth 

Norfolk 

Albemarle 


SAUNDERS  JR,  MD,  John  R 
SAUNDERS  JR  MD  Milton  A 
SAUNDERS,  MD,  James  T 
SAUNDERS,  MD,  John  Rudolph 
SAUNDERS,  MD,  Thos  Archer 
SAVAGE,  MD,  Bernard  M 
SAWMILLER,  MD  Samuel 
SAWYER,  MD,  Lois  Taylor 
SAYEGH,  MD,  Emile  Selim 
SAYLOR,  MD,  Edward  Michael 
SCAVULLO,  MD,  Blaise 
SCHACHNER,  MD,  Stephen  Harold 
SCHAEFER,  MD,  John  Chas 
SCHANER  JR  , MD  Everett  G 
SCHATZKI,  MD,  Peter  F 
SCHECHNER  JR  , MD,  Jos 
SCHECHNER,  MD.  Stephen  A 
SCHECHTER,  MD,  Gary  Lee 
SCHEELE,  MD,  Andrew  F 
SCHEFLAN,  MD,  Michael 
SCHEHL.  MD,  Charles  A 
SCHEIDEMANDEL,  MD,  Heinz  H E 
SCHEINER,  MD,  James  J 
SCHELLENBERG,  MD.PaulH 
SCHELLHAMMER,  MD  Paul  F 
SCHERER,  MD,  Edward  Underwood 
SCHEUER,  MD,  Alfred  Quinn 
SCHEWE,  MD.Wm  J 
SCHIAVONE  JR,  MD.  D C 
SCHICK,  MD.  Eduardo  Jorge 
SCHIFF,  MD.  Graenum  Robt 
SCHIFFERT,  MD,  Chas  Wilson 
SCHIFFMAN,  MD,  Joel  H 
SCHILDWACHTER,  MD,  Thomas  L 
SCHILLER  JR,  MD.  Maurice 
SCHKOLNIK  JR  , MD,  Ronaldo 
SCHLABACH,  MD,  Walter  E 
SCHLANGER,  MD.  Maurice  R 
SCHLEIN,  MD.  Paul  Arthur 
SCHMIDT,  MD,  Edmund  Julian 
SCHMIDT,  MD.Wm  F 
SCHMITT,  MD.  Michael  C 
SCHMITT,  MD.  Thos  Edward 
SCHNEIDER,  MD,  F Carl 
SCHNEIDER,  MD,  Robt  Edward 
SCHOENFELD,  MD,  Jos  Morton 
SCHOLTEN,  MD,  James  Robt 
SCHRADER.  MD,  Guillermo  J 
SCHREIBER,  MD,  Mark  Traudt 
SCHREINER,  MD,  Carol  Anne 
SCHULER  III,  MD.  Frank  A 
SCHULMAN,  MD,  Jeffrey  M 
SCHULMAN,  MD,  Joseph 
SCHULTZ,  MD,  Joyce  A 
SCHULTZ,  MD,  Robt  Gwynn 
SCHULWOLF,  MD,  Alfred  Morton 
SCHULZ,  MD,  Jos  John 
SCHULZ,  MD,  Thomas  J 
SCHURTER,  MD,  Lonis  Leon 
SCHUSTER,  MD,  Donna  L 
SCHUSTER,  MD,  Rudolf  Franz 
SCHWAB,  MD,  Charles  William 
SCHWARTZ,  MD,  Arnold  Jay 
SCHWARTZ,  MD,  Harvey  Albert 
SCHWARTZ,  MD,  James  R 
SCHWARTZ,  MD,  Julius  L 
SCHWARTZ,  MD,  Leslie 
SCHWARTZ,  MD,  Raymond  L 
SCHWARTZ,  MD,  Richard  Harvey 
SCHWARTZER,  MD,  Joseph  Simon 
SCHWARZ,  MD.  Maurice  Chaskiel 
SCHWEIGER  JR  , MD,  Ernst 
SCHWEISTHAL,  MD,  Paul  Edward 
SCIALLI,  MD,  JohnV  K 
SCOGGINS,  MD,  Robt  Bruce 
SCORGIE,  MD.  Robert  Darling  F 
SCOTT  III,  MD,  David  Wm 
SCOTT  JR,  MD  David  Wm 
SCOTT,  MD,  Chas  Waldo 
SCOTT,  MD,  Chas  Wm 
SCOTT,  MD,  Ernest  Gerard 
SCOTT,  MD,  Howard  Carlisle 
SCOTT,  MD,  Morgan  Eugene 
SCOTT.  MD,  Pierre  Brutsche 
SCOTT,  MD,  Robt  Bradley 
SCOTT,  MD,  Robt  Francis 
SCOTT,  MD,  Thomas  Walter 
SCOURAS,  MD,  Geo  Pete 
SCRUGGS,  MD.  Hugh  J 
SCUTERO,  MD,  James  Vincent 
SEAL,  MD,  RB 
SEALE,  MD.  Danl  Logan 
SEASEJR,  MD,  Cyril  Iredel 
SEASE,  MD,  James  Richard 
SEASE,  MD,  RobtH 
SEBASTIAN,  MD,  Jos  A 
SECRIST,  MD,  Wilbur  Lowell 
SEEHERMAN,  MD,  Robt  S 
SEEMAN,  MD,  Irvin  Jay 
SEGALL,  MD,  Errol  Alan 
SEHN,  MD,  James  T 
SEIBERT,  MD.  John  Douglas 
SEIF  III.  MD,  Rahmat 
SEILER  JR,  MD,  Ira 
SEIM,  MD,  Donald  Edward 
SEITZ,  MD,  Donald  G 
SEITZ,  MD.  Georg  Karl 
SELDEN,  MD.  Robt  Francis 
SELHORST,  MD,  JohnB 
SELIGJR,  MD.  Julian  Wood 
SELLERS,  MD,  John  G 
SELLMAN,  MD,  James  E 
SELMAN,  MD,  John  William 
SELOVE,  MD,  Peter  T 
SELPH  MD,  James  Anderson 
SEMCHYSHYN,  MD,  Geo  0 
SENDIJR,  MD.  Houchang 
SENECA,  MD,  Russell  P 
SENFIELD,  MD,  Richard  Maxon 
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Virginia  Beach 

Portsmouth 

Richmond 
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Richmond 
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Fairfax 
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Norfolk 
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Alexandria 
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Portsmouth 
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Wise 
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Fauquier 

Northern  Va 

Norfolk 

Norfolk 

Tazewell 

Norfolk 

Virginia  Beach 

Hampton 

Fairfax 

Norfolk 

Rockingham 

Rockingham 

Norfolk 

Newport  News 
Northern  Va 
Out  Of  State 
Loudoun 
Norfolk 
Norfolk 

Virginia  Beach 

Alexandria 

Alexandria 

Southside  Va 

Fredericksburg 

Arlington 

Fairfax 

Virginia  Beach 

Richmond 

Portsmouth 

Fairfax 

Richmond 

Richmond 

Northern  Va 

Fredericksburg 

Fredericksburg 

Newport  News 

Southside  Va 

Lynchburg 

Tazewell 

Southwest  Va 

Alexandria 

Richmond 

Norfolk 

Fairfax 

Patrick-Henry 

Roanoke 

Portsmouth 

Portsmouth 

Albemarle 

Rockingham 

Rockingham 

Rockingham 

Fairfax 

Prince  William 
Virginia  Beach 
Richmond 
Fairfax 

Prince  William 
Portsmouth 
Roanoke 
Fairfax 

Virginia  Beach 

Richmond 

Prince  William 

Albemarle 

Richmond 

Norfolk 

Norfolk 

Richmond 

Patrick-Henry 

Patrick-Henry 

Richmond 

Fairfax 

Alexandria 

Fairfax 

Rockingham 


SENTER,  MD,  James  P 
SENTER.  MD  Thos  Paul 
SEPDHAM  JR  , MD,  Taweesuk 
SERVIDEO,  MD,  Joseph  G 
SESSOMS,  MD,  GeoWm 
SETJIRAVIROJ  JR  , MD,  Praserf 
SETTER,  MD.  John  Geo 
SETZLER,  MD,  Geo  Breaker 
SHACOCHIS,  MD,  Thomas  J 
SHAFER  SR.  MD,  Wm  H 
SHAFER,  MD  June  Carol 
SHAFFER  JR,  MD,  Hubert  Adams 
SHAFFER  JR,  MD,  Lee  W 
SHAFFER,  MD,  JohnS 
SHAFFER,  MD.  Stephen  R 
SHAH,  MD,  Nalmchandra  G 
SHAH,  MD,  Narendra  Champaklal 
SHAIA.  MD,  Fred  Thos 
SHAKOOR,  MD,  Mohammed  A 
SHALF,  MD,  Jerome  Marshall 
SHANHOLTZ.  MD,  Mack  Irvin 
SHANK,  MD,  David  Lee 
SHANKMAN  JR  , MD.  Sidney 
SHAPIRO,  MD,  Andrew  Dishart 
SHAPIRO.  MD,  Carol  Sadie 
SHAPIRO,  MD,  Jerome  Jos 
SHAPIRO.  MD.  Sami  Leon 
SHARMA,  MD,  GopeshK 
SHARPE,  MD,  Alton  Rivington 
SHAUER,  MD,  Alan  B 
SHAUGHNESSY,  MD,  Katherine  T 
SHAYNE.  MD,  Robert  Steven 
SHEA,  MD,  Nicholas  H 
SHEAP  MD,  Christopher  Newkirk 
SHEEHY,  MD,  Stephen  Jos 
SHEELY,  MD,  Wm  Edward 
SHEFFEY,  MD,  Chas  PM 
SHELLEY,  MD,  Ronald  N 
SHELTON  JR,  MD,  Rawley  M 
SHELTON,  MD,  Aubrey  L 
SHELTON,  MD,  Jean  Elizabeth 
SHELTON,  MD.  Otis  N 
SHELTON,  MD.Wm  A 
SHEMO,  MD,  MaryC 
SHENK,  MD,  Ian  Marshall 
SHEPARD,  MD,  Glenn  Harvey 
SHEPHERD,  MD.  Eugene  Bowie 
SHEPHERD,  MD,  Geo  B 
SHEPPARD  JR,  MD.  Geo  Lester 
SHEPPARD,  MD.LBenj 
SHEPPEJR,  MD,  Wm  Marco 
SHERBAN.  MD,  Kenneth  A 
SHERBER.  MD,  Harvey  Saul 
SHERIDAN,  MD,  Andrew  J 
SHERIFF,  MD,  Denys  Frederick 
SHERMAN,  MD,  Claude  Porter 
SHERMAN  MD,  Elizabeth  Bowman 
SHERRY,  MD,  John  Barry 
SHESHADRI.  MD.  Bhagvan 
SHEVLIN,  MD,  Wm  Anthony 
SHIBARO,  MD,  Uthman  Abd-Salam 
SHIEH,  MD,  Frank  F 
SHIELD  JR,  MD.  James  Asa 
SHIELDS  JR,  MD,  Randolph  T 
SHIELDS,  MD,  William  J 
SHIFLETT  MD,  Douglas  W 
SHIH,  MD,  Teh-Chang 
SHIM,  MD.  Chi  Yun 
SHIM,  MD,  Jaimoon  M 

SHIM,  MD,  YoungS. 

SHIN,  MD  Wan 

SHINER,  MD,  Philip  Thompson 
SHOAIBI  III,  MD.  Ahmad 
SHOHAM,  MD,  Myron  Alan 
SHORTRIDGE,  MD,  Chas  M 
SHOTTON,  MD,  Donald 
SHOWALTER,  MD,  Carl  Robt 
SHOWALTER,  MD,  Henry  Bernard 
SHOWALTER.  MD,  Josiah  Thos 
SHOWALTER,  MD,  Samuel  G 
SHRUM,  MD,  Richard  Coffman 
SHULL,  MD.  Owen  Clay 
SHUMAN.  MD,  Jos  Ellyn 
SHUMAN,  MD.  Lawrence  Henry 
SHWAYDER,  MD,  Robert  Craig 
SIBAY,  MD,  Hassan 
SIBLEY  III,  MD.Wm  Langley 
SIBLEY,  MD.Wm  Langley 
SIEBER,  MD.  Homer  Alden 
SIEVERT,  MD,  Jose  L 
SIEWICK,  MD,  Jos  W 
SIGFRED  JR  , MD,  Sture  Vivian 
SILBERMAN,  MD,  Edward  K 
SILBERSIEPE,  MD.  Heinz-Otto  G 
SILEO,  MD,  Robert  Peter 
SILVERMAN,  MD.  Herbert  R 
SILVERMAN,  MD,  Joel  J 
SILVESTER,  MD,  Michael  Joseph 
SILVESTER,  MD.  Timothy  James 
SIM  MD,  Peter  Alan 
SIMANIS,  MD,  Juris 
SIMMONS,  MD,  Robt  Geo 
SIMMS,  MD,  Reuben  Foster 
SIMON,  MD,  Robert  Isaac 
SIMOPOULOS  III,  MD,  Chris 
SIMPSON  III,  MD,  Frank  B 
SIMPSON,  MD,  Geo  Winslow 
SIMPSON,  MD,  Melvin  Ross 
SIMS,  MD.  Angela  Valencia 
SIMS,  MD,  Arthur  I 
SIMS,  MD,  John  Adrian 
SIMSARIAN,  MD,  James  Parsons 
SINCLAIR,  MD,  James  Ward 
SINCLAIR,  MD,  Terry  Louis 
SINGER,  MD,  Lewis  Jay 
SINGER,  MD,  Robt  Perry 
SINGH.  MD,  Harmder  Paul 
SINGH,  MD.  Mndula 
SINGH,  MD,  Ram 
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Augusta 

Wise 
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Richmond 
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Alexandria 

Richmond 
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Fairfax 
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Norfolk 
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Roanoke 

Lynchburg 

Rockingham 

Richmond 

Southwest  Va 

Rockingham 

Albemarle 

Fairfax 

Arlington 

Alexandria 

Newport  News 

Arlington 

Roanoke 

Roanoke 

Roanoke 

Out  Of  State 

Fairfax 

Newport  News 

Alexandria 

Fauquier 

Arlington 

Danville 

Richmond 

Orange 

Lynchburg 

Williamsburg 

Alleghany 

Danville 

Richmond 

Arlington 

Prince  William 

Fairfax 

Norfolk 

Newport  News 

Richmond 

Arlington 

Alexandria 

Fairfax 

Fauquier 

Northern  Va 

Roanoke 

Richmond 

Richmond 

Fairfax 

Wise 
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SIPE,  MD,  William  H 

Newport  News 

SIPES,  MD,  James  Norton 

Fairfax 

SIRIWATHARANGOON,  MD,  C 

Southside  Va 

SISK,  MD,  Michael  Anthony 

Roanoke 

SISMANIS  MD.  Aristides 

Richmond 

SISSON,  MD,  Harold  Edward 

Northern  Neck 

SITES,  MD,  James  G 

Fairfax 

SJOLUND  JR  , MD,  Geo  Clarence 

Virginia  Beach 

SKAGGS,  MD,  Jerome  D 

Southside  Va 

SKANSI,  MD,  Tom  Andrew 

Virginia  Beach 

SKANSI,  MD,  Viviana 

Virginia  Beach 

SKEPPSTROM,  MD.  Richard  H 

Norfolk 

SKEWES,  MD.  David  Jessop 

Southwest  Va 

SKOVRONSKY,  MD,  Jeffrey  J 

Fairfax 

SLAGEL,  MD,  Dale  Everett 

Richmond 

SLATE  MD.  Herman  Ivan 

Alexandria 

SLATKIN,  MD.  Stephen  E 

Norfolk 

SLAUGHTER,  MD,  Arthur  Robert 

Rockbridge 

SLAYTON,  MD.  Michael  Edward 

Southwest  Va 

SLEMPJR.  MD.  Andrew  Alfred 

Roanoke 

SLOAN,  MD.  Wm  Strmgfield 

Southside  Va 

SLOOP  JR  MD,  Frank  B 

Albemarle 

SLUSHER,  MD,  Ralph  Chas 

Lynchburg 

SLY,  MD,  Donald  Eugene 

Norfolk 

SMALL,  MD,  Melvin  D 

Alexandria 

SMALLWOOD,  MD,  Harvey  D 

Albemarle 

SMILEY  JR,  MD.  Russell  Bruce 

Out  Of  State 

SMITH  II.  MD,  Hugh  Dorsey 

Norfolk 

SMITH  III,  MD,  James  Arthur 

Lynchburg 

SMITH  JR  , MD,  Arthur  Morton 

Albemarle 

SMITH  JR  . MD,  Geo  Henry 

Northern  Va 

SMITH  JR  MD,  Geo  Robt 

Southwest  Va 

SMITH  JR,  MD.  Leroy  Fleming 

Alexandria 

SMITH  JR,  MD.  Mark  AH 

Northern  Va 

SMITH  JR,  MD,  Oscar  Orton 

Southwest  Va 

SMITH  JR  MD.  William  Kyle 

Richmond 

SMITH  JR  MD,  Wm  Henderson 

Hampton 

SMITH  JR  MD,  Richard  H 

Rockingham 

SMITH,  MD.  Alfred  L 

Richmond 

SMITH,  MD,  Bernard  Francis 

Arlington 

SMITH.  MD,  Bobby  L 

Norfolk 

SMITH.  MD,  Brian  Andrew 

Culpeper 

SMITH,  MD,  Chas  Glenn 

Arlington 

SMITH  MD.  Claude  Armistead 

Norfolk 

SMITH,  MD,  Crawford  C 

Richmond 

SMITH,  MD,  Dallas  Edwards 

Newport  News 

SMITH,  MD.  David  M 

Lynchburg 

SMITH,  MD,  Gladstone  Edward 

Richmond 

SMITH,  MD.  J Earle 

Richmond 

SMITH,  MD.  James  Alexander 

Richmond 

SMITH,  MD,  James  H 

Southwest  Va 

SMITH,  MD,  John  Randolph 

Patrick-Henry 

SMITH.  MD.  Jos  John 

Newport  News 

SMITH,  MD,  Jos  Paul 

Norfolk 

SMITH,  MD,  Joseph  Douglas 

Rockingham 

SMITH,  MD,  Larry  F 

Lynchburg 

SMITH,  MD,  Leroy 

Richmond 

SMITH,  MD,  Lmdley  Theodore 

Richmond 

SMITH,  MD.  Margaret  A D 

Newport  News 

SMITH,  MD,  Mary  Sheffield 

Richmond 

SMITH,  MD.  Mason 

Richmond 

SMITH,  MD,  Mathew  Norris 

Fairfax 

SMITH,  MD,  Maurice  J Vernon 

Richmond 

SMITH,  MD.  Maynard  Putney 

Richmond 

SMITH.  MD.  Me  Kelden 

Augusta 

SMITH  MD  Michael  E 

Rockingham 

SMITH,  MD.  Nelson  Montgomery 

Southside  Va 

SMITH,  MD,  Norman  J 

Northern  Va 

SMITH,  MD,  Peter  Remck 

Fredericksburg 

SMITH.  MD,  Ray  Huey 

Richmond 

SMITH,  MD,  Robert  Lawrence 

Virginia  Beach 

SMITH,  MD,  Robt  Sulims 

Southside  Va 

SMITH,  MD.  Rodney  Hall 

Richmond 

SMITH,  MD,  Russell 

Lynchburg 

SMITH  MD,  Stuart  James 

Hampton 

SMITH,  MD,  Thomas  Adrian 

Richmond 

SMITH,  MD,  Thomas  Henry 

Southwest  Va 

SMITH.  MD.  Thos  Emmett 

Norfolk 

SMITH.  MD.  Wade  Kilgore 

Richmond 

SMITH,  MD.  Wm  Crenshaw 

Augusta 

SMOKVINA  JR  MD,  Drago 

Fairfax 

SMOKVINA.  MD,  Manja  Demsar 

Fairfax 

SMOOT,  MD,  John  Lewis 

Fredericksburg 

SNEAD  IV  MD.  John  Peyton 

Culpeper 

SNEAD  JR  MD.  Lawrence  0 

Richmond 

SNEAD,  MD,  Howard  Garnett 

Northern  Va 

SNEAD  MD,  James  Given 

Roanoke 

SNEAD  MD,  Ronald  Wilson 

Richmond 

SNEAD,  MD,  Russell  N 

James  River 

SNELL,  MD,  Henry  Madison 

Out  Of  State 

SNIDER,  MD,  Gary  Boyd 

Norfolk 

SNIDER,  MD  Gilbert  M 

Norfolk 

SNIDER,  MD,  John  Schurr 

Hampton 

SNIR,  MD  ArieN 

Fairfax 

SNODDY,  MD,  John  Wm 

Richmond 

SNYDER  111,  MD,  Christopher 

Loudoun 

SNYDER  JR  MD,  Stanley  0 

Norfolk 

SNYDER,  MD.  Bernard  Melvin 

Fairfax 

SNYDER,  MD  Bertram  C 

Arlington 

SNYDER,  MD  David  Michael 

Culpeper 

SNYDER,  MD,  James  L 

Alleghany 

SNYDER.  MD,  Roger  Alan 

Fairfax 

SNYDER.  MD  Scott 

Portsmouth 

SOBIESKI,  MD,  Thomas  John 

Out  Of  State 

SOIFER,  MD  Edgar  Henry 

Fairfax 

SOKOL  MD.  Richard  Andrew 

Norfolk 

SOLAN,  MD,  Stuart  M.ley 

Richmond 

SOLANO,  MD,  Simon 

Arlington 

SOLETJR  MD,  Leo 

Arlington 

SOLIN  MD.  Michael  E 

Loudoun 

SOLINAP  MD,  Danl  Tarrosa 

Norfolk 

SOLINAP  MD.  Perla  Juaneza 

Norfolk 

SOLOMON,  MD,  Jonathan  G 

Newport  News 

SOLOMON,  MD,  Stuart 

Richmond 

SOLTANY  MD,  Ray  A 

Fairfax 

SOMERS,  MD,  Lewis  Frank 

Lynchburg 

SOMMERS,  MD.  Geo  Walker 

Out  Of  State 

SONG  MD,  Soon  Bock  Kim 

Lynchburg 

SONNENBERG,  MD,  Stephen  M 

Alexandria 

SOPER,  MD,  Leroy  D 
SORENSON,  MD.  Eric  John 
SORIANO,  MD,  Alfredo  P 
SOROUSH,  MD,  All 
SORRELS,  MD,  Karen  Campbell 
SOTTA,  MD,  Robert  Paul 
SOURYAL,  MD,  T Henry 
SOUTH,  MD,  James  Gregory 
SOUTHWORTH,  MD  Alvin  Judson 
SOUTHWORTH,  MD,  Lawrence  Earl 
SOUZA,  MD,  Cesar  Augusto 
SOVEROW,  MD,  GaryJ 
SOWERS,  MD,  Richard  P 
SOWERS,  MD,  Wm  Frederick 
SOWINSKI,  MD,  Kazimier2  M 
SOX,  MD,  Joe  Howie 
SOYANGCO,  MD.  Alfredo  Lopez 
SOYSTER,  MD,  Peter 
SPAARJR,  MD,  Albert  P 
SPADER,  MD,  Bryan  D 
SPAINHOUR  JR  , MD,  Jack  Bryan 
SPANIER,  MD.  Elliott  J 
SPARKS,  MD,  Paul  Cornwell 
SPEAR  JR,  MD,  Curtis  Varnell 
SPECK,  MD.  George 
SPECKHART,  MD,  Vincent  Jos 
SPECTOR,  DO,  Paul  M 
SPELLER,  MD,  Jeffrey  L 
SPENCE,  MD,  Geo  David 
SPENCER,  MD,  Donald  Lynn 
SPENCER,  MD.  Frederick  J 
SPENCER,  MD,  Harrison  C 
SPENCER,  MD,  Henry  S 
SPERBER,  MD,  Edward  Ephraim 
SPERLING,  MD,  Michael  H 
SPERRY,  MD,  Thos  Howard 
SPIEGEL  III,  MD,  Albert 
SPIERS,  MD,  Dennis  Michael 
SPILLMAN,  MD.  James  Blair 
SPIRN,  MD,  Camilla  B 
SPISSO,  MD.  Kenneth  R 
SPIVACK,  MD,  Gary  Robert 
SPIVEY  JR,  MD,  John  Carl 
SPLAN,  MD.  Thomas  Paul 
SPLANE  III.  MD.  George  Russell 
SPONAUGLE,  MD,  Harlan  Dale 
SPONZO,  MD,  Robt  Wm 
SPORN,  MD,  I Norman 
SPRADLIN,  MD,  Wilford  W 
SPRAGUE,  MD.  David  Sami 
SPRENKLE,  MD,  Wilson  Burnley 
SPRINGALL,  MD,  Walton  H 
SPRINKLE,  MD,  James  Dean 
SPRISSLER,  MD,  Greg  T 
SPROUL,  MD.  AErskme 
SPROUL,  MD,  George  Thomas 
SQUIRE,  MD,  Peter  W 
ST  GEORGE,  MD,  John  R 
STAFFORD  JR,  MD,  James  H 
STAHL,  MD,  Neil  Ira 
STALKER,  MD,  Campbell  Grieve 
STALLINGS  JR,  MD,  James  H 
STALLINGS,  MD,  Valerie  Ann  L 
STALLINGS,  MD,  William  D 
STAMP,  MD,  Warren  G 
STANFORD  JR,  MD,  Sam  Raymon 
STANFORD,  MD.  Walter  J 
STANTON,  MD,  Archie  C 
STANTON,  MD,  Larry  Wayne 
STARK,  MD,  CarlE 
STARK,  MD.  James  J 
STARKMAN,  MD,  Martin  T 
STARLING  JR,  MD,  James  F 
STARR,  MD.  John  Walter 
STATHOS  JR,  MD,  John  A 
STAUFFER,  MD,  John  M 
STAVOLA,  MD.  Anthony  R 
STAY,  MD.  Ellsworth  J 
STECKER  JR  , MD,  John  F 
STECKLER,  MD  Eric  Alan 
STEEL,  MD.ChasW 
STEELE,  MD,  Gregory 
STEFANINI.  MD,  Mario 
STEFFEY,  MD,  Wm  Rue 
STEHLIK,  MD.  John  Me  Teer 
STEIGER,  MD,  Wm  Anthony 
STEIN  JR  , MD,  Jerome 
STEIN,  MD,  Donald  Underwood 
STEIN,  MD,  JosW 
STEIN,  MD.  Martin  Herbert 
STEINBERG,  MD,  Adam  Nathaniel 
STEINFELD,  MD,  Jesse  L 
STEINGASZNER,  MD,  LaszloC 
SMD,  TEINGOLDBen 
STEINHARDT,  MD.  George  F 
STENICKA,  MD.  Francis  John 
STEPHENS,  MD.  Bertram  ES 
STEPHENS,  MD.  Ralph  Rousseau 
STEPHENS,  MD.  Wesley  G 
STEPHENSON,  MD,  John  Aldrich 
STERN,  MD,  Eric 
STERNLICHT,  MD,  Ludwig 
STERRETT  JR  , MD,  Henry  H D 
STEVENS  JR,  MD,  Ward  Wm 
STEVENS,  MD,  Michael  Peter 
STEVENS.  MD,  Patricia  E P 
STEVENSON,  MD,  Donald  V 
STEVENSON,  MD.  Eugene  OS 
STEVENSON,  MD,  Fern  L Davis 
STEVENSON,  MD,  Ian  Pretyman 
STEWART,  MD,  Allan  H 
STEWART,  MD.  Bruce  Neal 
STEWART,  MD,  James  Alan 
STEWART,  MD.  Laurame 
STEWART,  MD,  Thos  Woodruff 
STEWART,  MD,  William  Bruce 
STICKLEY,  MD,  Wm  Sproul 
STIEGLER,  MD,  ChasF 
STIER,  MD,  Frederick  M 


Tri-County 

Lynchburg 

Chesapeake 

Fairfax 

Richmond 

Out  Of  State 

Alexandria 

Richmond 

Out  Of  State 

Fredericksburg 

Halifax 

Fairfax 

Richmond 

Augusta 

Southwest  V a 

Out  Of  State 

Danville 

Fairfax 

Albemarle 

Tri-County 

Danville 

Richmond 

Halifax 

Norfolk 

Alexandria 

Norfolk 

Richmond 

Alexandria 

Albemarle 

Out  Of  State 

Richmond 

Southwest  V a 

Richmond 

Norfolk 

Norfolk 

Virginia  Beach 

Fairfax 

Portsmouth 

Southwest  Va 

Williamsburg 

Out  Of  State 

Arlington 

Fredericksburg 

Newport  News 

Richmond 

Portsmouth 

Out  Of  State 

Richmond 

Albemarle 

Out  Of  State 

Southside  Va 

Out  Of  State 

Danville 

Fairfax 

Augusta 

Augusta 

Southside  Va 

Portsmouth 

Northern  Va 

Fairfax 

Richmond 

Arlington 

Norfolk 

Virginia  Beach 

Albemarle 

Mid-Tidewater 

Southwest  Va 

Newport  News 

Fairfax 

Southwest  Va 

Norfolk 

Richmond 

Danville 

Roanoke 

Augusta 

Rockingham 

Roanoke 

Arlington 

Norfolk 

Fairfax 

Tri-County 

Southwest  Va 

Tazewell 

Newport  News 

Virginia  Beach 

Williamsburg 

Alexandria 

Fairfax 

Arlington 

Fairfax 

Southwest  Va 

Richmond 

Prince  William 

Norfolk 

Danville 

Portsmouth 


STIFF,  MD,  Leroy  E 
STIFF,  MD,  Minnie  Artis 
STILES,  MD,  Thomas  Marvin 
STILLMAN,  MD,  Barron  H 
STINNETT,  MD  Rodney  Gay 
STIREWALT,  MD,  John  Miles 
STITH,  MD.  Drury  Martin 
STOCKBERGER,  MD,  Lynn  Paul 
STOCKSTILL.  MD,  Leigh  H 
STOECKEL,  MD,  Jay  Edwin 
STOKER,  MD  Martin  Lawrence 
STOKES  JR,  MD,  Hugh  G 
STOKES,  MD,  Parker  Rea 
STOKES,  MD.  Richard  L 
STOKES,  MD,  Thos  Lane 
STOLL,  MD,  Edward  J 
STONE  III,  MD.  James  B 
STONE  III,  MD  Wm  Leete 
STONE  JR,  MD,  Harry  Ben] 

STONE  JR,  MD.  C A 
STONE,  MD,  James  W 
STONE,  MD,  Kearfott  Me  Caull 
STONE,  MD,  Wm  Conrad 
STONE,  MD,  WmM 
STONEBURNER  MD,  John  M 
STORY,  MD,  Wm  Henry 
STOUT,  MD,  RobtE 
STOWELL,  MD,  Jeremy  A 
STRACHAN,  MD,  Michael  Joel 
STRATFORD,  MD,  Thos  Peirson 
STRAUCH,  MD.  Barry  S 
STRAUGHAN,  MD.  Jos  Marion 
STRAWINSKY  MD  EhzRCaro 
STREICKER  MD,  William  F 
STRELKA  JR  , MD,  Eugene  P 
STRICKLER,  MD,  Frank  Andes 
STRIDER.  MD,  David  V 
STRINGER,  MD,  Kenneth  Robert 
STRINGFELLOW  JR  . MD,  James  L 
STRONG,  MD,  James  Campbell 
STRONG.  MD,  Robert  Sinclair 
STRONG,  MD,  Thomas  E 
STROTHER,  MD.  Arnold  Franklin 
STROUBE,  MD,  Robt  Bruce 
STROUD,  MD,  Stephen  Briggs 
STUART,  MD.  Wm  Thos 
STUBBS,  MD,  Landon  Elwood 
STUDDARD  JR,  MD,  W E 
STURGILL,  MD.  Benjamin 
STURMER,  MD,  Frederick  Chas 
SU,  MD,  Alexander  Kuang-Chyi 
SU,  MD.  Robert  K 
SUAREZ  JR,  MD,  Alfred 
SUBER,  MD,  Hubert  Mccrary 
SUBHASH,  MD,  Shree 
SUBLETT  JR  , MD,  James  Wilson 
SUDRANSKI,  MD  Herbert  F 
SUH,  MD,  Joseph  Hong  Sok 
SULKOWITCH,  MD,  Hirsh  W 
SULLIVAN  III,  MD,  Harvey  E 
SULLIVAN,  MD.  Dennis  H 
SULLIVAN,  MD,  Thos  Jos 
SUMA,  MD,  VivencioP 
SUMMER,  MD,  David  Beniamin 
SUMMERS,  MD,  David  Howard 
SUMMERS,  MD,  Paul  Richard 
SUN,  MD,  Beryl  K G 
SUNGA,  MD,  Roberto  Navarro 
SUPETRAN,  MD,  Virgilio  Conlu 
SURHIO,  MD,  Ghulam  Hussain 
SUSKIEWICZ,  MD,  Lewis 
SUSSMAN,  MD,  Michael  David 
SUTELAN,  MD,  Harry  E 
SUTER,  MD,  Cary  Grayson 
SUTHERLAND,  MD,  Geo  Foster 
SUTHERLAND,  MD,  Joshua  P 
SUTPHEN,  MD,  James  L 
SUTPHIN,  MD,  Adney  Kemple 
SUTTENFIELD,  MD,  Charlie  M 
SUTTON  IV,  MD,  Valvm  Earl 
SUTTON,  MD,  Chas  Edward 
SUWANNASRI,  MD.  Ruen-Rudee 
SVOBODA,  MD.  Jos  Robt 
SWAIN,  MD,  Garrett  M 
SWAN,  MD,  Harvey  Frank 
SWAN,  MD,  Robt  John 
SWANSON,  MD,  Gene  Earl 
SWEET,  MD,  Raymond  Charles 
SWIFT,  MD,  ChasC 
SWISHER,  MD,  Forrest  M 
SYDNORJR,  MD,  Thos  Austin 
SYDNOR,  MD.  J Brantley 
SYLVEST,  MD,  Vernon  Martin 
SYME,  MD,  Robt  Haldane 
SZELE  III,  MD,  Geo 
SZULECKI,  MD,  Judith  Marie 


Newport  News 
Norfolk 


Roanoke 

Lynchburg 

Fairfax 

Virginia  Beach 

Arlington 

Roanoke 

Fredericksburg 

Fredericksburg 

Norfolk 

Fairfax 

Fairfax 

Albemarle 

Fairfax 

Roanoke 

Chesapeake 

Richmond 

Lynchburg 

Richmond 

Northampton 

Fairfax 

Alexandria 


TABOADA,  MD,  Alberto  De  Jesus 
TABOADA,  MD,  Juamto  Corrales 
TABOR,  MD.  Blanche 
TACKTILL,  MD,  Norman 
TAKAGIJR,  MD,  Yasuaki 
TALBERT,  MD.  John  Robt 
TALBOT,  MD.  Frank  James 
TALBOT,  MD,  Wm  Hanna 
TALEGAONKAR,  MD,  Shantaram  K 
T ALIBI . MD,  MazharAh 
TALLEY  III,  MD,  DanIDoak 
TALLEY,  MD  Lilburn  Trigg 
TALMAN,  MD,  Edward  Armistead 
TALREJA,  MD,  R S 

TAM,  MD,  Thomas  LH 
TAMARIZ,  MD,  Theodore  E 

TAN,  MD,  Alex  A 
TAN,  MD,  Constancio  C 
TAN,  MD,  Hoay  Tjiang 
TAN,  MD,  JoseG 
TAN-GATUE,  MD  Leonardo  Gan 


Hampton 

Newport  News 

Newport  News 

Virginia  Beach 

Southside  Va 

Augusta 

Northampton 

Newport  News 

Roanoke 

Augusta 

Arlington 

Williamsburg 

Hampton 

Fairfax 

Norfolk 

Lynchburg 

Southwest  Va 

Arlington 

Roanoke 

Southwest  Va 

Albemarle 

Mid-Tidewater 

Roanoke 

Alexandria 

Danville 

Rockingham 

Hampton 

Fairfax 

Richmond 

Richmond 

Fairfax 

Wise 

Arlington 

Richmond 

Southwest  Va 

Roanoke 

Albemarle 

Richmond 

Southwest  Va 

Richmond 

Franklin 

Roanoke 

Richmond 

Richmond 

Virginia  Beach 

Richmond 

Newport  News 

Albemarle 

Albemarle 

Southside  Va 

Chesapeake 

Portsmouth 

Fairfax 

Virginia  Beach 

Arlington 

Lynchburg 

Roanoke 

Fairfax 

Out  Of  State 

Southwest  Va 

Albemarle 

Alexandria 

Southside  Va 

Alexandria 

Northern  Neck 

Northern  Neck 

Chesapeake 

Fairfax 

Southside  Va 

Southwest  Va 

Fairfax 

Albemarle 

Norfolk 

Richmond 

Wise 

Buchanan 

Albemarle 

Richmond 

Lynchburg 

Richmond 

Richmond 

Wise 

Richmond 

Out  Of  State 

Alexandria 

Portsmouth 

Out  Of  State 

Richmond 

Out  Of  State 

Alexandria 

Albemarle 

Roanoke 

Richmond 

Alexandria 

Prince  William 

Patrick-Henry 


Out  Of  State 

Out  Of  State 

Arlington 

Alexandria 

Fairfax 

Augusta 

Alexandria 

Rockingham 

Southside  Va 

Hampton 

Richmond 

Northern  Va 

Richmond 

Virginia  Beach 

Out  Of  State 

Alexandria 

Southwest  Va 

Out  Of  State 

Hampton 

Wise 

Prince  William 


TANAKA  JR,  MD  Zenji 
TANKARD  MD  James  Wm 
TANKOOS,  MD,  AmyL 
TANNER  JR,  MD,  Henry  M 
TANNER,  MD  W Woodrow 
TAPPER,  MD,  Franklin  Bruce 
TARASIDIS,  MD.  George  C 
TARKINGTON,  MD  John  L 
TART  MD.  Nelson  Monroe 
TATAR  MD,  Steven  Andrew 
TATTERSALL,  MD,  Mary  Agnes 
TATUM,  MD,  James  Luther 
TAWFICK,  MD,  Mohammed  A 
TAYLOR  II,  MD.  Kelly  Darrell 
TAYLOR  JR  . MD,  Gervas  S 
TAYLOR  JR,  MD.  Harry  B 
TAYLOR  JR  MD.  Waller  L 
TAYLOR,  MD,  Anthony  J 
TAYLOR,  MD,  Clarence  Waldo 
TAYLOR,  MD,  Francis  N 
TAYLOR,  MD,  Frank  E 
TAYLOR,  MD,  GreogryW 
TAYLOR,  MD,  Helen  Wickham 
TAYLOR,  MD,  Jack  Borden 
TAYLOR,  MD,  John  Richard 
TAYLOR,  MD,  Juanita 
TAYLOR,  MD,  Smith  Davis 
TAYLOR,  MD.  Wm  Wickham 
TEACHEY,  MD,  Wm  Swam 
TEAGUE  JR,  MD,  Francis  B 
TEAGUE,  MD,  Nelson  Stone 
TEATES,  MD,  Chas  David 
TEGTMEYER,  MD,  Chas  John 
TEJA,  MD.  Jagdish  Singh 
TEMKO.  MD.  Michael  Hart 
TEMPLE  JR,  MD.  T Eugene 
TEMPLE,  MD,  James  Edmond 
TEMUCIN,  MD,  Oguz 
TENEKJIAN,  MD  Vasken  Kevork 
TENNEY  JR  MD,  Malcolm 
TERLINSKY,  MD.  AlanS 
TERMINI,  MD,  John  Edward 
TERRY  JR,  MD,  Andrew  Nicholas 
TERRY,  MD,  Wm  Sanford 
TERZIS,  MD.  Julia  K 
TESSITORE  JR  , MD,  Andrew 
TEXTERJR,  MD,  John  Henry 
THALER,  MD,  Frank  H 
THANADAR,  MD.  Abu  Md  Abdur  R 
THANAPORN,  MD,  Prasit 
THATCHER,  MD.  Jos  Owen  M 
THEDIECK.  MD,  Charles  Gerhard 
THEIS,  MD,  Richard  Braxton 
THEOGARAJ,  MD.  Sam  Dawson 
THIAGARAJAH,  MD.  Siva 
THIEL,  MD,  Martin  August 
THIELE,  MD,  Arthur  L 
THIEMEYER  JR  , MD,  JohnS 
THINT,  MD,  Ivy 
THOLPADY,  MD,  Sudama  S 
THOMAS  JR,  MD,  John  H 
THOMAS  JR,  MD,  Harry 
THOMAS  JR,  MD,  Harry  R 
THOMAS,  MD,  Andree  Raymonde 
THOMAS,  MD,  Bruce  Richard 
THOMAS,  MD,  Carolyn  E 
THOMAS,  MD,  George  Walter 
THOMAS,  MD,  Gordon  Clark  G 
THOMAS,  MD.  John  A 
THOMAS,  MD,  P Varkey 
THOMAS,  MD,  Pendleton  Emmett 
THOMAS,  MD,  Philip  R 
THOMAS,  MD.  Wm  Odell 
THOMASON,  MD,  Phillip  Ray 
THOMPSON  JR,  MD,  Alberts 
THOMPSON  JR,  MD,  Girard  V 
THOMPSON  JR,  MD,  Wm  T 
THOMPSON,  MD,  Chas  G 
THOMPSON,  MD,  Edward  Guerrant 
THOMPSON,  MD,  Frederick  N 
THOMPSON,  MD,  Girard  Vaden 
THOMPSON.  MD.  Harry  Glenn 
THOMPSON,  MD,  James  R 
THOMPSON,  MD,  James  Walker 
THOMPSON,  MD.  Linda  Ruth 
THOMPSON,  MD,  Richard  Niles 
THOMPSON,  MD.  Stephen  Lee 
THOMSON  JR  , MD,  James  AndersonAlbemarle 
THOPPAY,  MD.  Vasudevan  K Southside  Va 

THORN,  MD,  Donald  Sylvester  Fairfax 

THORNHILL,  MD,  Wm  Rathborn  Richmond 

THORNTON  JR  , MD,  Wm  N Albemarle 

THORNTON,  MD,  John  L Richmond 

THORPE,  MD.  Alice  V Richmond 

THORUP  JR  , MD,  Oscar  A Albemarle 

THRASHER,  MD,  Patrick  D Norfolk 

THRASHER.  MD,  Robt  Henry  Norfolk 

THRELFALL,  MD,  John  E Fairfax 

THRELKELD,  MD,  William  L Norfolk 

THRIFT,  MD.GeoN  Richmond 

THUNG,  MD,  Nalda  Sylvia  Southside  Va 

THURMAN,  MD,  Wm  Allen  Richmond 

TICE,  MD,  Wm  Preston  Roanoke 

TIESENGA,  MD.  Sidney  W Portsmouth 

TIETJEN,  MD,  John  Robt  Southside  Va 

TIMBERLAKE,  MD,  Byron  Burton  Northern  Va 
TIMMESJR.  MD,  Joseph  John  Fairfax 

TINGLE,  MD,  Norman  R Northern  Neck 

TINKER,  MD,  Bruce  P Alexandria 

TISNADO  JR  , MD.  Jaime  Richmond 

TISSERA,  MD,  Jose  Saul  Fairfax 

TITUS  JR  , MD.  Jonathan  Alexandria 

TITUS,  MD,  Charles  C Fairfax 

TITUS,  MD,  Cloyd  Kent  Richmond 

TITUS,  MD,  Frederick  Preston  Alexandria 

TOCZEK,  MD,  Ariadne  E Mayakis  Arlington 

TOCZEK,  MD,  Stamslaw  K Arlington 

TODD  III,  MD.  John  W Augusta 

TODD  MD,  James  Wallace  Out  Of  State 


Portsmouth 

Newport  News 

Loudoun 

Southside  Va 

Richmond 

Virginia  Beach 

Southwest  Va 

Norfolk 

Fairfax 

Albemarle 

Richmond 

Richmond 

Southside  Va 

Lee 

Norfolk 

Norfolk 

Virginia  Beach 

Williamsburg 

Southwest  Va 

Southside  Va 

Albemarle 

Fredericksburg 

Norfolk 

Norfolk 

Richmond 

Rockingham 

Roanoke 

Norfolk 

Virginia  Beach 

Lynchburg 

Roanoke 

Albemarle 

Albemarle 

Albemarle 

Hampton 

Newport  News 

Richmond 

Alexandria 

Portsmouth 

Augusta 

Arlington 

Fairfax 

Chesapeake 

Portsmouth 

Norfolk 

Fairfax 

Out  Of  State 

Fairfax 

Portsmouth 

Halifax 

Virginia  Beach 

Richmond 

Williamsburg 

Richmond 

Albemarle 

Williamsburg 

Albemarle 

Norfolk 

Arlington 

Wise 

Augusta 

Richmond 

Richmond 

Fairfax 

Roanoke 

Richmond 

Richmond 

Out  Of  State 

Virginia  Beach 

Norfolk 

Richmond 

Tri-County 

Roanoke 

Portsmouth 

Richmond 

Danville 

Richmond 

Southwest  Va 

Northern  Va 

Newport  News 

Danville 

Alexandria 

Tazewell 

Rockingham 

Out  Of  State 

Fredericksburg 

Lynchburg 
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TODHUNTER,  MD,  Richard  Boyd 
TOKARZ,  MD.  John  Pat 
TOLAND,  MD.  Joseph 
TOLOSA,  MD,  Eduardo  T 
TOMLINSON,  MD.  H Evangeline 
TOMPKINS,  MD.  Dorothy  Ellen  G 
TOMPKINS,  MD.  Grover  Robt 
TOMPKINS,  MD  James  Langhorne 
TOMPKINS,  MD.  William  F 
TOMS  JR,  MD  BateC 
TONEY,  MD.  Ronald  W 
TONG,  MD,  Nguyen  Thanh 
TONNESEN,  MD.  Glenn  L 
TOOMY,  MD,  Wm  Nicholas 
TOONEJR,  MD.  Elam  Cooksie 
TOOTHMAN,  MD.  Clara  Jane 
TORBERT,  MD,  John  V 
TORKELSON,  MD.  Leif  Oscar 
TORNBERG,  MD.  David  N 
TORRE,  MD.  Anthony  Vincent 
TORRES-LISBOA,  MD  Patricio 
TOSI,  MD,  Richard  Englund 
TOUSTER.  MD.  Michael  David 
TOWNES,  MD.Chas  Henry 
TOWNSEND,  MD.  Henry  Le  Roy 
TOXOPEUS,  MD.  Margaret  E 
TRABERT.  MD.  Richard  Eric 
TRALKA,  MD,  Geo  Anthony 
TRAN,  MD,  DeDmh 
TRAN,  MD,  Trong  Cuong 
TRANT  III,  MD.  John  Hill 
TRAVERS.  MD,  Richard  D 
TRAVIS,  MD.Thos  Roper 
TRAYNHAM  III,  MD  John  E 
TREICHLER,  MD.  Howard  P 
TREMOLS.  MD.  Guillermo  A 
TRICE,  MD.  Clarry  Clyde 
TRICE,  MD,  Ernest  Randolph 
TRICE,  MD,  Jerry  Ashby 
TRICE,  MD,  Robt  Palmer 
TRIMBER,  MD,  Connell  James 
TRINIDAD.  MD.  Juan  A 
TROIANO,  MD,  Raymond  G 
TROLAND.  MD.  Chas  Edward 
TROSTLE,  MD.  Thomas  F 
TROUP,  MD,  James  B 
TROWER,  MD,  Clarence  B 
TROXEL.  MD,  Geo  E 
TROXEL,  MD  James  Roy 
TRUE,  MD,  De  Witt  Sidney 
TRUESDELL,  MD.  Frank  B 
TSAPOS,  MD.  Michael  John 
TSITOS,  MD,  Tony  A 
TSOU,  MD,  Anthony  Y 
TSUI.  MD  Edward  S 
TUAZON,  MD,  Oscar  C 
TUCK,  MD,  Kenneth  Douglas 
TUCKER,  MD,  Henry  Jos 
TUCKER,  MD.  Stanley  Cole 
TUCKER,  MD.  Weir  M 
TUCKER,  MD,  Wm  T 
TUGGLE.  MD  M Stuart  Wilson 
TULLOCHJR,  MD.  Earl  F 
TULOU.  MD.  Nicolas  Paul 
TUNNER.  MD.  Wm  Sams 
TUNSTALL,  MD  June  Rebecca 
TURALBA,  MD,  Cornelius 
TURKEKUL,  MD.  Fuat 
TURNER  III,  MD  John  Mills 
TURNER  III,  MD  UG 
TURNER  JR.  MD.  James  Witcher 
TURNER  JR,  MD.  Lewis  John 
TURNER,  MD.  Arthur  Alvin 
TURNER,  MD.  Frank  Graber 
TURNER,  MD  Franklin  C 
TURNER,  MD,  Jack  Cocke 
TURNER,  MD.  Mary  Ann 
TUSING.  MD.Thos  Wm 
TUTAKJR,  MD.Unal 
TWYMAN,  MD,  James  Baker 
TYLER,  MD.  David 
TYLER,  MD,  Gilman  Rackley 
TYLER,  MD,  John  Hutchinson 
TYNES  II , MD.  William  Vernon 
TYROLER,  MD,  Sidney  Austin 
TYSON.  MD,  Wm  Roberts 


Alexandria 

Alexandria 

Norfolk 

Tazewell 

Arlington 

Albemarle 

Newport  News 

Halifax 

Albemarle 

Patrick-Henry 

Richmond 

Fairfax 

Fairfax 

Augusta 

Richmond 

Wise 

Lynchburg 

Rockingham 

Newport  News 

Roanoke 

Richmond 

Richmond 

Arlington 

Southside  Va 

Fauquier 

Northern  Va 

Fairfax 

Fairfax 

Fairfax 

Fairfax 

Virginia  Beach 

Prince  William 

Northern  Neck 

Hampton 

Fairfax 

Fairfax 

Richmond 

Richmond 

Fredericksburg 

Richmond 

Alexandria 

Fairfax 

Virginia  Beach 

Richmond 

Roanoke 

Northern  Va 

Norfolk 

Northern  Va 

Northern  Va 

Portsmouth 

Richmond 

Fairfax 

Fairfax 

Fairfax 

Danville 

Alexandria 

Roanoke 

Halifax 

Richmond 

Richmond 

Richmond 

Charlotte 

Fairfax 

Richmond 

Richmond 

Southside  Va 

Norfolk 

Arlington 

Southside  Va 

Albemarle 

Fairfax 

Fauquier 

Newport  News 

Danville 

Portsmouth 

Danville 

Richmond 

Out  Of  State 

Out  Of  State 

Albemarle 

Augusta 

Richmond 

Hampton 

Norfolk 


VANGEERTRUYDEN.  MD.  H H 
VAN  HORN,  MD,  Chas  Newton 
VAN  NAME  JR,  MD  Arthur  L 
VAN  OSTEN,  MD,  George  K 
VAN  REKEN,  MD,  David  E 
VANCE  JR,  MD,  John  Clair 
VANCE,  MD.  Douglas  Doriot 
VANCE.  MD.  Sami  Franklin 
VANCE,  MD,  Vernon  K 
VANDER  VENNET,  MD.  Kenneth  R 
VANDEWATER,  MD.  James  Carl 
VANICHKACHORN,  MD,  Sukri 
VANN,  MD,  John  A 
VANOVER,  MD,  Patricia  H 
VANSANT,  MD.  John  H 
VARESE,  MD,  YonneD 
VARGAS.  MD,  Honesto  Belaro 
VARGAS-MERA  III,  MD,  Filiberto 
VARNELL  JR,  MD,  James  H 
VARNER,  MD.  Donald  Wayne 
VARNER,  MD,  John  D 
VASSALLO  JR  , MD.  Michael 
VASWANI,  MD  NariP 
VAUGHAN,  MD,  David  Allen 
VAUGHAN,  MD.  David  Du  Puy 
VAUGHAN,  MD,  John  Watt 
VAUGHAN,  MD.  Stephen  F 
VAUGHAN,  MD,  Ward  Pierman 
VAZQUEZ,  MD,  Heriberto 
VEDHANAYAKAM.  MD,  A M 
VELASQUEZ,  MD,  Emilio  T 
VELO,  MD.  Anthony  Gomez 
VENKATESAN,  MD.  Ranganathan 
VENKATESAN,  MD  Saileela 
VENNART,  MD.  Geo  P 
VENTZEK,  MD,  Albert  Theodore 
VERDIRAME,  MD,  Joseph  Lorenzo 
VERGARA,  MD,  Alfonso 
VERMILLION,  MD,  Robert  L 
VERMILYA,  MD,  Geo  Douglas 
VERMILYA,  MD,  Walter  E 
VERYKOUKIS,  MD.  Athanasios 
VEST,  MD.  Gayle  S 
VEST,  MD.  Steven 
VEST,  MD.  Timothy  Keith 
VESUNA,  MD,  Cyrus 
VETROVEC,  MD,  Geo  Wayne 
VIA,  MD,  James  Dillard 
VICK  JR,  MD.  Clyde  Whitley 
VICTOR,  MD,  Fen'n  Ernest 
VILLAFUERTE,  MD.  Lydora  B 
VILLAROMAN,  MD,  Ruben  R 
VILLAVICENCIO,  MD.  Jorge  E 
VILLAVICENCIO,  MD,  Olmedo 
VILSECKJR,  MD,  Jos  Richard 
VINDING,  MD,  Terkild 
VINES,  MD,  Frederick  Sherwm 
VINH,  MD.  Luc 
VINIK,  MD.  Melvin 
VINIS,  MD,  Lawrence  H 
VINSON,  MD,  Alfred  Mitchell 
VIOL,  MD,  Geoffrey  William 
VIRTS,  MD.  Earl  Edward 
VMD,  ISHNIAVSKYShalom 
VISIS,  MD,  Tassanee 
VITEK,  MD,  Brantley  P 
VITOLS,  MD,  Edith 
VITOLS,  MD.  Mmtauts  Mickey 
VITSKY,  MD,  Maurice  Sidney 
VITSKY,  MD,  Meyer 
VLAHCEVIC,  MD.  Z Reno 
VOGEL,  MD,  Scott  Durand 
VOKAC,  MD.  Vaclav  Albert 
VOLKAN,  MD,  Vamik  Diemal 
VON  ARX  III,  MD,  Emil 
VONFRICKEN,  MD  Manfred 
VON  OESEN,  MD,  Henry  Davis 
VONOETTINGEN,  MD.  Dieter  R 
VOUVALIS,  MD,  Geo  Sakellanos 
VRANIAN,  MD,  N Michael 
VRANIAN.  MD,  Robert  Brown 
VULPE,  MD,  Michael 
VUURMANS  JR  , MD,  Coenraad 


Arlington 

Norfolk 


u 

UBELHART,  MD,  Charles  Robert 
UENO,  MD  Winston  Mizuo 
ULLMAN,  MD,  James  Irwin 
ULMER,  MD.  Jack  L 
UMALI,  MD  Filemon  De  Jesus 
UMSTOTT,  MD.  Charles  Edward 
UNDERWOOD  JR.  MD  Paul  B 
UPDIKE  JR,  MD.  Glenn  B 
UPTON,  MD,  David  Leslie 
URENA,  MD,  DA 
URUETA,  MD.  Enrique  E 
UY.  MD.  Flaviano 
UY,  MD,  Gregorio  C 
UZER,  MD.  Yuksel 


Alexandria 

Alexandria 

Newport  News 

Richmond 

Southwest  Va 

Newport  News 

Albemarle 

Danville 

Alexandria 

Northern  Va 

Halifax 

Chesapeake 

Chesapeake 

Fairfax 


V 


VADEN,  MD,  Edwin  Booth  Lynchburg 

VADNEY,  MD,  Richard  Claude  Arlington 

VAID,  MD,  Arun  K Chesapeake 

VALDIVIESO,  MD  Jorge  R Portsmouth 

VALENTI,  MD,  Branko  Sergio  Fairfax 

VALENTINE,  MD.  Lawrence  E Accomack 

VALONE  JR,  MD,  James  Austin  Norfolk 

VAMVANIJ,  MD.  Somi  Marie  Hampton 

VAN  DEN  BRANDEN,  MD.  Fredenk  MOut  Of  State 
VANDERSOMMEN,  MD.  Lynda  D Albemarle 

VANDER  WOUDE  JR  , MD  Harmen  Fairfax 

VAN  DRIEM,  MD.  Geo  Henri  Williamsburg 


WADDELL,  MD,  Marion  Crockett 
WADDELL,  MD,  Robert  W 
WADDILL,  MD,  James  Franklin 
WADE,  MD,  Evelyn  Henry  Clark 
WADE,  MD.  Frank  Alton 
WADE,  MD,  James  Meron 
WADE,  MD.  Richard  Terrell 
WADLEY,  MD,  John  Kenneth 
WADSWORTH,  MD.  James  D 
WAGNER.  MD,  Archibald  C 
WAGNER.  MD.  Wm  Fremont 
WAKAT,  MD,  Marshall  A 
WAKE,  MD,  Gary  Wentworth 
WAKEMAN,  MD.  Truman  Jerry 
WALBURGH,  MD,  Carl  Eric 
WALDROP.  MD.  Bonnie  B 

WALK,  MD,  J Frederick 
WALKE,  MD.  JohnTabb 
WALKER  JR.  MD.  Walter  J 
WALKER,  MD,  Barry  Quentin 
WALKER,  MD.  Geo  Ely 
WALKER.  MD.  Kenneth  Jos 
WALKER.  MD  Miley  Wesson 
WALKER,  MD,  Rome  Haward 
WALKER,  MD,  Thos  Andrew 

WALL,  MD,  Geo  Hampton 
WALLACE  JR,  MD,  Karl  Kenneth 
WALLACE,  MD.  Duncan  Saron 
WALLACE,  MD.  George  Lamar 
WALLACE,  MD,  K K 
WALLACE,  MD,  Marsha  Tina 
WALLACE,  MD,  Matthew  B 


Norfolk 

Norfolk 

Mid  Tidewater 
Northern  Va 
Out  Of  State 
Arlington 
Southwest  Va 
Roanoke 
Fairfax 

Newport  News 

Lynchburg 

Southside  Va 

Norfolk 

Wise 

Norfolk 

Southwest  Va 

Portsmouth 

Alexandria 

Norfolk 

Roanoke 

Roanoke 

Fairfax 

Fairfax 

Lynchburg 

Richmond 

Franklin 

Southside  Va 

Northern  Va 

Out  Of  State 

Wise 

Out  Of  State 

Richmond 

Norfolk 

Hampton 

Richmond 

Prince  William 

Tri-County 

Arlington 

Roanoke 

Tazewell 

Alleghany 

Norfolk 

Wise 

Wise 

Rockingham 

Fairfax 

Richmond 

Norfolk 

Southside  Va 

Roanoke 

Fairfax 

Richmond 

Fairfax 

Fairfax 

Richmond 

Out  Of  State 

Richmond 

Virginia  Beach 

Richmond 

Fauquier 

Norfolk 

Richmond 

Fairfax 

Hampton 

Wise 

Fairfax 

Richmond 

Richmond 

Richmond 

Richmond 

Richmond 

Albemarle 

Richmond 

Albemarle 

Out  Of  State 

Fairfax 

Lynchburg 

Prince  William 

Arlington 

Richmond 

Fredericksburg 

Portsmouth 

Southwest  Va 


Richmond 
Virginia  Beach 
Newport  News 
Roanoke 
Roanoke 
Southwest  Va 
Lynchburg 
Prince  William 
Southside  Va 
Fauquier 
Out  Of  State 
Roanoke 
Northern  Va 
Virginia  Beach 
Norfolk 

Newport  News 
Northern  Va 
Roanoke 
Southwest  Va 
Richmond 
Southwest  Va 
Southwest  Va 
Tri-County 
Roanoke 
Southside  Va 
Roanoke 
Virginia  Beach 
Virginia  Beach 
Patrick-Henry 
Norfolk 
Arlington 
Culpeper 


WALLACE,  MD,  Pat  Barrow 

Patrick-Henry 

WHEELER,  MD.  William  F 

Portsmouth 

WALLACE,  MD  W Miles 

Lynchburg 

WHELAN.  MD.  John  Jos 

Out  Of  State 

WALLENBORN  JR  , MD.  Peter  A 

Roanoke 

WHELESS.  MD,  James  Elijah 

Roanoke 

WALLENBORN  MD,  White  M 

Albemarle 

WHIPPLE,  MD.  Geo  Albert 

Fairfax 

WALLINGFORD,  MD.  Walter  R 

Newport  News 

WHIPPLE,  MD.  Terry  Lane 

Richmond 

WALTEN.  MD,  Maximilian  Graff 

Fairfax 

WHISNANT,  MD,  Robt  Alexander 

Lynchburg 

WALTERS.  MD.  Wm  B 

Norfolk 

WHITACRE,  MD,  SamlN 

Northern  Va 

WALTHALL  III  MD,  David  B 

Arlington 

WHITAKER  JR  MD,  Harry  A 

Fairfax 

WALTON,  MD.  David  Clark 

Roanoke 

WHITAKER,  MD,  Joyce  Lafon 

Richmond 

WALTON.  MD.  Wm  Watkins 

Southwest  Va 

WHITBECK,  MD.  John  Volkert 

Portsmouth 

WAMPLER,  MD,  Garland  Jos 

Rockingham 

WHITE  II,  MD.  EarlD 

Hampton 

WAMPLER,  MD.  J Paul 

Prince  William 

WHITE  JR  MD  H George 

Northern  Va 

WANEBO.  MD.  Harold  J 

Albemarle 

WHITE,  MD.  Arthur  E 

Arlington 

WANG,  MD.GwoJaw 

Albemarle 

WHITE,  MD  Danl  Henry 

Norfolk 

WANG,  MD.  Yung  Wen 

Southwest  Va 

WHITE,  MD  EdwardS 

Accomack 

WARD  JR  MD.  Oscar  Wilde 

Hampton 

WHITE,  MD  Forrest  P 

Norfolk 

WARD,  MD.  Chas  Harper 

Richmond 

WHITE,  MD.  Gordon  Osier 

Rockingham 

WARD,  MD,  Joseph  Lawson 

Hampton 

WHITE,  MD,  James  Latham 

Prince  William 

WARD,  MD,  Phillip  Dare 

Halifax 

WHITE,  MD.  Joseph  B 

Alexandria 

WARD,  MD  Winfred  0 Neil 

Richmond 

WHITE,  MD  Julian  Andrews 

Virginia  Beach 

WARD,  MD.  Wm  Caldwell 

Roanoke 

WHITE , MD,  Kerr  Lachlan 

Albemarle 

WARDELL.  MD.  Arthur  W 

Portsmouth 

WHITE.  MD  Paul  Fletcher 

Roanoke 

WARDEN,  MD.  StevenS 

Virginia  Beach 

WHITE,  MD.  Robert  M 

Arlington 

WARDEN,  MD,  Wm  Budd 

Virginia  Beach 

WHITE,  MD.  Robt  Lawrence 

Fairfax 

WARE  III,  MD  Harry  Hudnall 

Richmond 

WHITE,  MD  Rolte  Downing 

Virginia  Beach 

WARE,  MD.  Earle  Rawlings 

Fredericksburg 

WHITE,  MD.  RuthM 

Arlington 

WARE,  MD,  Henry  Me  Wane 

Newport  News 

WHITE,  MD  Stuart  Bruce 

Southside  Va 

WARE,  MD,  James  Latane 

Richmond 

WHITE,  MD,  William  Richard 

Richmond 

WARE.  MD,  Robt  Edward 

Arlington 

WHITE,  MD  Wm  James 

Arlington 

WARFIELD,  MD,  Melissa  Anthony 

Norfolk 

WHITEHEAD  JR,  MD.  David  C 

Rockingham 

WARING,  MD,  Milton  G 

Portsmouth 

WHITEHEAD,  MD,  Betty  G Willis 

Danville 

WARKENTIN.  MD,  John  R 

Richmond 

WHITEHILL,  MD,  Richard 

Albemarle 

WARREN  JR,  MD,  Geo  Hugh 

Newport  News 

WHITEHOUSE.  MD.  Francis  R 

Lynchburg 

WARREN,  MD.  Bertram  Lee 

Virginia  Beach 

WHITEHURST  MD  Arthur  W 

Danville 

WARREN,  MD,  David  L 

Richmond 

WHITELOCK  JR  , MD,  Leland  D 

Norfolk 

WARREN.  MD,  Jos  Edwin 

Lynchburg 

WHITLEY  JR.  MD,  Thos  H 

Danville 

WARREN,  MD,  Norman  M 

Patrick  Henry 

WHITLEY,  MD.  Donald  Phillip 

Richmond 

WARREN.  MD,  Robert  Douglas 

Fairfax 

WHITLOCK,  MD,  Lee  Elias 

Norfolk 

WARREN,  MD,  Rufus  Hawkins 

Southside  Va 

WHITMAN  JR  MD,  Wm  Rush 

Roanoke 

WARREN,  MD.  Thos  N 

Alleghany 

WHITMORE  JR  . MD.  Wm  Harvey 

Norfolk 

WARSHAUER  JR  , MD,  Sanford 

Alexandria 

WHITNEY,  MD.  Hugh  Raymond  H 

Virginia  Beach 

WARTH,  MD.  Gregory  James 

Virginia  Beach 

WHITTEN  JR  MD.Chas  A 

Danville 

WARTHEN  JR  , MD,  Harry  J 

Richmond 

WHITTLE  MD,  Jos  Percivall 

Southside  Va 

WASH,  MD,  Thos  Atwood 

Newport  News 

WHITWORTH.  MD,  Claiborne  G 

Albemarle 

WASHBURN,  MD.  Ronald  Lee 

Virginia  Beach 

WHITWORTH,  MD,  Frank  Dixon 

Northern  Va 

WASHINGTON,  MD.Thos  Boyd 

Richmond 

WICKHAM,  MD.  James  Robt 

Richmond 

WASSERMAN  JR  . MD.  L Leslie 

Virginia  Beach 

WIDMEYER.  MD,  Roberts 

Roanoke 

WASSERMAN,  MD,  Albert  J 

Richmond 

WIECKING.  MD,  David  Kerndt 

Richmond 

WASSERMAN,  MD.  Brian  Mark 

Richmond 

WIEDERHORN  MD.  A Roger 

Alexandria 

WASSUM.  MD,  James  Allen 

Newport  News 

WIESINGER,  MD,  Herbert 

Richmond 

WATERMAN,  MD.  Geo  Richard 

Northern  Va 

WIGAND  MD.  James  Peter 

Richmond 

WATKINS  JR,  MD,  Wm  Thurman 

Newport  News 

WIGGINS,  MD.  Raymond  Michael 

Richmond 

WATKINS,  MD,  Franklin  P 

Richmond 

WIGTON,  MD,  Roger  B 

Alexandria 

WATKINS.  MD.  Wm  Randolph 

Halifax 

WIJETILLEKE.  MD.  Padma 

Arlington 

WATSON  III,  MD.  William  J 

Newport  News 

WILBUR  MD.  Ronald  Don 

Fairfax 

WATSON.  MD,  Bruce  Allen 

Southwest  Va 

WILCOX  JR.  MD.  Clyde  W 

Norfolk 

WATSON,  MD,  JohnC 

Alexandria 

WILDS,  MD,  Preston  Lea 

Norfolk 

WATSON,  MD.  Marion  Howell 

Danville 

WILEY  JR  MD.  Edward  James 

Richmond 

WATSON,  MD.  T Lepierre 

Richmond 

WILHELM,  MD.  Morton  C 

Albemarle 

WATTERS  JR,  MD,  John  A 

Hampton 

WILHITE  JR,  MD,  Philip  A 

Portsmouth 

WATTS.  MD  Earl  Wilson 

Roanoke 

WILKENFELD  MD  M Jack 

Fairfax 

WAY,  MD.  Wm  Greene 

Northern  Va 

WILKERSON,  MD.  Vivian  Myrtle 

Richmond 

WAYBRIGHT  MD.  Edward  A 

Richmond 

WILKES,  MD  WmLee 

Richmond 

WEARY,  MD.  Peyton  Edwin 

Albemarle 

WILKINS,  MD,  Paul  Cole 

Albemarle 

WEATHINGTON  II  , MD,  Lee 

Southside  Va 

WILKINS  MD.WmThos 

Richmond 

WEAVER  JR,  MD.  Wm  Jack 

Alexandria 

WILKINSON,  MD.  Geo  Lee 

Halifax 

WEAVER.  MD,  David  Lee 

Norfolk 

WILKS.  MD,  JohnWm 

Roanoke 

WEAVER,  MD.  DelmarF 

Culpeper 

WILLARD,  MD.  Richard  Norman 

Norfolk 

WEAVER,  MD.  Edgar  Newman 

Roanoke 

WILLEY,  MD,  John  Boyd 

Northern  Va 

WEBB  JR  MD,  Robt  B 

Southside  Va 

WILLIAMS  II,  MD,  Edwin  Leon 

Roanoke 

WEBB,  MD.Thos  Harry 

Portsmouth 

WILLIAMS  II,  MD.  Samuel 

Roanoke 

WEBSTER,  MD.  David  K 

Augusta 

WILLIAMS  III,  MD,  WC 

Southside  Va 

WEDD  111,  MD,  George 

Richmond 

WILLIAMS  JR  MD.  Carrington 

Northern  Neck 

WEDDLE,  MD.  William  E 

Rockbridge 

WILLIAMS,  MD,  Andrew  Lee 

Southwest  Va 

WEEKS,  MD.  Ruth  Bley 

Albemarle 

WILLIAMS,  MD.  ArmisteadD 

Norfolk 

WEEMS.  MD,  Bliss  King 

Augusta 

WILLIAMS,  MD.  Armistead  M 

Richmond 

WEGER,  MD.  Marvin  Louis 

Richmond 

WILLIAMS,  MD,  Austin  Thos 

Arlington 

WEIDIGJR  MD.  George  Louis 

Rockingham 

WILLIAMS,  MD  Bernard  Moore 

Albemarle 

WEIMER.  MD.  Clarence  J 

Arlington 

WILLIAMS.  MD.Chas  Lee 

Richmond 

WEIMER,  MD,  Geo  A 

Richmond 

WILLIAMS,  MD.  David  C 

Richmond 

WEINBERG,  MD.  Herbert  L 

Tri-County 

WILLIAMS,  MD,  David  L 

Virginia  Beach 

WEINBERG.  MD.  Richard  J 

Fairfax 

WILLIAMS,  MD,  Della  C 

Danville 

WEINBERG,  MD,  Robert  Stephen 

Richmond 

WILLIAMS,  MD.  Donald  Richard 

Roanoke 

WEINBERGER,  MD.  Daniel  R 

Alexandria 

WILLIAMS,  MD,  Frederick  M 

Virginia  Beach 

WEINSHANK,  MD.  Herberts 

Alexandria 

WILLIAMS,  MD,  Gaylord  Stone 

Albemarle 

WEINSTEIN.  MD,  Julian 

Richmond 

WILLIAMS,  MD,  Geo  Harry 

Richmond 

WEINSTOCK.  MD  MichaelS 

Alexandria 

WILLIAMS,  MD,  Harold  L 

Newport  News 

WEISIGER  III,  MD  BeniB 

Richmond 

WILLIAMS,  MD,  Harvey  Bernard 

Prince  William 

WEISS,  MD,  Michael  Aron 

Fairfax 

WILLIAMS,  MD,  Hazael  Jos 

Augusta 

WEISSHAAR  MD  Paul  Howard 

Alexandria 

WILLIAMS,  MD,  James  Newton 

Virginia  Beach 

WEITZMAN  MD.  Gerald 

Portsmouth 

WILLIAMS,  MD,  John  Stuart 

Out  Of  State 

WELCH,  MD.  Nancy  Mae 

Roanoke 

WILLIAMS,  MD,  Louis  H 

Richmond 

WELLER  MD.  Wm  Franklin 

Roanoke 

WILLIAMS.  MD.  Mark  Byrd 

Southside  Va 

WELLONS  JR  , MD.  Harry  Albert 

Albemarle 

WILLIAMS,  MD.  Marvin  Thomas 

Richmond 

WELLS,  MD.Chas  Lewis 

Out  Of  State 

WILLIAMS,  MD.  Mason  Miller 

Richmond 

WELLS.  MD,  Hugh  Haynsworth 

Roanoke 

WILLIAMS,  MD,  Me  Kim 

Newport  News 

WELLS,  MD,  James  Morgan 

Richmond 

WILLIAMS,  MD.  Richard  K 

Richmond 

WELLS,  MD,  Lewis  Emmor 

Out  Of  State 

WILLIAMS,  MD,  Robert  B 

Newport  News 

WENDELL  JR.  MD,  John  M 

Newport  News 

WILLIAMS,  MD.  Robert  K 

Richmond 

WENGER  JR,  MD.  John  Robert 

Bedford 

WILLIAMS,  MD,  Sami  Harrison 

Alexandria 

WENLEDER  MD.  Rudolf  Bernard 

Richmond 

WILLIAMS,  MD,  Thos  Frasier 

Arlington 

WENTEJR,  MD,  John  Anthony 

Bedford 

WILLIAMSON.  MD.  Brian  Richard 

Albemarle 

WENZEL.  MD,  Richard  Putnam 

Albemarle 

WILLIAMSON  MD.  John  A 

Virginia  Beach 

WERNER  MD.  Wallace  James 

Prince  William 

WILLIAMSON,  MD.  NeihlJ 

Portsmouth 

WERTHEIM.  MD,  Raymond  B 

Alexandria 

WILLIAMSON,  MD  Sterling  R 

Norfolk 

WESLEY,  MD.  RobtC 

Lynchburg 

WILLIE,  MD,  James  Oliver 

Norfolk 

WEST  MD,  David  Martin 

Norfolk 

WILLIS  JR  MD.HughH 

Danville 

WEST.  MD.  Richard  Duane 

Virginia  Beach 

WILLIS,  MD.  Amos  Johns 

Fredericksburg 

WESTERVELT  JR,  MD.  F B 

Albemarle 

WILLIS,  MD,  Calvin  Johnson 

Halifax 

WESTFALL  MD.  Roger  K 

Northern  Va 

WILLNER.  MD  Henry  S 

Fairfax 

WESTON.  MD.  DonL 

Southwest  Va 

WILLOUGHBY,  MD.  Michael  Hill 

Loudoun 

WESTON,  MD,  Jean  Kendrick 

Loudoun 

WILMOT  MD  Benneville  Dayton 

Alexandria 

WETZEL,  MD.  Richard  Austin 

Out  Of  State 

WILSON  JR,  MD,  Henry  H 

Richmond 

WEYL,  MD.  W Leonard 

Arlington 

WILSON  JR,  MD.  James 

Hampton 

WEYMOUTH.  MD,  Richard  Jordan 

Out  Of  State 

WILSON  JR  . MD  Lester  A 

Albemarle 

WHEBY,  MD  Munsey  Stephen 

Albemarle 

WILSON  JR,  MD.  Robert  W 

Fairfax 

WHEELER  II.  MD,  Robt  Clews 

Fredericksburg 

WILSON,  MD,  Claude  Watson 

Richmond 

WHEELER,  MD.  Jock  Rodgers 

Norfolk 

WILSON,  MD.  Edward  Croft 

Albemarle 

WHEELER,  MD.  William  Edge 

Richmond 

WILSON,  MD.  Jeffrey  W 

Lynchburg 
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WILSON,  MD,  Robl  Marion 

Norfolk 

WOLFORD,  MD,  Keith  Harlow 

Mid  Tidewater 

WU,  MD  ShueChen 

Portsmouth 

YOUNG.  MD.  Harold  Francis 

WILSON,  MD,  William  G 

Albemarle 

WOLFSOHN,  MD,  Alice 

Arlington 

WYATT,  MD.  Davis  Burton 

Richmond 

YOUNG,  MD  Ira  Sanders 

WINBORNE  JR  , MD,  Roger  M 

Roanoke 

WOLOY,  MD,  Eleanora  Mane 

Portsmouth 

WYCOFF,  MD.  Jack  Dunn 

Southwest  Va 

YOUNG,  MD  Reuben  Barnes 

Richmond 

WINDLE,  MD.  Charles  Beverly 

Norfolk 

WOLSKI,  MD,  Eugene  J 

Northern  Neck 

WYKERJR,  MD.  Arthur  W 

Albemarle 

YOUNGBLOOD,  MD  Walker  P 

WINE,  MD,  Jean  Fennell 

Rockingham 

WOMBOLT,  MD.  Duane  Geo 

Norfolk 

WYLES,  MD,  Ronald  Jos 

Virginia  Beach 

YOUNT  JR.  MD,  B Gerald 

WINE.  MD,  John  Robert 

James  River 

WONG,  MD,  George  Sonny 

Virginia  Beach 

WYMAN,  MD,  Alvin  C 

Alexandria 

YU,  MD.  Chas  Chua 

Fairfax 

WINELAND,  MDRobtK 

Alexandria 

WOO,  MD,  Hong  Yooke 

Tri-County 

WYSOR,  MD,  Edwin  Snead 

Richmond 

YU,  MD,  James  Cheng-Mmg 

Norfolk 

WINGERD,  MD,  Max  E 
WINGFIELD.  MD,  Frank  Q 
WINGFIELD.  MD,R  Terrell 
WINGFIELD.  MD,  Richard  W 
WINGFIELD,  MD,  Wm  Lynn 

Northern  Va 
Newport  News 
Lynchburg 
Accomack 
Richmond 

WOOD  JR,  MD.  Henry  Wise 
WOOD,  MD,  Bobby  Terry 
WOOD,  MD.  Herbert  Austin 
WOOD,  MD,  James  Burnley 
WOOD,  MD,  John  Robert 

Norfolk 

Newport  News 
Northern  Va 
Albemarle 
Roanoke 

WYSOR,  MD.  Frank  Laird 

Y 

Alleghany 

YUTZY,  MD,  Carl  Vernon 

z 

Mid  Tidewater 

WINKFIELD,  MD,  James  M 

Northern  Va 

WOOD,  MD,  Maurice 

Richmond 

YADAO,  MD  Alex  Peralta 

Prince  William 

ZACHARIAS,  MD  Chas  M 

Richmond 

WINKLER,  MD,  Chas  Pinckney 

Richmond 

WOOD,  MD.  RobtL 

Richmond 

YAEGER,  MD.  John  Julius 

Out  Of  State 

ZACHARIAS,  MD  Lawrence  C 

Richmond 

WINN,  MD.H  Richard 

Albemarle 

WOODHOUSE  III,  MD,  Robt  W 

Richmond 

YAHANDA,  MD,  Hoyoko  Migaki 

Fairfax 

ZAHNKE  III.  MD,  Wolfgang 

Wise 

WINN,  MD,  Thos  Meredith 

Alleghany 

WOODING,  MD,  N H 

Halifax 

YAKUB,  MD.  YNabil 

Fairfax 

ZAKAIB  MD,  Edward  Albert 

Richmond 

WINN,  MD,  Washington  Carlyle 

Richmond 

WOODLIEF,  MD.  Ray  Marshall 

Richmond 

YANCEY,  MD,  Henry  A 

Richmond 

ZALCMAN,  MD,  Steven  Jay 

Alexandria 

WINSLOW,  MD.  Boyd  Holden 

Norfolk 

WOODROOF,  MD.  Kerry  C 

Bedford 

YANG,  MD  EmmaUy 

Fairfax 

ZALIS  III,  MD,  Oreste 

Richmond 

WINSTEAD,  MD.  Glenn  C 

Out  Of  State 

WOODS,  MD,  Lauren  A 

Richmond 

YANG,  MD  Jieh  Chyou 

Hampton 

ZAMBRANA,  MD  Benj  Franklin 

Richmond 

WINSTON,  MD,  WmO 

Portsmouth 

WOODS,  MD,  Paul  A 

Augusta 

YARBROUGH,  MD,  Terry  Pinckney 

Portsmouth 

ZANGA,  MD,  Jos  Robt 

Richmond 

WINSTON,  MD,  YorkE 

Newport  News 

WOODSIDE,  MD.  Jack  R 

Alexandria 

YASSIN  MD,  John  Gerald 

Fairfax 

ZAPANTA,  MD.  ConradoR 

Rockingham 

WIRTH  JR  MD,  John  Clarence 

WOODSIDE,  MD.  NmaB 

Prince  William 

YATES  JR,  MD,  Harry  Robt 

Roanoke 

ZARCHIN,  MD.  Lawrence  Edward 

Fairfax 

WIRTHJR,  MD,  Frederick  H 

WOODSON,  MD,  Frederick  Gaston 

Norfolk 

YATES,  MD,  Munford  Radford 

Southside  Va 

ZAREMBA  MD.  Kathleen  Susan 

Prince  William 

WISE  JR  , MD,  Alan 

WOODSON,  MD,  JosephB 

Alexandria 

YAVIT,  MD.  Jos 

Fairfax 

ZAZZARO.  MD.  Patrick  Francis 

Prince  William 

WOODWARD  JR,  MD,  Edward 

Out  Of  State 

YEAMANS,  MD,  Melvin  E 

Richmond 

ZEAVIN,  MD  Bernard  H 

Alexandria 

WISE,  MD.  Dennis  W 

WOOLFITT,  MD,  Robert  A 

Norfolk 

YEH  III,  MD.  Li-Cheng 

Southside  Va 

ZEHFUSS,  MD,  Paul  E 

Alexandria 

WISE.  MD.  Harry  Stephen 

WOOTTON,  MD,  Jane  P 

Richmond 

YEH,  MD,  Betty  PY 

Virginia  Beach 

ZELENAK,  MD,  James  Joseph 

Richmond 

WISE,  MD  Thomas  N 

WOOTTON,  MD,  Percy 

Richmond 

Yl,  MD.  ChuHon 

Virginia  Beach 

ZFASS,  MD,  Hyman  Sami 

Richmond 

WISMAN.  MD  Wm  Robl 

WORARATANADHARM,  MD,  Swaeng  Southside  Va 

YILLAR,  MD,  Mehmet  K 

Hampton 

ZIA,  MD,  M Shafiq 

Richmond 

WISOFF  MD  CarIP 

WORCHEL,  MD.  Barry  Jason 

Culpeper 

YODER  JR,  MD  Paul  Roy 

Rockingham 

ZIBDEH,  MD,  Isam  Tawfique 

Wise 

WITMER,  MD,  Daniel  G 
WITT,  MD.  Frederick  Jos 
WITT,  MD,  Nancy  May  Garrett 
WITTEN,  MD.  James  A 

Rockingham 

Portsmouth 

Augusta 

Roanoke 

WORD,  MD,  Beni  Harrison 
WORK  III,  MD,  Granville  B 

Albemarle 

Norfolk 

YODER,  MD,  Daryl  H 
YODER,  MD,  Donald  E 

Lynchburg 
Southwest  Va 

ZIEGLER,  MD.  Herman  Frederick 
ZILBERBARB  MD  Bernard 

Southwest  Va 
Fairfax 

WORLAND,  MD,  Richard  L 
WORNOM,  MD,  PaulH 

Richmond 
Newport  News 

YODER,  MD,  Gene  Lee 
YODER,  MD,  Paul  T 

Rockingham 

Rockingham 

ZILLHARDT,  MD,  Jacob  Chas 
ZIMBERG,  MD  YaleH 

Botetourt 

Richmond 

WRAY,  MD,  Frank  Grove 

Halifax 

YOO,  MD,  Hee  Dong 

Norfolk 

ZIMMERMAN  JR  MD,  Chas  H 

WITTKAMP,  MD,  Bernard  F 

Richmond 

WRIGHT  III,  MD,  Melville  G 

Fredericksburg 

YORK,  MD,  James  R 

Northern  Va 

ZIMMERMAN  MD,  Harold  Baer 

WLADYKA,  MD,  George  A 

Prince  William 

WRIGHT  JR,  MD,  Fletcher  J 

Southside  Va 

YOUELJR,  MD,  John  Kenneth 

Albemarle 

ZIMMET,  MD.  Steven  Michael 

WOHLGEMUTH  MD  Joan 

Alexandria 

WRIGHT,  MD,  James  Claude 

Virginia  Beach 

YOUN.  MD,  Young  Ok 

Richmond 

ZINN  MD  Edward 

Arlington 

WOLCOTT,  MD,  James  M 

Norfolk 

WRIGHT,  MD,  Nellie  Dorsey 

Southwest  Va 

YOUNG  JR,  MD,  Chas  Augustus 

Roanoke 

ZIRKLEJR,  MD  Walter  M 

Rockingham 

WOLF,  MD,  Jeftrey  Stephen 

Portsmouth 

WRIGHT,  MD,  R Lewis 

Richmond 

YOUNG  JR,  MD,  WmH 

Culpeper 

ZOHN.  MD  David  Arthur 

Arlington 

WOLFE  JR,  MD.  Walter  W 

Southwest  Va 

WRIGHT,  MD.  ThosM 

Fairfax 

YOUNG,  MD,  David  B 

Norfolk 

ZOLKIWSKY  MD  Walter  Richard 

Loudoun 

WOLFF  JR,  MD.  Herbert  D 

Alexandria 

WRYE,  MD,  JohnC 

Out  Of  State 

YOUNG,  MD.  Delosa  Anthony 

Fairfax 

ZONTINE,  MD  David  Herbert 

Northern  Va 

WOLFHOPE,  MD,  Barbara 

Halifax 

WU,  MD,  Hsm  Hsiung 

Out  Of  State 

YOUNG,  MD,  Estelle  Irene 

Southside  Va 

ZUCKERMAN,  MD,  Ellis  N 

Southside  Va 

SPECIALTY  DESIGNATION  KEY  AND  TALLY 


A specialty  designation  in  code  appears  to  the  right  of  each  physician’s 
name  in  the  Roster  by  Component  Medical  Society  Affiliation  beginning 
on  page  579.  Here  following  is  the  key  to  those  designations,  together  with 
a tally  of  the  number  of  MSV  members  in  each  specialty.  The  designation 
does  not  necessarily  imply  board  certification  in  the  specialty.  Physicians 
whose  entries  do  not  carry  a specialty  designation  are  performing  their 


residencies. 

A Allergy  34 

ABS  Abdominal  Surgery  8 

AM  Aerospace  Medicine  5 

AN  Anesthesiology  253 

BE  Broncho-Esophagology  0 

CD  Cardiovascular  Diseases  123 

CDS  Cardiovascular  Surgery  21 

CHN  Child  Neurology  4 

CHP  Child  Psychiatry  70 

CLP  Clinical  Pathology  15 

CRS  Colon  and  Rectal  Surgery  II 

D Dermatology  104 

D1A  Diabetes  3 

DR  Diagnostic  Radiology  119 

EM  Emergency  Medicine  100 

EN  Endocrinology  5 

FOP  Forensic  Pathology  5 

FP  Family  Practice  427 

GE  Gastroenterology  58 

GER  Geriatrics  8 

GP  General  Practice  543 

GPM  General  Preventive  Medicine  8 

GS  General  Surgery  443 

GYN  Gynecology  44 

HEM  Hematology  26 

HNS  Head  and  Neck  Surgery  1 

HS  Hand  Surgery  6 

HYP  Hypnosis  2 

ID  Infectious  Diseases  6 

IM  Internal  Medicine  707 

LAR  Laryngology  1 

LM  Legal  Medicine  2 


N Neurology  78 

ND  Neoplastic  Diseases  10 

NEP  Nephrology  32 

NM  Nuclear  Medicine  18 

NS  Neurological  Surgery  73 

NTR  Nutrition  1 

OBG  Obstetrics  and  Gynecology  440 

OBS  Obstetrics  1 

OM  Occupational  Medicine  32 

ON  Oncology  14 

OPH  Ophthalmology  243 

ORS  Orthopedic  Surgery  262 

OS  Other  52 

OST  Osteopathic  Medicine  16 

OT  Otology  2 

OTO  Otorhinolaryngology  137 

P Psychiatry  368 

PA  Clinical  Pharmacology  3 

PD  Pediatrics  430 

PDA  Pediatric  Allergy  7 

PDC  Pediatric  Cardiology  6 

PDR  Pediatric  Radiology  0 

PDS  Pediatric  Surgery  5 

PH  Public  Health  47 

PM  Physical  Medicine  and  Rehabilitation  27 

PS  Plastic  Surgery  49 

PTH  Pathology  139 

PUD  Pulmonary  Diseases  57 

PYA  Psychoanalysis  10 

PYM  Psychosomatic  Medicine  1 

R Radiology  187 

RHI  Rhinology  0 

RHU  Rheumatology  24 

TR  Therapeutic  Radiology  25 

TRS  Traumatic  Surgery  0 

TS  Thoracic  Surgery  32 

U Urological  Surgery  151 

US  Unspecified  140 

Total  Memoership  Count  6247 
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Aword  to  all  those  who  think 
they  can’t  afford  a Xerox  copier. 


Xerox  660 
Was  $1,750 
Now  $995 


Xerox  2300 
Was  $3,295 
Now  $2,495 


Xerox  2600 
Was  $3,295 
Now  $2,495 


i 


* 


Xerox  3100  Xerox  3100  LDC 

Was  $3,995  Was  $4,495 

Now  $2,795  Now  $2,995 


Xerox  2350 
Was  $3,995 
Now  $3,595 


Xerox  3107 
Was  $6,995 
Now  $3,995 


Xerox  3109 
Was  $7495 
Now  $3,995 


Xerox  3300  n 
Was  $5,495 
Now  $4,495 


Xerox  3300 
Was  $6,795 
Now  $5,495 


_ 1 ■ 


Xerox  4000 
Was  $10,995 
Now  $7495 


Xerox  3400 
Was  $10,995 
Now  $8,995 


Xerox  2830 
Was  $3,995 
Now  $3,595 


Xerox  3450 
Was  $13,995 
Now  $9,995 


With  No  Cost  Financing. 


Announcing  the  biggest  price 
reductions  of  our  small  copiers  in 
Xerox  In  story. 

Every  small  copier  we  offer  is 
reduced  in  price.  From  our  most 
popular  small  copier,  the  2300,  up 
to  the  top  of  our  small  line,  the 
Xerox  3450. 

And  that's  only  the  beginning. 
Introducing  No  Cost  Financing. 

Spread  your  copier  payments 
over  a twelve-month  period,  w ith- 
out a finance  charge.  Not  a penny. 

Or  Low  Cost  Financing. 

Now  maybe  you’d  rather  take 
two  to  five  years  to  pay  for  a copier. 
Well,  rather  than  let  current  high 
interest  rates  stand  in  the  way,  you 


can  take  advantage  of  our  15.9% 
rate. 

Buy  Buy  Buy  And  You'll 
Save  Save  Save. 

Choose  two  or  more  small 
copiers,  and  save  hundreds  of  dol- 
lars more  with  our  special  quantity 
discount  plant 

And,  of  course,  that’s  not  all. 

Buy  or  rent  a copier  from 
Xerox,  and  get  more  than  just  a 
terrific  copier. 

Get  a great  company  behind 
it.  With  the  largest  service  network 
from  coast  to  coast. 

Act  Now. 

So  if  your  pocketbook  has  kept 
you  front  considering  a Xerox  cop- 


ier, consider  calling  us  at  800-648- 
5888,  operator  274,  or  your  local 
Xerox  office.  In  Nevada,  call  800- 
992-5711,  operator  274.  Or  send  in 
the  coupon.  These  special  financing 
options,  available  to  credit  qualified 
customers,  end  September  30, 1982. 

But  do  it  now. 

Because,  when  you  see  how 
easy  it  is  to  own  a Xerox  copier,  we 
tlnnk  the  word  that’ll  best  describe 
how  you  feel  is  this  one. 

Sold. 


XEROX 


The  2350,  2830  and  3300  cop- 
iers are  newly  manufactured;  other 
models  are  either  rcmanufactured 
or  reconditioned. 

Call  800-648-5888, operator  274. 

In  Nevada,  oil  KXl-w’-Stll.  274 


I'd  like  □ a sales  representative  to 
contact  me 

□ a demonstration 

□ more  information. 

Send  to:  Xerox  Corporation, 

Box  24,  Rochester,  N.Y.  14601. 

Name 

Title 

Company 
Address 
l ir\ 

State 

Phone  Zip 


VIRGINIA 

MEDICAL 

CLASSIFIED 

Virginia  Medical  classified  ads  accepted  at  the  discre- 
tion of  the  Editor.  Rates  to  Medical  Society  of  Virginia 
members:  $15  per  insertion  up  to  50  words , 25<2  each 
additional  word.  To  non-members:  $30  per  insertion  up  to 
50  words,  25(2  each  additional  word.  Deadline:  5th  day  of 
month  prior  to  month  of  publication.  Send  to  the  Adver- 
tising Manager,  4205  Dover  Road,  Richmond  VA  23221 . 


FOR  RENT — Family  retreat,  Sandbridge  Beach,  oceanside 
cottage,  weekend  or  week.  September,  October,  November 
1982.  April  and  May  1983.  Near  Norfolk  and  Virginia 
Beach.  Dining  and  entertainment.  Three  bedrooms,  com- 
pletely furnished.  $45.00  per  day,  $280.00  per  week.  Call 
(804)  464-3213. 

FOR  RENT — Wintergreen  Treeloft  home.  Spectacular 
views  in  Blue  Ridge  Mountain  year-round  resort.  3 bed- 
rooms, 2 baths,  sleeps  8.  Near  Mountain  Inn  with  tennis, 
dining,  shops  and  entertainment.  Beautiful  golf  course. 
Hiking,  horseback  riding,  boating  and  fishing  at  Lake 
Monacan  in  the  valley.  Rent  from  owner.  Call  (804)  293- 
9121. 

FOR  SALE — Farm.  200  scenic  acres  near  Luray.  Pan- 
oramic view  of  two  mountain  ranges.  Two-thirds  gently 
rolling  meadows,  one-third  mountain  timber.  Modernized 
two-story  house,  two  streams,  two  ponds,  excellent  lake 
site.  $275,000.  (703)  280-5696. 

WINTERGREEN — Reduced  rates  on  one-bedroom  condo- 
minium in  New  Mountain  Inn  Convention  Center.  Conve- 
nient to  everything.  Beautifully  furnished.  Direct  from 
Richmond  owner.  Call  (804)  741-1988  or  (804)  358-9828. 

WANTED — Board  certified  or  qualified  internist  needed 
by  Virginia-based  insurance  company  for  the  full-time 
position  of  Associate  Medical  Director.  Salary  negotiable 
with  excellent  fringe  benefits.  If  interested  in  this  position, 
send  resume  or  curriculum  vitae  to  Virginia  Medical  Box 
61,  4205  Dover  Road,  Richmond  VA  23221. 

COLLECTIONS  PROBLEMS?  Richmond  area  attorneys, 
authors  of  “Collections,”  a volume  in  the  Virginia  Law 
Practice  Systems,  will  handle  your  matters  in  a professional 
manner.  Fee  charged  only  on  what  is  collected.  Inquiries 
invited.  Samuel  & Pustilnik,  Attorneys  and  Counselors  at 
Law,  4901  Cutshaw  Ave.,  PO  Box  6857,  Richmond  VA 
23230,  (804)  353-3831. 


Consider  THE  RAGGEDY  ASSMILITI  A!  Your  service  in 
the  Virginia  National  Guard  is  an  exciting  way  to  fulfill 
patriotic  ambitions  and  provides  more  benefits  than  can  be 
listed  in  this  little  ad.  For  information,  call  or  write  Joseph 
I).  Brown  III,  Ml),  224  Monticello  Avenue,  Williamsburg 
VA  23185,  (804)  229-0765  (office)  of  (804)  253-2532  (home). 

PHYSICIANS  signature  loans  to  $50,000.  Take  up  to  seven 
years  to  repay  with  no  pre-payment  penalties.  Use  for 
taxes,  investment,  consolidation  or  any  other  purpose. 
Prompt,  courteous  service.  TOLL-FREE  (800)  241-6905. 
Physicians  Service  Association,  Atlanta  GA.  Serving  MDs 
for  over  ten  years. 

FOR  RENT — Hilton  Head.  New  3 BR,  3‘A  bath  home  in 
complex  with  private  pool  and  tennis.  In  Shipyard  Planta- 
tion, on  18th  green,  across  the  road  from  clubhouse. 
Reduced  fall  rates.  (804)  874-4428. 

ARE  YOU  AWARE  that  Virginia  has  three  chapters  of  the 
Lupus  Foundation  of  America?  They  are  the  Central 
Virginia  Chapter,  PO  Box  14507,  Richmond  VA  23221, 
(804)  262-9622;  the  Eastern  Virginia  Chapter,  7404  Ocean 
Front,  Virginia  Beach  VA  23451,  (804)  422-2862;  and  the 
Greater  Washington  Chapter  (including  Northern  Virgin- 
ia), 7297-D  Lee  Highway,  Falls  Church  VA  22042,  (703) 
533-9852.  All  have  monthly  meetings,  all  have  helpful 
brochures,  newsletters,  fact  cards  and  books.  LUPUS 
AWARENESS  WEEK  is  October  17-23,  1982. 

HELP!  Lost,  strayed  or  stolen  from  The  Medical  Society  of 
Virginia’s  archives  is  the  bound  volume  of  Transactions 
dated  1916.  This  1916  edition  is  the  last  in  the  Transactions 
series,  which  was  begun  in  1870;  it  chronicles  the  proceed- 
ings of  the  Society’s  1916  annual  meeting.  The  contribution 
of  this  volume  to  the  Society’s  archives  will  be  appreciated 
through  generations  to  come.  Or,  if  you  can't  lay  hands  on 
a copy  but  have  a clue  as  to  where  one  might  be  solicited, 
please  notify  Jim  Moore  at  MSV  headquarters,  4205  Dover 
Road,  Richmond  VA  23221,  (804)  353-2721. 

CLINICIAN  WANTED— Ob/Gyn  specialist,  Virginia  Li- 
censed and  Board  certified  (or  eligible)  to  provide  family 
planning  and  OP  prenatal  care  in  clinics  at  Hampton  City 
Health  Department.  WE  OFFER— 8:00-4:30  workdays 
(evenings  and  weekends  are  yours  to  enjoy);  ancillary 
services  available — lab,  radiology,  specialty,  home  care, 
social  service;  attractive  fringe  benefits  including  life, 
health,  and  malpractice  insurance,  retirement  plan,  and 
liberal  holiday,  vacation,  and  sick  leave  policies;  negotiable 
salary.  Mail  State  application  form  to  Virginia  State  Health 
Department,  Room  110,  James  Madison  Building,  109 
Governor  St.,  Richmond  VA  23219,  bv  September  30, 
1982.  Specify  position  #3675  on  application.  For  further 
information,  call  Dr.  Carol  C.  Hogg,  (804)  722-7411. 
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clears  the  sputum 
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dosage 


BACTRIM’"  (trimethoprim  and  sulfamethoxazole  Roche) 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  suscep- 
tible strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Enterobacter, 
Proteus  mlrabllis,  Proteus  vulgaris,  Proteus  morganll.  It  Is  recommended  that  initial 
episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single  effec- 
tive antibacterial  agent  rather  than  the  combination.  Note  The  increasing  frequency 
of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in  these  uri- 
nary tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus  Influ- 
enzae or  Streptococcus  pneumoniae  when  in  physician  s judgment  It  offers  an 
advantage  over  other  antimicrobials  To  date,  there  are  limited  data  on  the  safety  of 
repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  Is  not  Indi- 
cated for  prophylactic  or  prolonged  administration  in  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  In  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician  s judg- 
ment It  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  s onnel 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carlnil  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with  doc 
umented  megaloblastic  anemia  due  to  folate  deficiency,  pregnancy  at  term,  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus; 
infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A JJ-hemolytic  streptococ- 
cal tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with 
sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but  occasional  inter- 
ference with  hematopoiesis  has  been  reported  as  well  as  an  increased  incidence  of 
thrombopema  with  purpura  in  elderly  patients  on  certain  diuretics,  primarily  thiazides. 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of  serious  blood  disor- 
ders Frequent  CBC's  are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted 

Precautions:  General  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma.  In  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur 
During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with 

careful  microscopic  examination,  and  renal  function  tests, 
particularly  where  there  is  impaired  renal  function. 

Bactrim  may  prolong  prothrombin  time  in  those  receiving 
warfarin,  reassess  coagulation  time  when  administering 
Bactrim  to  these  patients 

Pregnancy  Teratogenic  Effects:  Pregnancy  Category  C 
Because  trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism,  use  during  pregnancy  only  if 
potential  benefits  justify  the  potential  risk  to  the  fetus 
Adverse  Reactions:  All  maior  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim  Blood  dyscrasias  Agranulocytosis,  aplastic  ane- 
mia, megaloblastic  anemia,  thrombopenia,  leukopenia, 
hemolytic  anemia,  purpura,  hypoprothrombinemia  and 
methemoglobinemia  Allergic  reactions:  Erythema  multi- 
forme, Stevens-Johnson  syndrome,  generalized  skin 
eruptions,  epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  pseudo- 
membranous colitis  and  pancreatitis  CNS  reactions 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness  Miscel- 
laneous reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L E phenomenon  Due  to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term  therapy  with  sulfon- 
amides has  produced  thyroid  malignancies 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN , AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days  Use  identical  daily  dosage  for  5 days  for  shigellosis 
For  patients  with  renal  impairment.  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min,  use 
one-half  the  usual  regimen  Bactrim  is  not  recommended  if  creatinine  clearance  is  below 
15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS 

Usual  adult  dosage  1 DS  tablet  (double  strength).  2 tablets  (single  strength)  or  4 teasp 

(20  ml)  b i d.  for  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONITIS 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information  for 
suggested  children  s dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and 
800  mg  sulfamethoxazole,  bottles  of  100:  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfameth- 
oxazole— bottles  of  100  and  500,  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  cherry  flavored — bottles  of  100  ml  and  16  oz  (1  pint).  Suspension, 
containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml); 
fruit-licorice  flavored — bottles  of  16  oz  (1  pint) 
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in  shigellosis. 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


/ ” X ROCHE  LABORATORIES 

\ ROCHE  / Division  of  Hoffmann-La  Roche  Inc 
\ At  Nutley.  New  Jersey  07110 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae12  with  little  resulting  emergence 
of  resistant  organisms. 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRENGTH  TABLETS 


1.  Rubin  RH,  Swartz  MN  W Engl  J Med  303 .426-432,  Aug  21.  1980  2.  Data  on  file, 
Medical  Department,  Hoffmann-La  Roche  Inc. 
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Please  see  previous  page  for  summary  of  product  information. 


issue  presents  your  program  for 
the  coming 

135th  Annual  Meeting 
in  Williamsburg 
and  the  reports  of 
your  committees, 
led  by 

a feature  article 
on  the  promising  work 
of  a new  committee. 
Also,  a plea  from  President  Alexander  and 
talks  with  Senate  hopefuls  Davis  and  Trible. 


THE  MEDICAL  SOCIETY  OF  VIRGINIA^ 

and  its  COMPONENT  SOCIETIES 

SPONSORED 


INSURANCE  plans 

FOR  MEMBERS  AND  THEIR  FAMILIES 


1.  TERM  LIFE  INSURANCE* 

■ Member  maximom:  $250,000. 

■ Spouse  maximum  also  $250,000 

■ Affordable  Premiums. 


ACCIDENTAL  DEATH  AND 

6.  DISMEMBERMENT  PLAN* 

■ Up  to  $500,000  Principal  Sum  for  members. 

■ Benefits  also  offered  to  all  family  members. 

$1  MILLION  EXCESS  MAJOR 

7.  MEDICAL  PLAN 


2.  DISABILITY  INCOME— MEMBERS 

■ Benefits  up  to  a total  of  $5,000  per  month  for 
first  two  years  of  disability— $3,000  per  month 
thereafter. 

■ Cost  of  Living  benefit  increase  provision. 

3.  COMPREHENSIVE  MEDICAL  PLAN* 

■ Entirely  New  Program!  Covers  both  routine  and 
extraordinary  medical  expenses.  After  a small 
$100  deductible,  pays  80%  of  first  $2,500  of  ex- 
penses. Thereafter,  pays  100%  of  expenses  up  to 
$1,000,000  for  any  one  illness  or  injury. 

4.  $500,000  MAJOR  MEDICAL  PLAN* 

■ Pays  80%  of  eligible  expenses  up  to  $25,000  . . . 
then  100%  up  to  $500,000. 

■ Select  either  $500  or  $1,000  deductible. 

■ Automatic  transfer  to  Medicare  Supplement  at 
age  65. 

5.  PROFESSIONAL  OVERHEAD  EXPENSE 

■ Benefits  now  available  up  to  $5,040  per  month  with 
up-to-date  plan  design. 


■ Much  needed  "third  level"  of  protection. 

■ Pays  100%  of  most  medical  expenses  up  to 

$1,000,000. 

■ Select  $15,000,  $25,000  or  $50,000  deductible. 

8.  IN-HOSPITAL  EXPENSE  PLAN* 

■ Up  to  $100  Daily  Benefit  paid  directly  to  you  for 
each  day  of  covered  hospitalization. 

■ DOUBLED  Daily  Benefit  for  Cancer  and  Intensive 
Care. 

9.  CANCER  EXPENSE  INSURANCE* 

■ As  much  as  $250,000  to  protect  against  expensive 
treatment  of  Cancer. 

10.  EMPLOYEE  DISABILITY 

■ Assures  your  employees  an  income  of  up  to  $800 
per  month  for  up  to  one  year  of  total  disability. 

11.  MEDICARE  SUPPLEMENT 

■ NEW  PLAN!  Pays  benefits  for  medical  expenses 
not  covered  under  Medicare  Parts  A and  B.  No 
"lifetime  limit"  on  what  you  can  collect.  Benefits 
are  paid  in  addition  to  any  other  insurance. 

*Also  available  to  employees  of  members. 


Write  or  phone  the  administrator: 

DAVID  A.  DYER  & ASSOCIATES 


A subsidiary  of  John  P.  Pearl  & Associates,  Ltd.  of  Peoria,  Illinois. 

Administrators  of  The  Medical  Society  of  Virginia's  sponsored  group  insurance  programs  since  1958. 
Suite  1350  * 1710  Goodridge  Drive,  McLean,  Virginia  22102-3793 
Call  toll-free  in  Virginia  1 -800-572-221 1 * Northern  Va.  residents  call  (703)  556-0010 
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Trible:  “Buzz  word  in  Washington  is  ‘competition’” 


Medical  care  cost-awareness  would  go  a long  way  toward  medical  care 
cost-containment.  The  certificate  of  need  process  often  adds  to  those 
costs  because  of  delays  in  approval  of  projects.  Dramatic  rises  in 
malpractice  suits  and  awards  may  well  be  upping  the  cost  of  the  nation’s 
health  care. 

These  opinions  were  proffered  by  Paul  S.  Trible,  Jr.,  Republican 
candidate  in  next  month’s  election  for  United  States  Senator  from  Virginia, 
in  an  exclusive  interview  for  Virginia  Medical.  The  rapidly-increasing  cost 
of  medical  care  seemed  his  largest  concern. 

“Medical  costs  are  one  of  the 
subjects  uppermost  in  the  minds  of 
older  Americans,”  Trible  asserted. 
“Today,  for  example,  I spoke  to  a 
group  of  retired  businessmen,  and 
that  was  the  first  subject  they 
brought  up.  The  issue  comes  up 
frequently  as  I campaign  about  Vir- 
ginia.” 

Trible,  the  35-year-old  lawyer/ 
legislator  seeking  to  move  over  to 
the  more  rarified  air  of  the  Senate 
after  six  years  in  the  US  House  of 
Representatives,  doesn’t  purport  to 
hold  all  the  answers  to  medical  cost 
questions.  As  is  the  wont  of  politi- 
cians— and,  indeed,  most  every- 
one— he  has  qualifications  append- 
ed to  most  answers  to  those 
questions. 

The  slightly-built,  sandy-haired 


In  a photograph  made  at  the  con- 
gressional luncheon  given  this 
spring  in  Washington  by  Medical  So- 
ciety of  Virginia  officers,  Paul  Trible 
shakes  hands  with  Dr.  Harry  C.  Kuy- 
kendall (back  to  camera).  At  rear,  Dr. 
William  Stewart  Burton.  At  right,  Dr. 
Harold  L.  Williams.  Partially  visible 
at  left,  Dr.  Percy  Wootton. 


native  of  Essex  County  is  an  Episcopalian  who  went  off  to  that  staunchly 
Presbyterian  college,  Hampden-Sydney,  for  his  undergraduate  degree. 
After  that  it  was  to  Washington  and  Lee  University  for  law  study  and 
degree.  Before  Congress,  his  law  experience  was  primarily  that  of  a 
prosecutor.  No  ambulance-chaser,  he. 

The  date  of  the  Virginia  Medical  interview  was  a hectic  one  for  Trible. 
There  had  been  the  drive  down  from  Washington  for  the  ceremonies, 
speeches  and  hoopla  of  formal  headquarters  opening  in  Richmond.  There 
were  conferences  with  aides,  phone  calls  to  make,  well-wishers  to  wish 
well,  how-to  sessions  with  money-raising  money  men.  When  there  is  $2 
million  in  campaign  money  to  be  raised,  those  money  men  are  very 
important  people. 

By  interview  time  at  night  he  was  continued  on  page  652 
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Davis: 


“System  tends  to  raise  costs  for  all  of  us” 


The  certificate  of  need  process  for  approving  medical  equipment  and 
facilities  frequently  is  an  “autocratic  system”,  with  a board  in  Richmond 
overruling  health  needs  deemed  necessary  at  the  local  level,  according  to 
Lt.  Gov.  Richard  J.  Davis. 

The  affable,  ruddy-faced  Democratic  candidate  for  the  United  States 
Senate  talked  of  that  and  other  medical  matters  in  an  exclusive  interview 
for  Virginia  Medical  at  his  Portsmouth  law  office.  Not  surprisingly,  since  he 
is  a successful  businessman  as  well  as  a lawyer,  he  was  strong  on  private 
enterprise  and  non-governmental  regulation. 

Outside  the  window  there  was  a 
clear  view  of  a tied-up  merchant 
ship,  the  “George  Wythe.”  That 
seemed  an  appropriate  view  for  a 
man  of  the  law  who  has,  however, 
made  most  of  his  considerable 
money  as  president  and  director  of 
Virginia  Investment  and  Mortgage 
Corporation.  Inside,  his  campaign’s 
financial  director,  Dr.  Ronald  I.  Do- 
zoretz,  sat  across  from  the  candi- 
date. Dr.  Dozoretz  is  a psychiatrist 
who  founded  two  highly  successful 
psychiatric  facilities  in  the  Tidewa- 
ter area. 

Davis,  61 -year-old  graduate  of 
the  College  of  William  and  Mary 
and  the  University  of  Virginia  Law 
School,  continued  his  comments 
about  the  certificate-of-need  proc- 
ess. He  said  he  thought  competi- 
tion itself  might  preclude  the  awkward  certificate  process. 

“It  is  very  disturbing  to  me,”  he  said,  “that  there  are  sections  of  Virginia 
that  have  been  turned  down  after  members  of  the  medical  and  hospital 
professions  in  their  area  had  demonstrated  what  appeared  to  be  clear 
need  for  better  equipment  and  facilities. 

Of  rising  medical  bills,  he  had  this  aphorism:  “There  is  no  free  lunch.” 
Then  he  continued,  “When  a third  party  pays  the  bills  and  the  patient  gets 
off  relatively  painlessly  in  a financial  way,  remember  that  somebody  pays 
those  bills. 

“I  think  one  answer  might  be  to  devise  a formula  of  deductibility  based 
on  ability  to  pay.  The  present  system  tends  to  raise  costs  for  all  of  us.  As  a 
businessman,  I know  hospitalization  insurance  is  a very  high  business 
expense.”  continued  on  page  653 


The  physician  who  is  finance  direc- 
tor of  Lieut.  Gov.  Richard  J.  Davis’ 
campaign  for  the  US  Senate  appears 
at  right  in  this  photograph  with  the 
candidate.  He  is  Dr.  Ronald  I.  Dozor- 
etz, founder  and  medical  director  of 
the  Portsmouth  and  Norfolk  Psychi- 
atric Centers.  The  two  men  are  long- 
time friends. 
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Richard  Dunston 


Trible 

continued  from  page  650 


stomach-growling  hungry,  with  only 
a slice  of  birthday  cake  from  an 
aide's  celebration  at  hand  to  eat.  His 
brightly-dressed,  attractive  wife, 
Rosemary,  mother  of  his  two  chil- 
dren, waited  patiently.  They  were  to 
drive  to  Washington  that  night. 

Here  are  some  of  the  things  Tri- 
ble had  to  say. 

“The  latest  buzz  word  in  Wash- 
ington is  ‘competition’.  Until  the  ad- 
ministration announced  its  intention 
to  emphasize  competition,  the  ap- 
proach to  cost-containment  was 
regulatory.  As  a consequence,  we 
instituted  rate-setting  and  rate-re- 
view  programs,  the  certificate  of 
need  process,  utilization  review, 
and  Professional  Standard  Review 
Organizations.  . . They  have  not 
succeeded  in  slowing  the  growth  of 
costs,  though  without  them  costs 
might  have  risen  even  faster. 

“Clearly,  the  structure  of  the  sys- 
tem contributes  to  rising  costs,”  he 
continued.  “Actual  out-of-pocket 
expenses  for  most  patients  are 
quite  small,  since  third-party  pay- 
ments cover  the  vast  majority  of 
medical  expenses.  As  a result, 
medical  care  assumes  the  status  of 
a ‘free  goody,’  so  there  are  only 
nominal  restraints  on  demand. 
Economists  would  tell  us  that  cost- 
awareness — which  the  system  now 
lacks — would  make  the  consumer 


more  sensitive  to  the  problem.” 

How  to  effect  that  awareness? 
Through  copayments  or  deduct- 
ibles for  regular  care,  with  improved 
catastrophic  coverage,  Trible  sug- 
gested, and  through  greater  diver- 
sity of  competing  insurance  plans. 

Trible  noted,  however,  that  nei- 
ther competition  nor  cost-aware- 
ness are  without  drawbacks. 

One  drawback,  he  said,  is  ad- 
verse insurance  selection,  wherein 
healthy  persons  seek  low-cost 
plans  while  the  less  healthy  enroll 
in  more  comprehensive  plans.  “Be- 
cause insurance  companies  base 
premiums  on  group  experience,  a 
surge  of  less  healthy  people  into 
the  more  comprehensive  plans 
would  raise  the  cost,”  he  added. 

“And,  finally,  there  is  the  possibil- 
ity that  in  our  zeal  to  cut  costs,  the 
quality  of  care  would  decline.  No 
one  wants  that.” 

As  to  certificate  of  need,  “it  re- 
mains an  open  question  as  to 
whether  or  not  the  certificate  of 
need  process  has  curbed  costs,” 
Trible  began.  “Clearly,  there  are 
defects  in  the  current  system.  It 
adds  significantly  to  regulatory 
costs.  It  often  adds  to  medical  costs 
because  of  delays  in  approval  for 
projects.  It  limits  entry  to  the  sys- 
tem, slowing  down  more  effective 
and  efficient  means  of  delivering 


medical  care.  It  has  been  a barrier 
to  providing  health  care  in  rapidly 
growing  areas  of  the  country,”  he 
asserted. 

Of  malpractice,  his  comments 
were  not  based  on  data. 

“Intuitively,  though,  it  would 
seem  to  be  a factor,”  he  said.  “In- 
surance for  anyone  is  a cost  of 
doing  business.  This  is  as  true  for 
physicians  as  for  business  firms.  If 
the  costs  of  doing  business  rise, 
and  there  is  no  doubt  that  malprac- 
tice insurance  costs  have  risen  dra- 
matically, the  price  charged — in  this 
instance,  physicians’  fees — would 
also  rise.” 

As  interview  questions  switched 
from  medicine  to  politics,  the  Re- 
publican candiate  voiced  what  ap- 
peared to  be  sincere  optimism  that 
he  would  win  in  November. 

“The  coalition  of  conservative 
Virginians,  Republicans  and  Demo- 
crats is  coming  together,”  he  fore- 
cast. That  coalition,  long  on  the 
winner’s  side  in  Virginia  politics,  fell 
apart  last  November  when  Demo- 
crat Charles  Robb  beat  Republican 
J.  Marshall  Coleman  in  the  race  for 
Governor. 

“Just  put  it  down,”  said  Trible, 
“that  Dick  Davis  isn’t  Chuck  Robb 
and  I’m  not  Marshall  Coleman.  That 
ought  to  take  care  of  that  subject.” 
— Carl  L.  Shires 


Virginia:  a great  place  to  practice  medicine. 
Thinking  about  a new  location? 

Looking  for  an  associate? 

Write  or  call  the  physician  referral  service  of  the 
Virginia  Council  on  Health  and  Medical  Care. 

Post  Office  Box  12363,  Richmond,  VA  23241,  804  649-0323. 

The  Council  is  supported  in  part  by  The  Medical  Society  of  Virginia. 
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Davis 

continued  from  page  651 

In  contrast  to  his  Republican  op- 
ponent in  the  contest  to  replace 
Senator  Harry  F.  Byrd,  Jr.,  Davis 
had  no  prepared  statement  in  re- 
sponse to  similar  questions  submit- 
ted in  advance.  The  nearest  thing 
to  an  apparently  planned  statement 
was  one  he  profferred  at  the  outset 
when  he  reminded  that  as  mayor  of 
Portsmouth  for  six  years  he  had 
devoted  much  of  his  time  to  improv- 
ing medical  facilities  for  the  area. 
He  currently  is  a trustee  for  the 
Eastern  Virginia  Medical  Founda- 
tion. 

While  he  was  not  ready  to  spell 
out  any  precise  formula,  Davis  sug- 
gested that  “on  a non-governmen- 
tal basis,”  there  perhaps  ought  to 
be  a monitoring  of  high  awards  in 
malpractice  cases.  “You  know,  I 
actually  know  four  physicians  who 
have  retired  voluntarily  because  of 
the  high  cost  of  malpractice  insur- 
ance. I happen  to  be  in  favor  of  the 
free  enterprise  system,  and  doctors 
certainly  should  not  be  immune  to 
law  suits,  but  the  extent  of  some  of 
the  awards  is  extremely  high.” 

The  straight-backed  and  sturdy 
candidate — who  still  looks  like  the 
US  Marine  combat  captain  he  was 
in  World  War  II — declined  to  furnish 
a prediction  on  how  the  election 
would  turn  out. 

“I’ll  settle  for  one  more  vote,”  he 
put  it.  His  last  time  as  a state-wide 
candidate,  he  did  considerably  bet- 
ter than  that.  He  garnered  55.5% 
compared  to  44.5%  for  his  Republi- 
can opponent  for  the  office  he  now 
holds. 

With  aides  finally  prevailing  in 
attempts  to  get  Davis  out  of  the 
office  and  onto  a plane  for  Roa- 
noke, Dr.  Dozoretz  remained  for 
some  information  about  the  cam- 
paign and  some  praise  for  the  can- 
didate. 

As  the  money  man  of  the  Davis 


campaign,  he  said  campaign  ex- 
penditures through  August  had 
been  about  $100,000,  "or  about 
one-sixth  of  what  Trible  has  spent.” 

Ironically,  some  of  what  Trible 
has  spent  might  have  come  from 
Dr.  Dozoretz  himself.  The  long-time 
Portsmouth  resident,  now  living  in 
Virginia  Beach,  is  a member  of  the 
board  of  the  Republican  Senatorial 
Trust,  which  raises  money  for  Re- 
publican candidates  for  the  US 
Senate.  The  Trible  people  say  the 
psychiatrist  donated  $10,000  to  the 
trust  in  1981  and  another  $10,000 
this  year. 

Despite  that  irony,  Dr.  Dozoretz 
is  high  on  his  man,  Davis.  “He’s  an 
outstanding  man,  with  a wonderful 
character  and  a real  care  for  peo- 
ple. He  should  be  the  next  Senator 
from  Virginia.  Remember,  he  gave 
up  an  almost  sure  shot  to  be  gover- 
nor in  the  next  election  to  make  this 
campaign.” 

“And  I think  you  ought  to  put  in 
your  article  that  he  is  opposed  to 
raising  the  limits  on  malpractice 
awards  and  against  the  proposition 
that  there  should  be  no  statute  of 
limitations  on  when  such  suits  may 
be  brought.” 

There  was  one  question  neither 
Davis  nor  his  finance  chairman 
would  deal  with:  How  much  of  his 
own  money  would  Davis  toss  into 
the  kitty  for  a campaign  expected  to 
cost  about  $1.5  million? 

— Carl  L.  Shires 


Coming  next 
month: 

informed  consent 
and 

breast  cancer 
at  the  legislature 
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Artist’s  interpretation: 

The  nocturnal  egg-laying  of  the 
female  pinworm  causes  acute 
perianal  itch. . .making  children 
shift  sleeplessly  through  the  night. 


Pinworms  work 
the  night  shift 


Pul  pinworms 
out  of  work... 


Promptly  paralyzes 
pinworms  and  roundworms 

Antiminth®  (pyrantel  pamoate) 
has  a unique,  rapid  immobilizing 
effect  on  worms.  Unlike  meben- 
dazole, which  blocks  glucose 
uptake — slowly  “starving” 
helminths  to  death — Antiminth 
quickly  acts  on  the  neuro- 
muscular junction  to  promptly 
paralyze  parasites. 

97%  efficacy 
with  a single  dose 

A single  dose  of  Antiminth 
delivers  rapid  clinical  and  parasi- 
tological cures,  “Single  doses. . . 
showed  high  overall  efficacy 
against  Enterobius  vermicularis 
(97.2%)  and  Ascaris 
lumbricoides  (97.5%).”’ 

Simple, 

well  tolerated  therapy 

Antiminth  offers  ease  of  adminis- 
tration and  patient  tolerance, 
“...when  compared  to  the  other 
single  dose  agents  available, 
[Antiminth]  has  the  advantage  of 
being  non-staining  and  may  be 
better  tolerated.”2 

The  dosage  form 
children  like 

Antiminth  is  available  as  a pleas- 
ant tasting,  caramel-flavored 
oral  suspension.  Effective  in  just 


one  dose  against  pinworm  and 
roundworm — in  both  children 
and  adults — Antiminth  is  easy- 
to-administer  and  easy-to-take. 

Respected 

around-the-world 

In  some  parts  of  the  world,  large 
populations  are  afflicted  with 
helminthic  infections.  Physicians 
in  endemic  areas  have  become 
experts  on  parasitic  diseases — 
and  have  come  to  rely  on  Anti- 
minth for  the  rapid  cure  of  infes- 
tations. Antiminth  is  recom- 
mended as  an  agent  of  first  choice 
for  pinworm  and  roundworm  by 
leading  medical  authorities. 3 


Warnings 

Usage  in  Pregnancy  Reproduction  studies 
have  been  performed  in  animals  and  there  was 
no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who 
have  received  this  drug. 

The  drug  has  not  been  extensively  studied  in 
children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be 
considered. 

Precautions 

Minor  transient  elevations  of  SGOT 

have  occurred  in  a small  percentage  of  patients. 

Therefore,  this  drug  should  be  used 

with  caution  in  patients  with  pre-existing  liver 

dysfunction. 

Adverse  Reactions 

The  most  frequently  encountered  adverse  reac- 
tions are  related  to  the  gastrointestinal  system. 
Gastrointestinal  and  hepatic  reactions:  anorexia, 
nausea,  vomiting,  gastralgia,  abdominal  cramps, 
diarrhea  and  tenesmus,  transient  elevation  of 
SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration 
Children  and  Adults  Antiminth  Oral  Suspen- 
sion (50  mg  of  pyrantel  base/ml)  should  be 
administered  in  a single  dose  of  11  mg  of  pyran- 
tel base  per  kg  of  body  weight  (or  5 mg/lb.); 
maximum  total  dose  1 gram.  This  corresponds 
to  a simplified  dosage  regimen  of  1 ml  of 
Antiminth  per  10  lb.  of  body  weight.  (One 
teaspoonful  = 5 ml. ) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension 
may  be  administered  without  regard  to  ingestion 
of  food  or  time  of  day,  and  purging  is  not  neces- 
sary prior  to,  during,  or  after  therapy.  It  may  be 
taken  with  milk  or  fruit  juices. 

References  1.  Pitts  NE,  Migliardi  JR:  Clinical 
Pediatrics  13:87,  1974.  2.  Modell  W:  Drugs  of 
Choice  1980-1981.  C.  V.  Mosby  Co.,  St.  Louis, 
1980,  p.  362.  3.  Goodman  LS,  Gilman  A:  The 
Pharmacologic  Basis  of  Therapeutics,  6th 
edition,  MacMillan  Publishing  Co.,  Inc.,  New 
York,  1980,  p.  1032. 
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POINT  OF  VIEW 


From  the  President: 

“The  real  victims  are  our  patients” 

H.  C.  Alexander  III,  MD,  Roanoke,  Virginia, 
President,  The  Medical  Society  of  Virginia 


The  recent  sharp  increase  by  Blue  Cross  and 
Blue  Shield  in  our  Society’s  Health  Insurance 
Plan  premiums  confirms  that  we  physicians  are  no 
more  immune  to  the  rising  costs  of  medical  care 
than  are  our  patients.  Despite  long  hours  of  negotia- 
tion by  our  Insurance  Committee,  certain  forces  in 
the  health  insurance  marketplace  predetermined  the 
outcome  of  the  committee’s  efforts,  and  our  experi- 
ence with  BC/BS  since  this  began  in  September 
1981  simply  reflects  what  is  happening  all  over  the 
country,  particularly  as  regards  insuring  against 
mental  illness. 

The  major  intent  on  the  part  of  the  Insurance 
Committee  and  Council  was  to  preserve  extensive 
psychiatric  coverage,  thus  preventing  a "discrimi- 
natory cap  on  outpatient  psychiatric  reimburse- 
ment.’’ 

But,  as  reported  in  the  accompanying  Summary, 
we  wound  up  with  a sizeable  departure  of  subscrib- 
ers from  our  group  into  other  plans,  and  this  has 
lessened  the  appeal  of  our  group  to  a health  insur- 
ance carrier.  Thus,  when  our  Insurance  Committee 
must  go  to  the  bargaining  table,  it  will  have  less 
negotiating  strength  than  before. 

Expect  no  mercy.  BC/BS  must  compete  in  the 
health  insurance  marketplace  with  Travelers,  Aet- 
na, Metropolitan,  and  all  the  rest,  and  all  these 
companies  are  saying  that  mental  health  care  costs 
so  much  and  premiums  to  cover  those  costs  are  so 
high  that  they  cannot  sell  the  coverage. 

What  this  really  means  is  that  the  public  is  not 
willing  to  pay  for  high-level  protection.  The  public 


would  rather  gamble  on  never  having  serious  men- 
tal illness.  This  attitude  wipes  out  the  basic  princi- 
ple of  insurance — the  benefit  of  spreading  the  risk 
and  cost  over  the  largest  possible  group.  What  is 
left  is  a high-risk  group  of  subscribers  who  have 
even  higher  premiums  to  pay  for  progressively  less 
protection.  Most  people  do  not  perceive  mental 
illness  as  much  of  a threat,  apparently,  or,  more 
importantly,  worth  what  the  deliverers  of  mental 
health  care  feel  it  should  cost.  Certainly,  the  health 
insurance  industry  does  not  feel  it  worth  the  effort 
to  attempt  either  public  education  programs  or 
marketing  efforts  to  persuade  their  subscribers  dif- 
ferently. 

So  what  about  the  plight  of  the  mentally  ill?  Are 
most  of  them  neurotics?  Do  most  never  get  well? 
Why  should  anyone  have  to  share  in  their  health 
care  costs? 

Well,  why  not?  Doesn’t  the  public  share  in  the 
costs  of  many  other  equally  chronic  and  disabling 
physical  illnesses?  Don’t  they  help  pay  for  the  care 
of  victims  of  cancer,  chronic  lung  disease,  arthritis, 
and  heart  disease?  Coronary  bypasses  and  chronic 
dialysis  are  not  cheap.  After  all,  the  combination  of 
the  public  and  the  health  insurance  industry  make 
up  the  so-called  "private  sector’’.  And  the  private 
sector  is  defranchising  a whole  group  of  ill  people  of 
insurance  assistance. 

As  physicians,  where  do  we  fit  into  the  picture? 
We  must  admit  that  the  real  victims  of  this  market- 
place phenomenon  are  our  patients.  Yes,  our  pa- 
tients, whether  they  have  mental  or  physical  illness, 
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since  most  have  one  or  the  other  at  some  time.  All 
too  often  these  patients  are  our  own  colleagues  or 
our  own  families  or  ourselves! 

So  the  question  leaves  the  Society’s  Insurance 
Committee  and  enters  the  arena  of  broad  medical 
concern.  The  real  issue  concerns  a segment  of 
patients  with  devastating  illnesses  but  without  ac- 
cess to  insurance  coverage  equal  to  that  of  patients 
with  other  kinds  of  illnesses. 

Are  we  at  The  Medical  Society  of  Virginia  going 
„ to  enter  into  the  problem? 

Certainly  the  psychiatrists  have  a responsibility 
to  work  toward  solutions.  1 can  assure  you,  from 
my  attendance  at  the  annual  meeting  of  the  Virginia 
Neuropsychiatric  Society,  that  they  are  deeply  con- 
cerned about  this  problem.  To  dismiss  this  concern 
as  purely  economic  would  be  as  unfair  as  to  say  our 
only  concerns  in  medical  care  are  economic.  The 
basic  issue  is  the  availability  and  quality  of  medical 
care.  It  just  happens  that  this  time  it  is  the  medical 
care  of  the  mentally  ill.  This  is  what  makes  it  a 
concern  to  all  of  us,  not  just  psychiatrists. 

Insurance  companies  complain  that  psychiatric 


diagnoses  are  vague,  making  the  substantiation  of 
valid  claims  difficult.  They  feel  that  excessive  utili- 
zation exists  and  that  vague  and  unusual  therapies 
are  submitted  as  legitimate  benefits.  Psychiatry  and 
the  insurance  industry  can  work  together  to  clarify 
the  diagnosis  problem.  Internal  specialty  discipline 
can  curb  the  manipulation  of  terms  to  include 
questionable  diagnoses  and  treatment  under  recog- 
nized benefits.  Peer  review  can  evaluate  utilization. 
Psychiatry  would  seem  to  be  capable  of  responding 
to  the  insurance  industry’s  criticism. 

The  public  has  a role  to  play  as  well.  Patients  and 
their  families  must  recognize  that  it  only  raises 
premiums  to  pressure  for  inclusion  in  a plan  as 
therapy  every  single,  tangential,  remote  activity 
bearing  on  a problem.  A low-sodium  diet  does  not 
justify  submitting  the  grocery  bill  as  a claim.  Public 
education  along  these  lines  would  help  in  all  areas 
of  health  insurance. 

To  suppose  that  mental  illness  is  a small,  insig- 
nificant group  would  appear  to  me  to  be  a colossal 
underestimation.  Look  at  all  the  state-operated 
mental  hospitals  and  institutions.  Look  at  all  the 
mental  health  clinics.  If  we  feel  that  the  federal 


The  Health  Insurance  Saga  in  Summary 


In  1981,  Blue  Cross/Blue  Shield  began  analyzing 
the  Major  Medical  experience  of  many  of  its 
insured  groups.  In  the  past,  these  groups  had 
been  community-rated,  i.e.,  rates  were  based  on 
the  experience  of  big,  general  populations.  The 
carrier  wanted  to  know  the  effects  of  group- 
rating them,  i.e.,  basing  each  group’s  rates  on  the 
experience  of  that  group  alone.  Included  in  this 
study  was  The  Medical  Society  of  Virginia’s 
health  insurance  program. 

• Revealed  by  the  group-rating  analysis  was  a 
sizeable  deficit  in  the  MSV  program:  Major 
Medical  premiums  received  from  Society  sub- 
scribers in  1981  totalled  $396,000,  but  claims  paid 
totalled  $1.8  million,  with  $1.1  million  of  this 
total  attributed  to  outpatient  psychiatric  claims. 

• Rates  for  the  contract  year  1981-1982  were 
escalated  sharply. 

• The  Insurance  Committee  negotiated  two 
new  plans  aimed  at  preserving  the  previous  psy- 
chiatric coverage  and  avoiding  a “discriminatory 
cap  on  outpatient  psychiatric  reimbursement.”1 
Both  plans  included  Major  Medical,  which  had 
previously  been  an  optional  contract;  both  were 
group-rated;  and  both  made  use  of  deductibles  to 


keep  family  rates  as  low  as  possible.  One  plan 
was  high-option  and  weighed  in  at  a cost  of 
$191.46  per  month  for  subscriber-and-family. 
The  other  plan  was  low-option,  and  the  monthly 
rate  for  subscriber-and-family  came  to  $143.32. 

• To  the  two  plans  developed  by  the  Insurance 
Committee,  Blue  Cross/Blue  Shield  added  a plan 
of  its  own,  a community-rated  plan  that  included 
Major  Medical  and  carried  specific  restrictions 
on  psychiatric  use.  At  the  time  of  its  offering,  late 
in  March,  this  plan’s  price  per  month  for  a 
subscriber-with-family  was  $137.56. 

• Another  plan  was  offered  to  MSV  members 
by  David  A.  Dyer  Associates,  a firm  long  identi- 
fied with  Society-sponsored  insurance. 

• Result  of  these  four  offerings?  The  Medical 
Society  of  Virginia  health  insurance  program  lost 
30%  of  its  subscribers.  The  majority  of  these 
departing  subscribers  opted  for  the  independent- 
ly offered  Blue  Cross/Blue  Shield  plan.  The 
others  have  joined  the  Dyer  program  or  plans 
offered  by  other  carriers. 

A.G. 

1.  AG:  Council  endorses  new  deductible  medical  in- 
surance. Va  Med  109:146-147,  1982 
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government  is  reluctant  to  step  in  where  the  private 
sector  does  not  wish  to  insure,  look  at  Medicaid  and 
Medicare,  not  to  mention  the  “black  lung”  and 
“brown  lung”  programs.  The  health  insurance  in- 
dustry knows  that  if  it  can  avoid  this  unprofitable 
type  of  insurance  coverage  long  enough,  tax-funded 
governmental  financing  will  eventually  take  over, 
with  the  additional  taxpayer’s  burden  of  bureau- 
cratic inefficiency.  Eventual  public  outcry,  with 
legislative  response,  will  probably  assure  this  se- 
quence. 

If  we  choose,  we  can  show  ours  to  be  truly  a 
socially  responsible  profession.  We  have  a situation 
wherein  The  Medical  Society  of  Virginia,  as  the 
middle  echelon  in  organized  medicine,  could  ad- 
dress this  issue  both  for  the  benefit  of  the  public 
welfare  in  general  and  for  our  membership  in  partic- 
ular. We  could  work  with  the  psychiatrists  to  en- 
courage them  to  address  the  criticisms  from  insur- 


ance companies  and  to  give  of  their  expertise  and 
time  to  this  cause.  We  could  assist  with  the  mecha- 
nisms for  public  education,  legislative  action  if 
absolutely  necessary,  and  collective  clout  with  the 
insurance  industry.  We  could  move  upward  with 
appropriate  resolutions  to  the  AMA  calling  atten- 
tion to  the  problem  and  to  solutions.  We  could 
move  into  the  community  with  public  awareness 
programs  through  the  component  societies. 

Indeed,  with  problems  of  our  own  Health  Insur- 
ance Plan  immediately  before  us,  now  might  be  the 
time  and  opportunity  to  demonstrate  in  another 
most  constructive  way  the  role  organized  medicine 
can  and  must  be  able  to  play  in  dealing  with  the 
problems  of  any  specialty  and  any  particular  seg- 
ment of  the  patient  population.  Our  annual  meeting 
next  month  in  Williamsburg  would  be  the  time  and 
place.  Appropriate  resolutions  from  concerned 
component  societies  would  be  the  means. 


LEWIS-GALE 

1802  BRAEBURN  DRIVE. 

TELEPHONE 


CLINIC,  INC. 

SALEM.  VIRGINIA  24153 
(“703)  774-9241 


Anesthesiology 

Leigh  O Atkinson.  M D 
George  P Baron,  M D 
Daniel  C Summerlin  Jr. , M D 

Dermatology 

Gary  P Gross,  M D 

Emergency  Medicine 

Benjamin  N Jones,  M D 
John  S Jeremiah,  M D 
John  M Garvin,  M D 
Robert  O McGuffin,  M D 
Darrell  F Powledge,  M D 
Industrial  Medicine 

E.  Wilson  Watts,  Jr . M.D 
Family  Practice 

Allen  M Clague,  M D 
Keith  C Edmunds,  M D 
William  C Crow,  Jr  , M D 
Preston  H Edwards  M D 
Samuel  N Smith,  M D 
Howard  M Lebow,  M D 
Wilson  H Coulter  M D 
John  F Daugherty,  M D 
l ewis  B Rock  III  M D 


General  Surgery 

W Langley  Sibley,  Sr  M D 
Emeritus 

William  R Whitman,  Jr  M D 
Emeritus 

William  L Sibley,  III,  M D 
George  R Shumate,  M D 
A Red  Kessler,  M D 
Hematology  and  Oncology 
J Milton  Miller,  M D 
John  C Morrison,  Jr  M D 
Internal  Medicine 

Robert  F Bondurant  M D 
Frank  Alton  Wade,  M D 
George  H Wall,  M D 
J Milton  Miller,  M D 
David  S Miller  II,  M D 
Michael  J Moore,  M D 
William  M Blaylock,  M D 
James  A Witten,  M D 
E Blacktord  Noland,  Jr  M D 
Myron  S Levey  M D 
Jacob  P Neathawk,  Jr  , M D 
John  C Morrison,  Jr  , M D 
Douglas  D Blevins,  M D 
John  P Bushkar,  M.D 


Cardiology 

David  S Miller  HMD 
Jacob  P Neathawk,  Jr  . M D 
John  P Bushkar,  M.D 

Obstetrics  and  Gynecology 

Garrett  G Gooch,  III  MD 
Carl  B Harms,  MD 
James  A Kelly,  MD 

Orthopaedic  Surgery 

Richard  H Fisher  M D 
Alonzo  H Myers,  Jr  M D 
S Curtiss  Mull,  M D 
Bertram  Spetzler,  M D 

John  P Clarke,  M D 

Arthritis  and  Rheumatology 

William  M Blaylock,  M D 

Gastroenterology 

George  H Wall,  M D 

Infectious  Diseases 

Douglas  D Blevins  M D. 

Otolaryngology 

J Bruce  Hagadorn,  M D 

Pulmonary  Disease 

James  A Witten,  M D 


Pediatrics 

Thomas  J Humphries,  M D 
John  T Walke  M D 
F Joseph  Duckwall  M D 
William  J Kagey  M D 
Luthur  A Beazley,  III,  M D 
Conrad  V Wynne  Jr  MD 
Plastic  and  Reconstructive  Surgery 
Warren  L Moorman,  M D 
Robert  F Roth  M D 
Radiology  and  Nuclear  Medicine 
Carl  M Russell  M D 
Donald  W Spicer,  M D 
Clyde  F Lloyd.  M D 
William  A Cassada,  Jr  , M D 
J William  Barnard  M D 
James  A Walsh,  M D 
John  M Mathis.  M.D 
Mary  Ella  Zelemk,  M D 
Thoracic  and  Vascular  Surgery 
William  L Sibley,  III  M D 
George  R Shumate  M D 
A Red  Kessler,  M D 
Urology 

Thomas  S R Ward,  M D 
Jeffrey  S Jones,  M D 


Satellite  Clinics  in  Fincastle,  Poages  Mill,  West  Salem,  Peters  Creek  Road  and  New  Castle  For  information  Darrell  D Whitt  Administrator 
Accredited  by  the  Accreditation  Council  for  Ambulatory  Health  Care 
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ONE  FOR  ALL -One  tablet  treats  pinworm 
in  any  patient,  regardless  of  age  or  body  weight* 
Obviates  need  to  calculate  individual  dosages. 

A single  tablet  eradicates  pinworm  in  95%  of  patients. 

'Contraindicated  in  pregnant  women  and  in  persons  who  have  shown  hypersensitivity  to  the  drug 


VERMOX 


CHEWABLE  TABLETS 


JANSSEN 

PHARMACEUTICA 


The#l  anthelmintic  for  pinworms  and  many  other  worm  infestations 

Please  see  complete  Prescribing  Information  on  adjacent  page. 


VERMOX 

(mebendazole) 


DESCRIPTION  VERMOX  (mebendazole)  is  methyl  5-benzoylbenzimida- 
zole-2-carbamate. 

ACTIONS  VERMOX  exerts  its  anthelmintic  effect  by  blocking  glucose 
uptake  by  the  susceptible  helminths,  thereby  depleting  the  energy  level  until  it 
becomes  inadequate  for  survival.  In  man,  approximately  2%  of  administered 
mebendazole  is  excreted  in  urine  as  unchanged  drug  or  a pri  mary  metabolite. 
Following  administration  of  100  mg  of  mebendazole  twice  daily  for  three 
consecutive  days,  plasma  levels  of  mebendazole  and  its  primary  metabolite, 
the  2-amine,  never  exceeded  0.03  jug/ml  and  0.09  ^ig/ml,  respectively. 

INDICATIONS  VERMOX  is  indicated  for  the  treatment  of  Trichuns  tri- 
chiura  (whipworm),  Enterobius  vermicularis  (pinworm),  Ascaris  lumbricoides 
(common  roundworm),  Ancylostoma  duodenale  (common  hookworm), 
Necator  americanus  (American  hookworm)  in  single  or  mixed  infections. 
Efficacy  varies  as  a function  of  such  factors  as  pre-existing  diarrhea  and 
gastrointestinal  transit  time,  degree  of  infection  and  helminth  strains. 
Efficacy  rates  derived  from  various  studies  are  shown  in  the  table  below: 


Common 


Whipworm 

Roundworm 

Hookworm 

Pinworm 

cure  rates 

mean 

68% 

98% 

96% 

95% 

(range) 

(61-75%) 

(91-100%) 

- 

(90-100%) 

egg  reduction 

mean 

93% 

99.7% 

99.9% 

— 

(range) 

(70-99%) 

(99.5%-100%) 

- 

- 

CONTRAINDICATIONS  VERMOX  is  contraindicated  in  pregnant  women 
(see  Pregnancy  Precautions)  and  in  persons  who  have  shown  hypersensitivity 
to  the  drug. 

PRECAUTIONS  PREGNANCY:  VERMOX  has  shown  embryotoxic  and 
teratogenic  activity  in  pregnant  rats  at  single  oral  doses  as  low  as  10  mg/kg. 
Since  VERMOX  may  have  a risk  of  producing  fetal  damage  if  administered 
during  pregnancy,  it  is  contraindicated  in  pregnant  women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively  studied  in  children 
under  two  years;  therefore,  in  the  treatment  of  children  under  two  years  the 
relative  benefit/risk  should  be  considered. 

ADVERSE  REACTIONS  Transient  symptoms  of  abdominal  pain  and 
diarrhea  have  occurred  in  cases  of  massive  infection  and  expulsion  of  worms. 

DOSAGE  AND  ADMINISTRATION  The  same  dosage  schedule  applies  to 
children  and  adults.  The  tablet  may  be  chewed,  swallowed  or  crushed  and 
mixed  with  food.  For  the  control  of  pinworm  (enterobiasis),  a single  tablet  is 
administered  orally,  one  time.  For  the  control  of  common  roundworm 
(ascariasis),  whipworm  (trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and  evening,  on  three  consecutive 
days.  If  the  patient  is  not  cured  three  weeks  after  treatment,  a second  course  of 
treatment  is  advised.  No  special  procedures,  such  as  fasting  or  purging,  are 
required. 

MOW  SUPPLIED  VERMOX  is  available  as  chewable  tablets,  each  contain- 
ing 100  mg  of  mebendazole,  and  is  supplied  in  boxes  of  twelve  tablets. 
VERMOX  (mebendazole)  is  an  original  product  of  Janssen  Pharmaceutica, 
Belgium. 

US  Patent  3,657,267 
December  1979 

Committed  to  research... 
because  so  much  remains  to  be  done. 


Tableted  by  Janssen  Pharmaceutica.  Beerse,  Belgium  for 
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JANSSEN 
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UPDATG 

FOR 

PRACTICING 

PGVCHIATRIGTS 

Ipidnij  and  Salupdau 
Decembep  IO  G II,  1982 

at  the 

International  Hotel 

Baltimore-Washington  International  Airport 
Baltimore,  Maryland 

Sponsored  by  the 

Department  of  Psychiatry 

University  of  Maryland  - School  of  Medicine 

This  course  is  designed  to  offer  practicing  psychiatrists  a 
unique  opportunity  to  update  and  review  general  medical 
knowledge  as  wel1  as  to  discover  some  of  the  newest  diagnostic 
and  therapeutic  developments.  A wide  range  of  medical  and 
surgical  topics  will  be  discussed. 

For  further  information  contact: 


Program  of  Continuing  Education 
University  of  Maryland 
School  of  Medicine 
10  South  Pine  Street 
Baltimore.  Maryland  21201 
(301)  528  3956 


1983  CME  Cruise/Conferences 
on  Legal -Medical 
Issues 


APPROVED  FOR 
18-24  CME  CREDITS 
CATEGORY  1 

Bv  the  Suffolk  Acedemy 
of  Medicine 


The  programs  listed  below  were  scheduled  prior  to 
12/31/80  and  conform  to  IRS  tax  deductibility  re- 
quirements under  Sec.  602  of  the  Tax  Reform  Act  — 
Public  Law  94-445  effective  1/1/77. 


January  8—15  (from 
Ft  Lauderdale,  FL) 
7 Day  Caribbean  - 

April  2-9  (from  Los 
Angeles.  CA) 

7 Day  Mexican  Riviera 

July  2 — 16  (from  San 
Francisco.  CA) 

14  day  Alaska/Canada 


July  27-Aug  6 (from 
Ft.  Lauderdale,  FL) 
10  day  Caribbean  — 

Aug  20  — Sept  3 
(from  Venice,  Italy) 
14  day  Mediterranean 


*FLY  ROUNDTRIP  FREE 

EXCELLENT  GROUP  FARES  - FINEST  SHIPS 

The  number  of  participants  in  each  conference  is  limited. 
Early  registration  is  advised. 


For  color  brochure 
and  additional 
information  contact: 


International  Conferences 
189  Lodge  Ave. 

Huntington  Station,  N.Y.  1 1746 
Phone  (516)  549-0869 


New  Brunswick,  New  Jersey  08903 


J PI-282 


MEETINGS 

ABOUT 

MEDICINE 


October  23-24 

Nuclear  Medicine  Seminar  (University  of  Virginia),  Char- 
lottesville. 5 credit  hrs.,  Cat.  I.  Charles  D.  Teates,  MD, 
Box  486,  UVa  School  of  Medicine,  Charlottesville  VA 
22908,  (804)  924-5201. 

October  26 

Principles  of  Ostomy  Care  (Medical  College  of  Virginia 
School  of  Pharmacy),  Hampton.  Werner  Lowenthal,  Box 
581,  MCV  Station,  Richmond  VA  23298,  (804)  786-0334. 

October  30-November  2 

Symposium  on  Computer  Applications  in  Medical  Care 

(George  Washington  University),  Washington,  DC.  Of- 
fice of  CME,  2300  K St.  NW,  Washington  DC  20037. 

October  31-November  5 

Thirteenth  Family  Medicine  Review,  Session  III  (Universi- 
ty of  Kentucky),  Lexington,  Kentucky.  Category  1 cred- 
its. Frank  R.  Lemon,  MD,  College  of  Medicine,  Lexing- 
ton KY  40536,  (606)  233-5161. 

October  31 

The  Pharmacist  and  Pain  Management  (Medical  College 
of  Virginia  School  of  Pharmacy),  Williamsburg.  Werner 
Lowenthal,  Box  581,  MCV  Station,  Richmond  VA  23298, 
(804)  786-0334. 

November  3-5 

Advanced  Pediatric  Life  Support  (Johns  Hopkins  Univer- 
sity), Baltimore.  \6Vi  credit  hrs.,  Cat.  I.  Fee,  $350. 
Program  Coordinator  of  CME,  720  Rutland  Ave.,  Balti- 
more MD  21205,  (301)  955-6046. 

November  3-5 

Advanced  Practices  in  Ultrasound  in  Obstetrics  and  Gyne- 
cology (Johns  Hopkins  University),  Baltimore.  20  credit 
hrs..  Cat.  I.  Fee,  $300.  Joan  Batt,  Department  of  Radiolo- 
gy, Johns  Hopkins  Hospital,  Baltimore  MD  21205,  (301) 
955-5450. 

November  5 

Teenage  Pregnancy:  A Community  Response  (Richmond 
Memorial  Hospital  and  Virginia  Commonwealth  Univer- 
sity), Richmond.  6 credit  hrs.  Fee,  $20.  Florence  Z. 
Segal,  VCU  School  of  Social  Work,  Raleigh  Bldg.,  Rich- 
mond VA  23284,  (804)  257-1034. 


November  6-7 

Reading  Retreat:  Endocrinology,  Neurology  and  Oncology 

(American  College  of  Physicians,  Virginia  Chapter),  Bed- 
ford. 15  credit  hrs.  Fee,  $90.  Donald  M.  Switz,  MD,  Box 
711,  MCV  Station,  Richmond  VA  23298,  (804)  786-9598. 

November  9 

Update  in  Pharmacy  Law  and  Regulations  (Medical  Col- 
lege of  Virginia  School  of  Pharmacy),  Hampton.  Werner 
Lowenthal,  Box  581,  MCV  Station,  Richmond  VA  23298, 
(804)  786-0334. 

November  11-12 

Advanced  Trauma  Life  Support  Provider  Course  (Virginia 
Committee  on  Trauma,  American  College  of  Surgeons), 
Hilton  Hotel,  Lynchburg.  Kimball  I.  Maull,  MD,  (804) 
786-9301. 

November  11-12 

Eighth  Annual  Symposium  on  Hospital  Infection  Control 

(University  of  Virginia  School  of  Medicine/Virginia  State 
Department  of  Health),  Charlottesville.  Patti  Miller,  UVa 
Medical  Center,  Box  473,  Charlottesville  VA  22908,  (804) 
924-2777. 

November  12 

Pediatric  Infectious  Diseases  (University  of  Maryland), 
Baltimore.  Program  of  Continuing  Education,  School  of 
Medicine,  10  S.  Pine  St.,  Baltimore  MD  21201,  (301)  528- 
3956. 

November  12-14 

Cardiology  in  the  Ageing  (Eastern  Tennessee  State  Uni- 
versity), Johnson  City,  Tennessee.  12  credit  hrs.,  Fee, 
$100.  Floyd  Croffin,  MD,  Box  19660  A,  Johnson  City  TN 
37614,  (615)  928-6425,  ext.  205. 

November  13 

Second  Saturday  Symposium:  Obstetrics  & Gynecology 

(Eastern  Virginia  Medical  School),  Norfolk.  Office  of 
CME,  PO  Box  1980,  Norfolk  VA  23501. 

November  16 

Drugs  in  the  Treatment  of  Cancer  (Medical  College  of 
Virginia  School  of  Pharmacy),  Hampton.  Werner 
Lowenthal,  Box  581,  MCV  Station,  Richmond  VA  23298, 
(804)  786-0334. 

continued  over 
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t FALLOB-CYN  UPDATE:^ 
ENDOCRINOLOGY  & 
GENETICS, 
PERINATOLOGY 
CONFERENCE 
Friday  & Saturday 
December  3-4,1982 

At  the  Columbia  Inn 
Columbia,  Maryland 

Course  Director:  Marcos  J.  Pupkin,  M.D. 


Sponsored  by: 

Department  of  Obstetrics  and  Gynecology 
University  of  Maryland 
School  of  Medicine 


Program  of  Continuing  Education 
University  of  Maryland 
School  of  Medicine 
10  South  Pine  Street 
Baltimore,  Maryland  21201 
(301)  528  3956 


November  21-22 

Annual  Meeting  of  the  Society  for  Ear,  Nose  and  Throat 
Advances  in  Children,  Toronto.  Jacob  Freedberg,  MD,  99 
Avenue  Rd.,  Ste.  207,  Toronto,  Ontario,  Canada 
M5R2G5. 

December  2-3 

Pathogenesis  and  Treatment  of  Idiopathic  Pulmonary  Fi- 
brosis (Johns  Hopkins  University),  Baltimore.  16  credit 
hrs.  Fee,  $190.  Program  Coordinator  of  CME,  720  Rut- 
land Ave.,  Baltimore  MD  21205,  (301)  955-6046. 

December  3-4 

Ob/Gyn  Update:  Genetics,  Endocrinology  and  Perinatology 

(University  of  Maryland),  Baltimore.  Office  of  CME,  10 
S.  Pine  St.,  Baltimore  MD  21201,  (301)  528-3956. 

December  3-5 

Neurologic  Problems  of  Infancy  and  Childhood  (Eastern 
Virginia  Medical  School),  Williamsburg.  12  credit  hrs. 
James  E.  Etheridge,  Jr.,  MD,  855  W.  Brambleton  Ave., 
Norfolk  VA  23510,  (804)  446-5942. 

December  4 

Tenth  Annual  Symposium  in  Geriatrics  (Johns  Hopkins 
University  and  Baltimore  City  Hospitals),  Baltimore.  5/2 
credit  hrs.  Fee,  $40.  Program  Coordinator  of  CME,  720 
Rutland  Ave.,  Baltimore  MD  21205,  (301)  955-6046. 


November  17 

Radiology  Advances  for  the  Clinician — 16th  Annual  Wil- 
liam R.  Whitman  Memorial  Lecture  (Lewis-Gale  Medical 
Foundation),  Salem.  Gail  L.  Feick,  PO  Box  44,  Salem 
VA  24153. 

November  18 

Annual  Cancer  Program:  Breast  Cancer  (Roanoke  Me- 
morial Hospital),  Roanoke.  William  H.  McAfee,  DEd, 
Roanoke  Memorial  Hospital,  Roanoke  VA  24033,  (703) 
981-7228. 


December  4 

Treatment  Advances  in  Primary  Breast  Cancer  (Universi- 
ty of  Virginia),  Charlottesville.  Wei  Li  Fane,  DLD,  Box 
334,  UVa  Medical  Center,  Charlottesville  VA  22908, 
(804)  924-2563. 

December  4-5 

Advanced  Trauma  Life  Support  Provider  Course  (Virginia 
Committee  on  Trauma,  American  College  of  Surgeons, 
and  Eastern  Virginia  Medical  School),  Tidewater  Cardiac 
Support  Training  Center,  Norfolk.  C.  William  Schwab, 
MD,  (804)  628-3868. 


November  19-20 

Clinical  Gastroenterology  for  Primary  Care  Physicians 

(University  of  Maryland),  Baltimore.  Program  of  Con- 
tinuing Education,  School  of  Medicine,  10  S.  Pine  St., 
Baltimore  MD  21201,  (301)  528-3956. 

November  19-20 

Progress  in  Pediatrics  (Johns  Hopkins  University),  Balti- 
more 1 1 credit  hrs.  Fee,  $80.  Program  Coordinator,  720 
Rutland  Ave.,  Baltimore  MD  21205,  (301)  955-6046. 

November  21 

Management  of  Gastrointestinal  Disorders  in  the  Elderly 

(Medical  College  of  Virginia  School  of  Pharmacy),  Roa- 
noke. Werner  Lowenthal,  Box  581  MCV  Station,  Rich- 
mond VA  23298,  (804)  786-0334. 


December  9 

Update  in  Dementia  (Johns  Hopkins  University),  Balti- 
more. Program  Coordinator  of  CME,  720  Rutland  Ave., 
Baltimore  MD,  21205,  (301)  955-6046. 

December  9-11 

Real-Time  Ultrasound  in  Pediatrics  (Bowman-Gray 
School  of  Medicine),  Winston-Salem,  North  Carolina.  20 
credit  hrs.  James  F.  Martin,  300  S.  Hawthorne  Rd., 
Winston-Salem  NC  27103,  (919)  748-4505. 

December  11 

Second  Saturday  Symposium:  General  Surgery  (Eastern 
Virginia  Medical  School),  Norfolk.  Robert  L.  Cassidy, 
EVMS,  PO  Box  1980,  Norfolk  V A 23501. 
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Good  mornings 
start  with  restful  nights. 


Dalmane  (flurazepam  HCl/Roche) 

patients  fall  asleep  taster, 
sleep  longer  and  seldom  awaken 
with  morning  hangover. 

Feeling  well  rested  in  the  morning  usually  means 
having  slept  well  the  night  before.  And  for  insomniac 
patients  receiving  hypnotic  therapy,  a good  morning  also 
means  awakening  with  few  side  effects  from  their  medica- 
tion. Many  physicians  choose  Dalmane  for  their  patients 
who  suffer  from  insomnia  for  this  very  reason. 

Aside  from  enabling  patients  to  fall  asleep  more 
quickly  and  sleep  longer,  Dalmane  seldom  causes  morning 
hangover.  Most  Dalmane  patients  feel  alert  and  refreshed 
when  they  awaken.  In  53  paired-night  clinical  studies 
comparing  Dalmane  and  placebo  in  2010  insomniac 
patients  with  a variety  of  secondary  diagnoses,  most 
Dalmane  patients  awakened  more  alert  and  refreshed,  and 
less  groggy  and  drowsy,  than  on  nights  when  they  had 
taken  only  placebo. 1 In  a double-blind  crossover  study  of 


42  patients  in  private  practice,  approximately  three  times 
as  many  patients  reported  feeling  refreshed  and  alert  upon 
awakening  after  a night  on  Dalmane  (flurazepam/Roche) 
compared  to  placebo  nights.2  This  difference  was  highly 
significant  (p<0.001).  And  a retrospective  study  of  2542 
hospitalized  patients  who  received  Dalmane  revealed  only 
a 3.1%  incidence  of  side  effects.3 

While  residual  effects  from  Dalmane  therapy  are 
infrequent,  patients  should  be  cautioned  about  drinking 
alcohol,  driving  or  operating  hazardous  machinery  after 
ingesting  the  drug. 

Efficacy  and  safety  in  a broad 
range  of  patient  types. 

Over  2000  clinical  trials  involving  more  than 
10,000  patients  have  shown  that  Dalmane  patients  fall 
asleep  sooner,  sleep  longer  and  experience  fewer  nocturnal 
awakenings.4  The  safety  and  efficacy  of  Dalmane  have 
been  demonstrated  in  medical  and  surgical  hospitalized 
patients,  in  patients  seen  in  office  practice  and  in  elderly 
patients.5  8 Since  the  risk  of  oversedation,  dizziness,  confu- 


Copyright  © 1982  by  Roche  Products  Inc.  All  rights  reserved. 


Contemporary  Hypnotic  Therapy 


sion  and/or  ataxia  increases  with  larger  doses  in  the  elder- 
ly, it  is  recommended  that  the  dosage  be  limited  to  15  mg. 

Moreover,  the  efficacy  and  safety  of  Dalmane  for  the 
treatment  of  insomnia  have  been  demonstrated  in  thou- 
sands of  patients  with  a variety  of  primary  medical  condi- 
tions, including  cardiovascular,  neuropsychiatric,  endocrine- 
metabolic,  gastrointestinal,  genitourinary,  respiratory  and 
musculoskeletal  disorders.1  Dalmane  (flurazepam  HCl/Roche) 
is  contraindicated  in  pregnancy  and  in  patients  hypersensi- 
tive to  the  drug. 

Avoids  rebound  insomnia 
upon  discontinuation. 

Rebound  insomnia— a worsening  of  sleep  beyond 
pretherapy  levels  after  drug  discontinuation-has  been 
reported  as  a potential  clinical  problem  with  some  hypnot- 
ics.910 However,  this  problem  has  not  been  reported  with 
Dalmane.  In  eight  out  of  eight  sleep  laboratory  studies, 
there  were  no  reports  of  rebound  insomnia. 11  When  you 
prescribe  Dalmane,  you  can  be  confident  of  efficacy  that 
enhances  therapeutic  progress.  Your  insomniac  patients  can 
be  assured  of  a restful  night,  night  after  mght-a  good  start 
for  a good  morning. 


References:  1.  Data  on  file.  Holfmann- 
La  Roche  Inc..  Nutley,  NJ.  2.  Zimmer- 
man AM:  Curr  Ther Res  13. 18-22,  (an 
1971.  3.  Greenblatt  D(,  Allen  MD, 

Shader  RI:  Clin  Pharmacol  Ther 
2/  355-361.  Mar  1977.  4.  Data  on 
file,  Hoffmann-La  Roche  Inc.,  Nutley, 

NJ.  5.  Meyer  (A,  Kurland  KZ:  Milit  Med 
/35  471  474.  Aug  1973  6.  Feffer  HL. 
Gibbons  B:  Med  Times  /<9/  (8) : 130- 
135.  Aug  1973.  7.  Jacobson  A el  ah 
Psychophysiology  7:345.  Sep  1970. 

8.  Frost  JD  Jr.  DeLucchi  MR:  I Am  Gerialr 
Soc  27  541-546.  Dec  1979.  9.  Kales 
A,  Scharf  MB,  Kales  JD:  Science 
201  1039-1041.  Sep  1978  10.  Kales 
A el  ah  IAMA  241. 1692-1695,  Apr 
1979.  11.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3(5):303-326,  1981. 


for  efficacy  from  the  beginning 
to  the  end  of  therapy 
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Dalmane 

flurazepam  HCl/Roche 

stands  apart 


Please  see  following  page  for  summary'  ol  product  information. 


Dalmane 

/ li  irazepam  I Id /Roche 

t5-mg/30tr\g  capsules 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  f.lfective  in  all  types  of  insomnia  charac 
terized  by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits; 
in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown 
effectiveness  for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should 
only  be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  fluraze- 
parn  HCI;  pregnancy.  Benzodiazepines  may  cause  (etal 
damage  when  administered  dunng  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malforma- 
tions associated  with  benzodiazepine  use  during  the  first 
trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requinng  com- 
plete mental  alertness  (e.g. , operating  machinery,  driv- 
ing) . Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for 
a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  prun- 
tus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion. anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 


Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


This  ad 
is  for  all  those 
who  ever  wonder 
where  the 
money  goes. 


Her  name  is  Dana.  And, 
she  was  born  with  impaired 
hearing.  But  this  year,  thanks 
to  the  therapy  she  will  receive 
at  her  local  hearing  and  speech 
center,  she’ll  be  able  to  clearly 
hear  the  world  around  her  for 
the  first  time. 

If  you’re  from  her  home- 
town, your  gift  to  your  local 
United  Way  went  to  help  make 
this  possible.  And,  it  was  also 
used  to  help  thousands  of  oth- 
ers in  your  community  who 
need  help. 

That’s  the  way  the  United 
Way  works.  One  gift,  one  time 
each  year,  helps  millions  of 
people  all  year  round.  Tens  of 
thousands  of  different,  good 
causes  in  communities  all 
across  the  country. 

Including  yours. 


Unibed  way 

Thanks  to  you.  it  works,  for  ALL  OF  US. 


A Public  Service  of  This  Magazine  & The  Advertising  Council 


For  more  information,  call  (804)  266-9671,  24  Hour  Admissions.  1500  Westbrook  Aik 


It’s  hard  keeping  up  with  today’s  world  when  you  feel  so  many  changes 
within  yourself.  At  Westbrook  Hospital,  we  think  we  can  help. 

The  Adolescent  Treatment  Program  at  Westbrook  Hospital  recognizes  that 
every  individual  has  his  or  her  own  special  needs.  A treatment  team  of  caring, 
listening  people  can  help  you  grow  at  your  own  rate.  The  individual,  group,  and 
family  therapy  environments  really  help  in  sorting  out  the  problems  that  are 
sometimes  overwhelming.  And  learning  how  to  deal  with  these  problems  is  es- 
pecially important. 

Knowing  that  you’re  not  alone  and  having  others  to  share  your  thoughts  with 
really  makes  a difference.The  Adolescent  Treat-  WESTBROOK  HOSPITAL 
ment  Program.  It’s  a growing  environment  Were  Proud  of  How  lit’  Care. 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary 
Consult  the  package  literature  for  prescribing  Information. 
Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae), 
Haemophilus  influenzae.  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG  CLASSES 
Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Precautions:  if  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and.  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g . pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinlection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg  s solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly) 

Usage  in  Pregnancy-  Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy-  Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
coniunction  with  therapy  with  Ceclor 
Hypersensitivity  reactions  have  been  reported  in  about  1 5 


Some  ampicillln-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis'"— are 
sensitive  to  treatment  with  Ceclor.1-6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor*  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients) 

Causal  Relationship  Uncertain-  Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic  - Slight  elevations  in  SGOT.  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic- Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200)  1100281R1 

•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae 6 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina.  Puerto  Rico  00630 


Primavera,  Where  dormant 
lives  begin  to  flourish. 

In  classical  Greek  literature  Primavera  means 
rebirth.  That’s  why  we  chose  the  name  Primavera  for 
our  28  day  residential  treatment  facility.  Our  program 
is  designed  to  meet  the  special  needs  of  those  affected 
by  alcohol  and  drug  dependency.  We  offer  a full  range 
of  services  including: 

♦ Program  which  incorporates  the  principles  of  AA 

♦ Evaluation  services 

♦ Medically  supervised  detoxification 

♦ 4 day  intensive  family  therapy  program 

♦ Individualized  planning  for  aftercare 

♦ Coordination  of  treatment  with  E.  A.P  representatives 
k Admissions  are  accepted  24-hours,  7 days  a week. 
^Treatment  is  covered  by  Blue  Cross/Blue  Shield, 

^Champus  and  most  major  insurance  policies. 

^ For  more  information,  please  call  (703)937-5133. 

MAVERAat  Culpeper,  Virginia  (703)  937-5133 

Free  Transportation  From  Anywhere  In  The  U.S.A. 


If  you’re  looking  for  investment  options 
with  top  returns  and  no  fees, 
Mutual  has  your  number. 


Now,  you  need  ours. 

1-800-552-RATE 


Call  Mutual’s  toll  free  24  hour  Investorline 
for  current  information  and  rates. 

Jumbo  Certificates.  For  large  investments  of 
$100,000  and  over.  Monthly  in- 
terest checks  on  request. 

Money  Market  Certificates. 

Terms  from  91  days  to  42  months. 

Minimum  deposit  of  $500. 


Tax-Sheltered  Accounts.  Customized  corpo- 
rate pension  and  profit  sharing  plans  make  it 
simple  for  any  size  corporation  to  set  up  an  IRS 
approved  TAXSHIELD®  Plan. 

No  brokers’  fees  or  commissions.  All 
accounts  insured  to  $100,000  by  FSLIC. 

If  you’re  looking  for  a secure  investment 
with  a high  return,  call  Mutual  Federal. 


Investment  Services  from  the 
people  who  brought  you 

IBUBHIEIDI 


Mutual  Federal  Savings  and  Loan 

One  of  Virginia ’s  oldest  and  largest 

225  West  Olney  Road  • Norfolk,  Virginia  23510 


Member  FSLIC 


■ Free  Health  Care  Pamphlets 

• Informative,  easy-to-read  pamphlets  on 
subjects  ranging  from  Vitamins  to  Insect 
Stings.  Two  new  additions  — Allergies  and 
First  Aid. 

• Living  With  Aging  — a series  of  informative 
pamphlets  focusing  on  the  special  prob- 
lems of  the  elderly. 

■ Braille  Prescription  Labeling  Now 

Available  At  Many  Stores 

■ Patients’  Guide  To  Prescription  Drugs 

• Complete,  easy-to-understand  details  about 
the  most  commonly  prescribed  drugs. 

What  each  drug  is  for,  possible  side 
effects,  drug  interactions,  all  written  in 
layman's  language. 

■ A Wide  Assortment  Of  Both  Brand 

Prescription  Drugs  And  Lower  Priced 

Generics 

■ 10%  Senior  Citizen  Discounts  On 

Prescriptions  As  Well  As  On  Peoples 

Own  Brand  Products 

■ More  Stores  in  Virginia 

Open  24-Hours-A-Day,  7-Days-A-Week 

• In  Falls  Church  at  Route  50  and  Gallows  Rd. 

• In  Norfolk  at  Wards  Corner,  7628  Granby  St. 

• In  Richmond  at  Boulevard  and  Broad  St. 

■ Peoples  Home  Health  Care  Center 

• Order  health  care  equipment  and  supplies 
by  catalog  at  any  Peoples  Drug  Store. 

Rental  services  available  on  many  major 
items  of  equipment. 

■ Peoples  Optical  Centers 


It  all  adds  up. 

Only  Peoples  Drug  Stores 
offers  all  of  these  special 
services  for  your  patients. 

*7  /—)  ) 

PEOPLES  DRUG 


your  family  pharmacy 


LINK 

HARBOUR 

condominium 


The  Link  Harbour  Condominium  is  a luxury  residential  resort  just  five 
blocks  from  Virginia  Beach’s  cool  oceanfront,  yet  it  is  neatly  secluded  in  a 
waterfront  setting. 

Enjoy  a carefree  lifestyle  with  all  the  amenities  of  a custom-built  home. 
Solariums,  fireplaces  and  optional  boat  slips  enhance  a contemporary  style. 

An  award  winning  solar  design  and  exceptional  quality  construction  by 
Salasky  and  Sedel  make  Link  Harbour  an  excellent  value.  Prices  and  terms  start 
from  $89,500  with  lO1/^  30  year  ARM  financing. 


LINK 

HARBOUR 


i condominium 


MODELS  LOCATED  AT: 


100  Pinewood  Road 
Just  off  Laskin  Road 


For  a FREE  colorful  brochure  and 
more  information  write  or 

Call  COLLECT: 

(804)  422-8839 
OPEN  9-5  DAILY 


nUjni  10-YEAR  HOME  BUYER 
►•MCWWvwi AM<  PROTECTION  PLAN 


Exclusive  Sales  bv 
SEDEL  AND  ASSOC  REALTY 
414  25th  Street 
Virginia  Beach,  Va.  23451 


MALPRACTICE  INSURANCE. 

CALL  TOLL-FREE  HOW 
TO  FIND  OUT  HOW  MUCH 
LOWER  YOUR  PREMIUMS 
COULD  DE  WITH  THE 
COVERAGE  EXCLUSIVELY 
FOR  VIRGINIA  PHYSICIANS. 


DIAL  1-800-552-3025  for  a premium  quotation. 
(In  Richmond,  dial  285-7354.) 

Call  us.  Or  have  your  bookkeeper,  accountant  or  office  manager 
do  it.  We’re  waiting  for  your  call  weekdays  from  8 a.m.  to  5 p.m. 
We’ll  give  you  an  estimated  premium  quotation.  And  tell  you  how 
much  more  you’ll  get  from  Virginia  Hospital  Insurance  Reciprocal. 
Including  a say  in  how  the  physician  program  operates.  And  a 
share  in  all  its  profits.  We’ll  send  full  facts  so  you  can  make  a 
careful  comparison.  But  you  won’t  know  just  how  much  you  could 
save  until  you  place  that  call.  Do  it  without  delay. 


y 

VIRGINIA! HOSPITAL 
INSURANCE  RECIPROCAL 

1904  Byrd  Avenue,  Suite  333,  Richmond,  VA  23230 


HOT  EXERCISING 

A RETIREMENT  MAN 
CAN  BE  HAZARDOUS 

TO  YOUR  HEALTH 


Deciding  on  the  right  retirement  plan  is  like  pulling 
teeth.  You  might  put  it  off  until  it's  too  late.  Atlantic 
Permanent,  the  largest  savings  and  loan  association 
in  Tidewater,  may  have  just  the  prescription.  A wide 
variety  of  no-nonsense  retirement  plans,  each  offered 
at  very  competitive  rates.  Write  or  call  our  main  office 
and  we'll  send  you  details.  When  it  comes  to  retire- 
ment plans,  it's  wise  to  play  it  safe  today.  To  ensure 
you'll  rest  comfortably  for  the  rest  of  your  life. 

IRR  KEOOH  CORPORATE  PLAHS 


OKdantk  Permanent 

Federal  Savings  and  Loan  Association,  Member  FSLIC. 

Serving  Tidewater  since  1894,  with  branches  in  Norfolk,  Virginia  Beach, 
Chesapeake,  Portsmouth,  Suffolk,  Hampton,  Newport  News  and  Williamsburg. 

Accounts  Insured  to  $100,000  * 740  Boush  Street,  Norfolk,  Virginia  23510  804/623-2400 


DOCTORS  OFFICE  COMPUTER  SYSTEMS 


DOCS  WORKS  FOR 
YOU,  YOUR  STAFF, 
YOUR  PATIENTS. 

DOCS  is  a computer  system  that  has  been 
designed  to  meet  the  needs  of  Medical  and  Dental 
professionals.  Installing  a computer  programmed 
with  DOCS  means  that  your  practice  runs  more 
economically.  Fewer  mistakes  are  made.  You  and 
your  staff  waste  less  time  on  tedious  paper  work. 
The  result?  Increased  return  on  receivables, 
improved  practice  information,  fewer  delinquent 
accounts.  And  that’s  just  the  beginning. 

Because  the  computer  takes  care  of  menial 
paper  work,  your  staff  has  time  for  more  impor- 
tant duties,  and  you  have  more  time  for  your 
patients.  DOCS  is  simple  for  your  staff  to  use.  The 
computer  asks  a question;  your  office  person 
enters  the  answer.  DOCS  will  question  invalid 
numbers,  process  insurance  forms,  and  prepare 
billing,  just  to  mention  a few  functions.  Your 
patients  benefit,  too.  Patients  are  registered 
more  quickly,  their  records  are  immediately  avail- 
able without  searching  for  files,  and  accounts  are 
kept  up-to-date.  DOCS  does  all  this  and  much 
more. 


THE  DOCS  SYSTEM  PROVIDES; 

□ Patient  Inquiry 

□ Charge  and  Payment  Entries 

□ Patient  Super  Bills 

□ Universal  Claim  Forms 

Blue-Shield  — Champus*  Medicare  - Medicaid 

□ Detailed  Aging  Reports 

□ Selective  Aging  Reports 

□ Labels 

□ Collection  Letters 

□ Alphabetical  Computer  Look-Up 

□ Practice  Analysis 

□ Cycle  Billing 

□ Audit  Trails 

□ General  Ledger 

□ Word  Processing 

□ Tax  Benefits; 

Investment  Tax  Credit 
Depreciation 


(703)  366-5200 

□ Please  send  me  more  Information  on  the  DOCS  System. 

□ Please  phone  me  to  schedule  a system  demonstration. 


Name 

Address 

State 

Zip 

Phone 

VIRGINIA 
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“Physicians  caring  for  physicians” 

William  H.  Barney,  MD,  Lynchburg , Virginia 


Studies  indicate  that  the  incidence  of  drug  and  alcohol  abuse  is  higher  among 
physicians  than  in  the  general  population  but  that  doctors  demonstrate  a greater 
aptitude  for  recovery.  The  chairman  of  a new  Medical  Society  of  Virginia 
committee  describes  a program  designed  to  promote  that  recovery  among 
troubled  Virginia  physicians. 


When  the  Physicians’ 
Health  and  Effective- 
ness Committee  pre- 
sents its  final  report  to  the  House 
of  Delegates  next  month,  it  will  be 
the  end  of  three  years  of  intensive 
work  by  the  Committee  and  the 
Impaired  Physician  Study  group 
that  preceded  it.  But  it  will  be  the 
beginning  of  an  exciting  new  pro- 
gram of  The  Medical  Society  of 
Virginia,  because  if  the  House 
adopts  the  supplemental  report  of 
the  Committee,  it  will  set  in  motion 
a plan  designed  to  help  fellow  phy- 
sicians who  are,  or  are  likely  to  be. 

Dr.  Barney  is  Chairman  of  the  Physi- 
cians Health  and  Effectiveness  Com- 
mittee of  The  Medical  Society  of  Vir- 
ginia and  is  also  Vice  Speaker  of  the 
Society’s  House  of  Delegates.  Address 
correspondence  to  him  at  1935  Thom- 
son Drive,  Lynchburg  VA  24501. 
Photograph  by  Bob  Jones. 


impaired  by  mental  illness  or  chem- 
ical abuse. 

"Physicians  caring  for  physi- 
cians,’’ is  the  way  one  member  of 
the  Committee  puts  it,  and  that 
catch  phrase  with  a double  mean- 
ing does  justice  to  the  goals  of  the 
program.  We  want  physicians  who 
care,  to  care  for  physicians.  That  is 
the  way  it  should  be. 

It  should  come  as  no  surprise 
that  physicians,  like  all  others,  are 
subject  to  problems  related  to  men- 
tal health  and  alcohol  and  drug 
abuse.  After  all,  doctors  are  sub- 
ject to  the  same  frailties  as  the 
patients  they  seek  to  serve.  What 
has  been  surprising  is  the  recent 
idea  that  perhaps  the  medical  pro- 
fession is  at  greater  risk  and  may  be 
statistically  more  involved  than  the 
general  population. 

In  the  mid-1950s  numerous  re- 
ports began  to  appear  in  the  litera- 


ture on  studies  related  to  drug  and 
alcohol  problems  among  physi- 
cians. As  a result  of  these  papers, 
the  American  Medical  Association 
in  the  1960s  began  to  receive  an 
increasing  number  of  inquiries  and 
requests  for  guidance  from  medical 
societies,  licensure  bodies,  physi- 
cians and  physicians'  spouses.  As  a 
result,  the  AMA  Council  on  Mental 
Health  began  a research  program 
to  develop  guidelines  so  that  the 
medical  profession  could  better  ad- 
dress these  complex  problems. 

This  study,  and  subsequent  state 
society  investigations,  have  con- 
firmed that  the  problem  is  indeed 
bigger  than  originally  thought.  In 
1958,  for  instance,  the  California 
State  Board  of  Medical  Examiners 
estimated  that  l%-2%  of  physi- 
cians would  become  impaired  by 
chemical  abuse  at  some  point  in 
their  careers,  a figure  with  which 
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our  own  State  Board  of  Medicine 
has  generally  agreed.  But  later 
studies  found  that  the  number  may 
be  two  to  three  times  that  percent- 
age, and  from  some  state  society 
programs  which  have  been  in  oper- 
ation for  a number  of  years  come 
reports  that  one  in  every  ten  physi- 
cians is  either  impaired  or  is  likely 
to  become  so  sometime  in  the 
course  of  his  career.  And  if  that  be 
true,  then  in  a state  such  as  Virgin- 
ia, with  9,500  physicians,  the  po- 
tential problem  is  staggering. 

The  question  is,  why?  Why 
are  physicians  at  greater  risk 
than  the  general  population?  Per- 
haps the  first  answer  lies  in  the 
very  nature  of  the  medical  profes- 
sion. It  is  well  recognized  that 
those  engaged  in  the  practice  of 
medicine  are  involved  in  a very 
stressful  endeavor  and  that  the 
stress  of  life  and  death  decisions 
are  found  in  few  other  occupations. 
And  it  may  just  be  that  turning  to 
alcohol  and  drugs  is  an  easy  way  to 
escape  from  the  pressures. 

Another  factor,  especially  where 
drugs  are  concerned,  is  availabil- 
ity. The  physician  has  access  to 
mind-altering  drugs,  and  he  also 
prescribes  these  drugs  daily  for  his 
patients  and  sees  the  results.  From 
this,  he  may  develop  some  notion 
that  if  he  can  do  it  for  his  patients 
and  it  helps  them,  that  he  can  do  it 
to  himself  and  it  may  help  him. 

Some  have  pointed  a finger  at 
medical  education,  suggesting  that 
there  have  been  no  formal  pro- 
grams in  the  medical  schools  to 
alert  graduates  to  the  dangers  of 
alcohol  and  drug  abuse,  a subject 
the  Committee  expects  to  address. 

Dr.  G.  Douglas  Talbott,  Director 
of  the  Medical  Society  of  Georgia’s 
Impaired  Physicians  Program,  uses 
the  term  "titanic  syndrome”  to  de- 
scribe the  attitude  of  many  physi- 
cians; they  feel  "unsinkable”  or 
believe  "it  can't  happen  to  me.” 


And  even  physicians  who  recog- 
nize that  they  may  have  a problem 
avoid  seeking  help,  very  likely  due 
to  the  altruistic  nature  of  medicine 
and  to  the  idea  that  one  is  too  busy 
helping  patients  to  help  oneself. 

But  if  statistics  show  that  more 
physicians  are  in  trouble  than  the 
general  population,  then  there  is  a 
brighter  figure,  and  that  is  that  in 
successful  state  programs,  the  re- 
covery rate  is  higher  than  in  lay 
persons.  Some  states  report  a reha- 
bilitation rate  as  high  as  85%,  con- 
siderably above  the  overall  success 
story. 

And  so  out  of  all  of  this,  the 
l.  AMA  in  1972  adopted  a reso- 
lution that  "it  is  the  ethical  respon- 
sibility of  any  physician  who 
knows  of  an  apparent  problem  in  a 
colleague  to  take  affirmative  action 
— to  seek  treatment  and  rehabilita- 
tion for  his  fellow  physician.”  And 
from  this  beginning,  state  programs 
for  the  impaired  physician  have 
grown  from  a total  of  seven  in  1970 
to  today’s  total  of  47  either  in  place 
or  in  the  process  of  developing. 

The  Virginia  program  has  been 
discussed  for  a number  of  years 
and  under  active  investigation 
since  1979,  when  the  House  of  Del- 
egates directed  the  appointment  of 
an  Impaired  Physicians  Study 
Committee.  This  Committee, 
chaired  by  Dr.  W.  Dimmock  Bux- 
ton of  Charlottesville,  spent  two 
years  accumulating  information, 
and  in  1981  recommended  the  es- 
tablishment of  a plan  in  Virginia 
and  the  appointment  of  a new  Com- 
mittee to  "further  define  and  im- 
plement the  program.”  The  Com- 
mittee was  appointed  in  the  fall  of 
1981.  Its  members  in  addition  to 
myself  are  Dr.  Charles  Smith  of 
McLean,  Dr.  Kenneth  Brooks  of 
Richmond,  Dr.  James  Griswold  of 
Norfolk  and  Dr.  Morgan  Scott  of 
Dublin.  Ex-officio  members  are  Dr. 
George  Carroll  of  the  State  Board 


of  Medicine,  Mrs.  William  J.  Rear- 
don of  the  Auxiliary  and  Cee  Ann 
Davis  of  the  Student  Medical  Asso- 
ciation. 

The  Committee  probably  has 
been  one  of  the  busiest  in  recent 
years.  By  November,  it  will  have 
met  five  times,  conducted  two 
workshops  with  guests  from  other 
state  programs,  and  spent  many 
man  hours  individually  on  study 
and  investigation.  Out  of  this  will 
come  the  plan  of  implementation 
that  will  be  presented  to  the  House 
in  Williamsburg. 

The  plan  to  be  recommended  is 
very  similar  to  that  suggested  by 
the  Study  Committee  and  is  mod- 
eled after  programs  in  Georgia, 
Maryland,  North  Carolina  and  oth- 
er states  who  have  had  a number  of 
years  of  successful  operation.  The 
plan  will  encompass  four  steps: 

• Identify  the  physician  who  has  a 
problem, 

• Motivate  him  or  her  to  accept 
recommended  therapy,  either  in  or 
out  of  the  hospital, 

• Rehabilitate  by  treatment  and 
followup, 

• Reenter  the  physician  to  the 
mainstream  of  medical  practice. 

The  logistics  of  the  program  in- 
volve many  techniques.  Of  impor- 
tance is  an  elaborate  educational 
plan  to  let  physicians,  spouses  and 
others  know  that  the  program  ex- 
ists and  how  to  get  involved  in  it. 
There  will  also  be  a reporting  sys- 
tem with  The  Medical  Society  of 
Virginia  staff  receiving  calls  and 
letters  and  referring  them  to  the 
appropriate  members  of  the  central 
committee.  There  will  also  be  a 
method  of  verification,  which  will 
employ  members  of  component  so- 
cieties to  investigate  reports  com- 
ing to  the  central  office  to  verify 
whether  or  not  they  are  true. 

And  finally,  and  most  important, 
is  the  program  of  intervention — a 
process  in  which  physicians,  usual- 
ly in  teams  of  two,  meet  personally 
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with  a colleague  who  is  found  to  be 
in  trouble.  Their  job  is  to  urge  him 
to  get  help,  to  suggest  methods  of 
treatment,  to  recommend  appropri- 
ate institutions  and  to  help  him 
with  other  items,  i.e. , insurance 
coverage,  practice  coverage  and 
perhaps  arrangements  for  some  fi- 
nancial aid.  The  intervenors  also 
will  be  involved  in  a very  important 
followup  during  the  after-hospital 
phase. 

Some  physicians  have  ques- 
tioned whether  a program  can 
work  in  Virginia  in  view  of  the 
mandatory  reporting  law.  I met 
with  the  State  Board  of  Medicine  at 
their  summer  meeting  and  came 
away  encouraged.  I am  convinced 
that  both  the  State  Board  of  Medi- 
cine and  the  Attorney  General's 
office  are  very  anxious  for  our  pro- 
gram to  work.  Of  course  we  must 
operate  within  the  framework  of 
the  law,  but  I believe  that,  given 


the  understanding  we  now  have 
with  the  State  Board,  we  can  oper- 
ate a program  that  can  help  most 
physicians  cope  with  their  prob- 
lems before  they  become  objects  of 
discipline  by  the  Board. 

A few  physicians  have  suggested 
that  this  is  a “snitch"  program  and 
that  the  Committee  will  be  acting 
as  policeman  for  the  State  Board  of 
Medicine.  The  Committee  rejects 
this  idea  and  insists  that  just  the 
opposite  is  true.  The  Committee 
wants  to  keep  physicians  away 
from  punishment. 

And  that  after  all  is  the  name  of 
the  game.  The  Committee  points 
out  that  a physician  in  trouble  has 
three  choices:  One,  he  can  be  con- 
tained in  a “ conspiracy  of  silence" 
which  has  been  the  prevailing  pat- 
tern in  the  past.  A silence  by  him- 
self, by  his  family,  his  office  per- 
sonnel, hospitals  and  colleagues. 
But  this  will  no  longer  work.  Medi- 
cine has  become  too  technical. 


peer  review  has  become  too  in- 
tense, and  malpractice  insurers 
have  become  too  particular  to  al- 
low physicians  to  traverse  this 
path.  The  second  road  is  punish- 
ment by  loss  of  licensure  or  crimi- 
nal conviction.  And  the  third,  and 
the  Committee  believes  the  only 
route,  is  treatment  and  rehabilita- 
tion. 

I am  convinced  of  the  supreme 
importance  of  the  program.  A phy- 
sician who  is  impaired  by  mental 
illness,  or  drugs  or  alcohol  and  who 
is  not  turned  around,  sooner  or 
later  will  lose  his  license,  or  his  life, 
or  both,  and  either  is  an  ultimate 
tragedy — a tragedy  not  only  for  the 
physician,  for  his  family,  and  for 
his  profession  but  a tragedy  also  for 
his  community  and  to  his  patients 
whom  he  leaves  helpless.  And  this 
is  what  The  Medical  Society  of 
Virginia  Physicians’  Health  and  Ef- 
fectiveness Program  seeks  to  pre- 
vent. 


THE  PRATT  CLINIC,  LTD. 

1701  Fall  Hill  Avenue,  Fredericksburg,  Virginia  22401,  (703)  373-5501 

Established  in  1937 


CARDIOLOGY 

Robert  C.  Wheeler,  M.D. 

Michael  J.  Olichney,  M.D. 

Robert  B.  Vranian,  M.D. 

Thomas  E.  Wheeler,  M.D. 

FAMILY  PRACTICE 

David  L.  Johnson,  M.D. 

Donald  E.  Bley,  M.D. 

J.  Thomas  Ryan,  M.D. 

Joseph  D.  Paquette,  M.D. 

Nurse  Practitioner 
Patricia  Sutherland 

GASTROENTEROLOGY 

John  C.  Spivey,  Jr.,  M.D. 

David  B.  Rice,  M.D. 

GENERAL  SURGERY 

Lawrence  R.  Moter,  M.D. 

Richard  N.  Thompson,  M.D. 

GYNECOLOGY  & OBSTETRICS 

T.  Stacy  Lloyd,  Jr.,  M.D. 

Donald  R.  Stoker,  M.D. 

Frank  J.  Durcan,  M.D. 


HEMATOLOGY-ONCOLOGY 

LeRoy  J.  Essig,  M.D. 

INTERNAL  MEDICINE 

Lloyd  F.  Moss,  M.D. 

Michael  J.  Olichney,  M.D. 

Jerry  A.  Trice,  M.D. 

David  B.  Rice,  M.D. 

Robert  C.  Wheeler,  M.D. 

John  C.  Spivey,  Jr.,  M.D. 

LeRoy  J.  Essig,  M.D. 

Robert  B.  Vranian,  M.D. 

Thomas  E.  Wheeler,  M.D. 

Philip  B.  Fuller,  M.D. 

NEUROLOGY 

Richard  E.  Ranels,  M.D. 

OTOLARYNGOLOGY 
HEAD  & NECK  SURGERY 

Raymond  E.  Matson,  M.D. 

PULMONARY  DISEASE 

Jerry  A.  Trice,  M.D. 

Philip  B.  Fuller,  M.D. 

CLINIC  ADMINISTRATOR 

Thomas  A.  Girton 
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We’d  like  a 
second  opinion  on 
our  new  Professional 
Office  Package 

for  doctors. 

we  should  know  a g°°d  P°‘>cy  «hen 
we  write  it.  And  we  want  to  see ‘‘ 
you  agree  that  the  Professional  Office 

PaCkDfsignXspe°ciaei.y  for  doctors’ 
unique Insurance  needs.  The  thmg 
you  will  like  most  about  it us  ds 

comprehensiveness  and  flexib  ity. 

You  may  choose  to  protect  your 

office  property,  y°ur  office  prope  ty 

and  office  liability,  or  both  plus 
professional  liability. 

Plus  any  number  of  options 

such  as  ERISA  protection  Most 

everything  in  one  package  at  one 

competitive  price.  So  you  only  have 

one  company,  one  set  of  paperwork, 

0116  WelTnow  that  you’ve  heard 
about  our  Professional  Office  Package, 

thC  To\ookPin0thye0Vellow  Pages  for 
an  independent  Agent  representing 

The  St  Paul  in  your  area,  and  give 

the  agent  your  opinion  on  our  new 

Professional  Office  Package. 

We  keep 

leaking  insurance 

better.  IStitoul 

Properly  & Liability 
Insurance 


ft 


s pau,  Mercury  Insurance  Company 

\lmomtrl  AOim  I Tne  SI  Paul  Insurance  Compa  y 


The  Medical  Society  of  Virginia 

CEEDINGS 


Annual  Report 
of  the 

Executive  Vice  President 


It  is  a tribute  to  the  President  and 
the  Council  of  The  Medical  Society 
of  Virginia  that  the  past  year,  from 
all  indications,  has  been  one  of 
accomplishment.  There  is  no  doubt 
that  the  help,  encouragement,  and 
understanding  shown  the  Execu- 
tive Vice  President  by  the  officers 
of  the  Society  during  his  first  year 
has  been  deeply  appreciated. 

It  seems  only  yesterday  I came 
on  board  as  a member  of  the  staff 
— now  almost  16  years.  In  looking 
back  for  the  first  few  years,  al- 
though busy  and  exciting  ones, 
they  were  fairly  uncomplicated. 
There  was,  of  course,  Medicare 
and  Medicaid  and  naturally  these 
programs  concerned  all  of  us. 

Then  came  the  “Seventies”. 
New  terminology  appeared  on  the 
scene.  HSAs,  PSROs,  HMOs, 
NIH,  and  HEW  became  household 
words  in  the  medical  profession.  In 
addition,  there  was  a malpractice 
crisis  nationwide,  and  companies 
writing  professional  liability  insur- 
ance fled  from  the  marketplace  in 
droves.  It  is  good  to  report  that  our 
program  with  St.  Paul  has  not  been 
interrupted  since  1957. 

The  early  years  of  this  decade 


are  proceeding  along  the  same 
lines.  In  addition  to  those  carried 
over,  we  now  have  new  concerns 
— pro-competition  bills,  Federal 
Trade  Commission,  government 
regulation  of  physicians'  fees  and 
hospital  rates,  regulations  on  hos- 
pital-based physicians’  fees,  and 
tremendous  cutbacks  in  the  Medi- 
care and  Medicaid  programs.  Some 
say  yet  another  malpractice  crisis 
is  a certainty. 

After  these  somewhat  disheart- 
ening words,  let  us  take  a look  at  a 
few  facts  and  figures  having  to  do 
with  the  Society’s  operation  during 
the  past  year.  We  can  now  be  more 
optimistic  and  take  a more  encour- 
aging outlook  on  the  Society’s  fu- 
ture. ' 

This  has  been  an  exciting  year 
for  three  new  programs  approved 
by  the  House  during  its  last  ses- 
sion. Physicians’  Health  and  Effec- 
tiveness Committee,  Risk  Manage- 
ment Seminars,  and  Medicine  and 
Business  Coalitions  are  now  set  in 
the  mainstream  of  the  Society’s  top 
priorities,  and  you  will  learn  in 
more  detail  of  these  activities  in  the 
committee  reports  that  follow  this 
report. 


President  and  Council 

When  Dr.  Alexander  was  in- 
stalled as  President  last  October, 
he  knew  exactly  what  he  wanted  to 
accomplish.  His  priorities  had  al- 
ready been  established  and,  like  his 
predecessors,  he  wasted  no  time 
before  implementing  his  plans. 

The  position  as  President  of  The 
Medical  Society  of  Virginia  is  not 
an  easy  task.  Dr.  Alexander  has 
spent  countless  hours  serving  the 
Society  and  only  those  who  are  in 
daily  contact  are  really  aware  of  his 
dedication  as  President. 

Strong  leadership  and  a deter- 
mined will  are  a must  in  today’s 
environment,  and  opr  organization 
has  greatly  benefited  under  Dr.  Al- 
exander’s leadership.  One  of  his 
top  priorities  was  to  address  as 
many  of  the  specialty  societies  as 
possible,  as  well  as  our  component 
societies,  during  his  term  of  office. 
Not  only  did  Dr.  Alexander  achieve 
his  goal,  but,  in  addition,  during  his 
visits  around  the  state,  made  the 
time  available  for  interviews  with 
the  news  media.  Dr.  Alexander’s 
relationship  with  the  press  was  ex- 
cellent, and  he  truly  represented 
the  physicians  of  Virginia. 
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Dr.  Alexander  will  leave  office 
with  the  knowledge  and  satisfac- 
tion of  a job  well  done.  In  addition 
to  all  that  has  been  said,  he  is  a 
kind  and  considerate  leader,  and  it 
has  been  a privilege  to  work  with 
him. 

Council  will  have  met  on  four 
occasions  by  the  time  of  the  annual 
meeting,  and  its  report  to  the 
House  is  one  of  accomplishment. 
The  Society’s  councilors  contrib- 
ute many  hours  during  the  year  and 
are  to  be  commended  for  their  ser- 
vice to  the  Society  and  profession. 

Personnel 

The  Society  has  been  extremely 
fortunate  over  the  years  in  obtain- 
ing staff  members  who  are  loyal, 
dedicated,  and  efficient. 

Although  we  have  virtually  no 
turnover,  Mrs.  Ambrose  found  it 
necessary  to  resign  and  left  the 
Society  in  February.  We  were  in- 
deed fortunate  to  obtain  Mrs.  Wan- 
da Schwarzmann  to  assume  not 
only  Mrs.  Ambrose’s  responsibil- 
ities but  to  contribute  much  needed 
assistance  in  the  Membership  De- 
partment. In  addition,  we  would 
like  to  welcome  Mrs.  Frances 
Brown  to  our  staff.  Mrs.  Brown  is 
currently  assisting  Mrs.  Gray  with 
Virginia  Medical  and  is  the 
twelfth  member  of  our  staff. 

This  has  been  mentioned  many 
times,  but  again  we  would  like  to 
point  out  that  your  Society  has  the 
smallest  staff  of  any  major  medical 
society  in  the  nation.  Although 
each  staff  member  has  a certain 
area  of  responsibility,  flexibility  is 
still  maintained,  and  we  operate  on 
the  team  principle. 

Your  Executive  Vice  President 
would  like  to  thank  and  compli- 
ment all  members  of  the  staff  for 
their  dedicated  efforts  in  making 
the  Society  active  and  productive. 
A loyal  staff  is  essential  to  every 
successful  organization,  and  these 
individuals  in  the  following  list  do 
indeed  deserve  our  thanks  and  ap- 


preciation for  a job  well  done:  Mrs. 
Mary  Candler,  Mrs.  Margaret 
Brown,  Mrs.  Ann  Gray,  Mrs.  Nan- 
cy Renalds,  Mrs.  Donna  Strawder- 
man,  Mrs.  Evelyn  Stockmar,  Mrs. 
Wanda  Schwarzmann,  Mrs. 
Frances  Brown,  Kinloch  Nelson, 
MD,  Willard  C.  Osburn,  and  Rich- 
ard G.  Immcl. 

Since  last  report  Mrs.  Strawder- 
man  has  added  to  her  duties  those 
of  executive  secretary  to  the  Auxil- 
iary. 

Finances 

When  one  looks  at  the  economy 
today,  it  is,  to  say  the  least,  some- 
what disturbing.  The  last  year  has 
seen  interest  rates  reach  an  unbe- 
lievable high  for  home  mortgages. 
Prices  continue  to  soar,  and  it 
seems  there  is  no  relief  in  sight. 

Through  all  of  this  it  is  good  to 
report  that  the  Society  is  still  finan- 
cially sound  — perhaps  more  so 
than  any  other  state  society  in  the 
nation.  Our  dues  structure  is  still 
one  of  the  lowest  in  the  country, 
and,  should  an  increase  be  neces- 
sary this  year,  the  Society  will  still 
maintain  this  status.  The  member- 
ship can  be  assured  that  Society 
funds  will  always  be  handled  in 
accordance  with  sound  business 
practice. 

Membership 

The  Society’s  membership  con- 
tinues to  grow,  and,  as  in  the  past, 
we  gained  ground  this  year.  Man- 
datory CME  requirements  have 
had  virtually  no  effect  in  loss  of 
members,  and  we  are  extremely 
proud  of  that  statement. 

It  is  also  encouraging  to  report 
that  our  AMA  membership  contin- 
ues to  increase.  We  now  have  the 
fifth  delegate  to  the  AMA  — a goal 
that  has  finally  been  reached. 

Although  we  have  reached  this 
plateau,  it  is  not  as  good  as  we 
would  like  to  do  — or  can  do. 
There  are  still  some  2,600  members 
of  the  Society  who  do  not  belong  to 


the  AMA,  and  a concerted  effort 
this  year  through  your  President, 
AMA  delegates  and  alternates, 
Membership  Committee,  and  many 
others  have  given  their  all  to  im- 
prove participation  in  AMA. 

We  can  see  that  more  segments 
of  the  profession  are  becoming  in- 
volved both  in  the  state  and  nation- 
al level,  especially  medical  stu- 
dents. It  is  hoped  that  we  can  also 
encourage  the  residents  of  our 
three  medical  schools  to  follow  suit 
and  participate  in  Society  activi- 
ties. 

We  believe  the  following  statisti- 
cal breakdown  will  be  of  interest: 

Annual  Report,  Membership 


August  1,  1981 

- July  31,  1982 

August  1,  1981 

6,478 

New  Members 

330 

Reinstated 

36 

366 

Deaths 

42 

Resigned 

43 

Dropped 

122 

207 

Net  Increase 

159 

July  31,  1982 

6,637 

Virginia  Medical 

We  continue  to  be  very  proud  of 
the  achievement  of  our  Virginia 
Medical.  Twice  it  has  been  judged 
the  best  publication  of  its  kind  in 
medical  journalism  competition. 
The  competition  is  based  upon  out- 
standing appearance  and  editorial 
content.  It  is  indeed  an  honor  for 
our  journal  to  be  rated  ahead  of  the 
finest  periodicals  in  the  nation. 

In  journalism  one  is  always  striv- 
ing to  make  each  issue  even  better 
than  the  last.  Unless  you  could  see 
the  day  to  day  operation,  it  would 
be  very  difficult  to  realize  the 
amount  of  time  and  dedication  that 
makes  the  Virginia  Medical 
what  it  is  today. 

We  are  especially  proud  of  our 
September  issue  which  published 
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for  the  first  time  in  over  65  years  a 
directory  of  the  membership.  A 
special  campaign  to  obtain  addi- 
tional advertising  for  this  particular 
issue  was  quite  successful — the  re- 
sults being  a 100%  increase  in  the 
customary  monthly  revenue.  The 
credit  for  this  publication,  along 
with  our  sincere  thanks  for  a job 
well  done,  belongs  to  Mrs.  Gray, 
Managing  Editor,  and  the  Editorial 
Board  headed  by  Editor  and  Chair- 
man, Dr.  Edwin  L.  Kendig,  Jr. 

Meetings 

The  number  of  meetings  attend- 
ed by  representatives  of  the  Socie- 


ty has  been  consistent  with  those  of 
the  past  several  years.  Your  Presi- 
dent and  other  Society  officials 
have  nevertheless  been  extremely 
busy  in  making  sure  we  had  repre- 
sentation at  various  meetings 
throughout  the  state  and  nation. 

Among  those  attended  were  both 
sessions  of  the  American  Medical 
Association  House  of  Delegates, 
AMA  National  Leadership  Confer- 
ence, Mid-Atlantic  State  Leader- 
ship Conference,  three  sessions  of 
the  State  Board  of  Medicine,  Con- 
ference of  State  Society  Presi- 
dents, Conference  of  State  Journal 
Editors,  Annual  Congressional 


Luncheon,  annual  meetings  of  our 
neighboring  state  medical  socie- 
ties, a large  number  of  component 
society  meetings,  and  many  others. 

Year-End  Reflection 

When  taking  over  the  helm  as 
Executive  Vice  President,  I real- 
ized the  tremendous  challenge  with 
which  1 was  confronted  and  hope 
that  my  efforts  in  some  small  way 
have  contributed  to  the  progress 
and  welfare  of  medicine  in  Virgin- 
ia. This  is,  and  will  remain,  my  goal 
in  the  years  ahead. 

James  L.  Moore,  Jr., 
Executive  Vice  President 


Annual  Reports  of  Committees 


Aging 

This  Committee  met  twice  dur- 
ing the  year.  The  attendance  at 
both  meetings  of  committee  mem- 
bers was  excellent. 

At  the  first  meeting,  we  were 
fortunate  to  have  Mr.  William  A. 
Peterson,  long-term  care  ombuds- 
man for  the  Office  on  Aging,  to 
discuss  the  proposed  Medicaid 
cuts,  which  included  changes  in 
reimbursement  for  hospitals,  reim- 
bursement for  nursing  homes,  oth- 
er covered  services,  recipient  co- 
payments, as  well  as  the  fact  that 
when  a patient  is  moved  from  a 
nursing  home  that  bed  is  lost  com- 
pletely and  not  retained  for  two 
weeks  as  it  had  been  in  the  past. 

The  Committee  was  quite  con- 
cerned that  notice  of  these  changes 
have  not  been  made  available  ei- 
ther to  the  Medical  Society  of  Vir- 
ginia or  our  committee  to  form  a 
position  on  them,  and  the  Commit- 
tee expressed  its  opposition  to 
many  of  these  changes,  which  were 
going  to  be  mentioned  by  Mr.  Pe- 
terson at  a hearing. 


Also  discussed  was  the  manda- 
tory 60-day  visit  to  nursing  homes 
for  Medicaid  patients.  Mr.  Osburn 
reported  that  the  following  motion 
had  been  adopted  by  Council  on 
April  24,  1982;  “That  the  Medical 
Society  of  Virginia  is  opposed  to 
the  60-day  mandatory  visitation  to 
nursing  homes  and  recommends 
that  visits  be  based  on  need  as 
determined  by  the  attending  physi- 
cian.” 

Dr.  Lindsay  of  the  University  of 
Virginia  reported  that  a research 
program  was  going  on  there  on 
incontinence.  This  is  one  of  the 
first  programs  of  its  type. 

At  the  second  meeting,  we  were 
fortunate  to  have  from  the  Office 
on  Aging,  Ms.  Linda  Sawyer,  who 
discussed  legislation  during  the 
1980-81  session  of  the  Virginia 
General  Assembly.  Some  of  the 
legislation  dealt  with  the  investiga- 
tion of  the  abuse  of  the  elderly 
patients  not  subject  to  freedom  of 
information  acts,  condominiums, 
HMO  licensure,  hospice  licensure, 
moratorium  on  nursing  homes,  ad- 


mission and  discharge  for  homes 
for  the  aging,  second  opinions,  sev- 
eral studies  dealing  with  the  level 
of  care  between  nursing  homes  and 
homes  for  the  aging,  home  care  and 
other  alternatives  for  the  care  of 
the  aging. 

Further  discussion  on  60-day 
physician  visitation  in  nursing 
homes  was  held  and  it  was  noted 
that  private  patients  were  not  re- 
quired to  have  60-day  visitations 
but  are  required  by  the  State  Board 
of  Health  to  be  seen  every  90  days. 
Also,  nursing  homes  were  being 
fined  by  Medicaid  if  the  patient  was 
not  seen  within  one  day  after  the 
60-day  period  expired. 

The  Committee  also  1)  recom- 
mended that  Beverly  Orndorf,  Sci- 
ence writer  for  the  Richmond 
Times  Dispatch,  contact  Mr.  Rob- 
ert Siler  of  the  Nursing  Home  As- 
sociation, concerning  this  matter 
and  then  have  Mr.  Orndorf  contact 
Dr.  Lynch  as  to  why  this  require- 
ment should  be  defeated;  2)  recom- 
mended that  the  visitation  problem 
be  referred  to  the  Society’s  Van- 
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guard  Committee  for  possible  ac- 
tion at  the  congressional  level;  3) 
recommended  to  Council  that  some 
type  of  information  services  be 
made  available  in  each  hospital  or 
community  to  advise  the  elderly  on 
how  to  solve  various  Medicaid  and 
Medicare  problems  brought  about 
by  both  federal  and  state  legisla- 
tion; 4)  recommended  that  trans- 
portation for  the  elderly  should  be 
made  available  on  a voluntary  basis 
through  local  church  groups. 

Donald  T.  Faulkner,  MD, 
Chairman 

AMA  Delegation 

The  Annual  Meeting  of  the 
American  Medical  Association's 
House  of  Delegates  in  June  was  a 
most  interesting  and  informative 
session.  The  entire  Virginia  delega- 
tion attended,  and  due  to  an  in- 
crease in  AMA  membership,  the 
Society  is  now  entitled  to  five  dele- 
gates and  alternates. 

We  were  especially  pleased  that 
our  President,  President  Elect,  and 
First  Vice  President  were  on  hand 
in  Chicago.  They  contributed  a 
great  deal  to  the  various  caucus 
sessions  and  represented  the  Socie- 
ty in  the  reference  committee  meet- 
ings. 

A number  of  important  issues 
were  debated  both  in  reference 
committees  and  the  House,  and  we 
urge  the  membership  to  study  the 
proceedings  as  published  in  the 
June  25/July  2 issue  of  American 
Medical  News. 

Of  particular  interest  was  the 
House  approval  of  AMA  develop- 
ing a national  health  policy  over  a 
two-year  period.  A variety  of  pro- 
fessional, business,  labor  and  in- 
surance organizations  will  partici- 
pate. The  purpose  is  to  establish 
private  sector's  national  agenda  for 
dealing  with  health  issues.  A set  of 
basic  principles  and  a health  policy 
plan  will  be  reviewed  by  AMA 
Councils,  the  Board  of  Trustees, 


and  the  AMA  House  of  Delegates. 

The  House  adopted  two  reports 
and  three  resolutions  calling  for 
continued  strong  support  for  feder- 
al legislation  pertaining  to  FTC  ju- 
risdiction over  the  learned  profes- 
sions. In  addition,  the  House 
approved  the  Board  of  Trustees’ 
proposal  to  increase  regular  dues 
by  $30  in  1983.  Other  dues  catego- 
ries will  be  increased  proportion- 
ately, with  the  exception  of  medi- 
cal students. 

It  is  good  to  report  that  Dr.  Wil- 
liam D.  Dolan,  Arlington,  was  re- 
elected to  the  Council  on  Scientific 
Affairs. 

We  would  like  to  take  this  oppor- 
tunity to  urge  that  Society  mem- 
bers attend  a meeting  of  the  AMA 
House  of  Delegates.  Reference 
committee  hearings  are  open  to  all 
members  of  AMA,  and  your  testi- 
mony on  important  issues  can  be 
heard.  In  attending,  Virginia  physi- 
cians learn  firsthand  what  the 
AMA  is  doing  and  why  it  truly 
represents  all  phases  of  American 
medicine. 

Michael  A.  Puzak,  MD, 
Chairman 


Auxiliary  Advisory 

This  year  marked  the  60th  anni- 
versary of  The  Medical  Society  of 
Virginia  Auxiliary.  Under  the  pres- 
idency of  Mrs.  John  F.  Hannon, 
McFean,  the  Auxiliary  has  been 
extremely  active  and  their  theme, 
“Volunteerism  is  alive  and  well", 
is  a proven  success.  The  auxilians 
participated  in  many  worthwhile 
projects  and  raised  the  largest  total 
ever  for  AMA-ERF,  $45,932.62. 
Checks  were  presented  to  the 
deans  of  the  three  medical  schools 
in  the  spring,  with  the  University  of 
Virginia  School  of  Medicine  receiv- 
ing $14,217.25,  Medical  College  of 
Virginia  $18,380.32,  and  Eastern 
Virginia  Medical  School  $13,335.05. 

Membership  recruitment,  AMA- 


ERF  and  legislation  remain  pri- 
mary projects  of  the  Auxiliary  and 
their  efforts  have  proved  effective. 
At  the  AMAA  convention  in  June, 
Virginia  walked  away  with  three 
awards  for  membership,  one  of 
these  for  having  an  increase  in 
membership  for  five  consecutive 
years. 

AMA-ERF  county  contributions 
for  the  Auxiliary’s  income  year 
were  $48,596.38  and  physicians’ 
contributions  totaled  $8,925.00, 
bringing  Virginia’s  AMA-ERF  total 
to  $57,521.38.  County  contribu- 
tions exceeded  last  year’s  by 
$11,000.00,  and  Virginia  was  pre- 
sented an  award  during  the  AMAA 
convention  for  having  the  second 
largest  total  in  the  Eastern  Region, 
8th  in  the  country.  Two  additional 
awards  in  AMA-ERF  were  also  re- 
ceived by  Virginia. 

One  of  the  Auxiliary’s  goals  is 
the  establishment  of  at  least  one 
new  Auxiliary  each  year.  In  Febru- 
ary, the  Prince  William  County 
Medical  Society  Auxiliary  was 
formed,  and  the  Williamsburg- 
James  City  County  Medical  Socie- 
ty Auxiliary  joined  with  us  in  May. 
This  brings  the  total  number  of 
auxiliaries  to  24  out  of  a possible 
46,  leaving  work  still  to  be  done. 

With  a continuing  interest  in  leg- 
islation, a "Day  at  the  Fegislature" 
was  held  in  February  with  the  Aux- 
iliary hosting  a coffee  in  the  Gener- 
al Assembly  building  for  their  state 
delegates  and  senators.  Chairman 
of  this  event,  Mrs.  H.  Alan  Bigley 
of  Petersburg,  later  announced  her 
candidacy  as  a Republican  for  the 
House  of  Delegates  seat  now  held 
by  Norman  S.  Sisisky. 

At  the  request  of  The  Medical 
Society  of  Virginia,  the  Auxiliary  is 
proud  to  have  appointed  Mrs.  Wil- 
liam Reardon  to  serve  on  the  Soci- 
ety’s Impaired  Physician  Commit- 
tee. The  Auxiliary  is  very  involved 
in  this  endeavor  and  has  hopes  of 
having  future  impaired  physician 
programs. 
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The  mid-year  hoard  meeting  was 
held  in  March  at  the  Boar's  Head 
Inn,  Charlottesville.  Delegates 
were  elected  to  the  AMAA  conven- 
tion in  Chicago  and  revised  bylaws 
were  distributed.  After  much  time 
and  effort  by  the  Bylaws  Commit- 
tee, the  bylaws  now  meet  current 
standards  of  the  AMA,  AMAA  and 
MSVA  activities  and  structures. 

In  January,  the  Medical  Society 
of  Virginia  began  providing  secre- 
tarial assistance,  and  this  has  elimi- 
nated a major  administrative  bur- 
den to  the  Auxiliary. 

The  Committee  has  no  recom- 
mendations to  the  House  of  Dele- 
gates. 

Custis  L.  Coleman,  MD, 
Chairman 


Child  Health 

The  Child  Health  Committee  has 
not  met  during  the  year;  however, 
we  wish  to  report  on  favorable  leg- 
islative action  taken  on  items  rec- 
ommended by  the  Committee. 

In  its  1981  report  to  The  Medical 
Society  of  Virginia’s  House  of  Del- 
egates, the  Child  Health  Commit- 
tee recommended  action  on  three 
items:  1)  The  Medical  Society  of 
Virginia  approve,  in  principle,  the 
efforts  of  the  Young  Lawyers  Sec- 
tion of  the  Virginia  Bar  Associa- 
tion, to  introduce  legislation  that 
would  form  the  Family  and  Chil- 
dren’s Trust  Fund;  2)  The  Medical 
Society  of  Virginia  reaffirm  its  po- 
sition supporting  legislative  enact- 
ment of  an  appropriate  law  requir- 
ing car  restraints  for  children;  3) 
The  Medical  Society  of  Virginia 
support  a resolution  revising  the 
immunization  and  physical  exami- 
nation requirement  for  school-age 
children. 

These  recommendations  were 
subsequently  adopted  by  the  Soci- 
ety’s House  of  Delegates,  and  ap- 
propriate legislation  was  sponsored 
and  introduced  at  the  General  As- 


sembly during  the  1982  session.  All 
three  issues  were  favorably  acted 
upon  and  Virginia  now  has;  1)  a 
Family  Trust  Fund  administered  by 
the  Commissioner  of  Public  Wel- 
fare to  aid  in  the  prevention  of 
family  violence;  2)  a law  requiring 
approved  car  restraints  (effective  1 
January  1983),  to  be  used  for  chil- 
dren under  4 years  or  40  pounds 
while  traveling  in  an  automobile;  3) 
the  state's  immunization  law  has 
been  amended  to  require  documen- 
tation of  a child's  immunization 
history  to  be  maintained  as  a part 
of  a student's  permanent  school 
record  (pre-school  through  Grade 
12). 

Although  the  Committee  did  not 
formally  meet  during  the  year, 
there  was  a consensus  expressed 
concerning  the  lack  of  federal  fund- 
ing being  proposed  for  medical  care 
to  indigents. 

The  Committee  does  not  have 
any  formal  recommendations  to 
make  to  the  House  of  Delegates  at 
the  1982  session. 

Jefferson  D.  Beale,  Jr.,  MD, 

Chairman 


Education 

The  Education  Committee  met  in 
Norfolk  in  October  1981  at  the  time 
of  the  Annual  Meeting  of  The  Med- 
ical Society  of  Virginia. 

Dr.  Crockett  announced  his  in- 
tention to  retire  from  the  chairman- 
ship. He  had  held  this  office  since 
1978.  The  Committee  passed  a mo- 
tion expressing  its  gratitude  for  his 
years  of  service  and  many  contri- 
butions to  continuing  medical  edu- 
cation. 

The  Committee  had  an  organiza- 
tional meeting  in  April  1982  under 
the  chairmanship  of  Dr.  Eugene 
Temple.  Dr.  Temple  announced 
with  regret  the  resignation  of  Dr. 
Michael  Cherwek  and  welcomed 
Dr.  W.  Jackson  Helm  as  a new 
member. 


The  Accreditation  Council  for 
Continuing  Medical  Education 
(ACCME)  has  designated  The 
Medical  Society  of  Virginia  as  the 
accrediting  body  for  intrastate  or- 
ganizations, except  the  three  medi- 
cal schools,  which  are  surveyed 
directly  by  ACCME. 

The  accredited  organizations  in 
Virginia  at  this  time  are: 

Community  Hospital  of  Roanoke  Valley, 
Virginia 

Department  of  Health,  Commonwealth  of 
Virginia 

Eastern  Virginia  Medical  School,  Norfolk 
(The  Eastern  Virginia  Inter-Hospital 
Medical  Education  Committee,  Norfolk 
(28  hospitals)  is  now  related  to  the  East- 
ern Virginia  Medical  School,  which  spon- 
sors its  programs) 

Fairfax  Hospital,  Falls  Church,  which  co- 
sponsors programs  in  two  other  hospitals 
Gill  Memorial  Hospital,  Roanoke 
Medical  College  of  Virginia/VCU:  22  hospi- 
tals plus  1 1 in  Southwest  Virginia,  jointly 
with  the  University  of  Virginia 
Medical  Society  of  Virginia  Scientific  Pro- 
gram 

Memorial  Hospital,  Danville 
Northern  Virginia  Consortium:  the  Alexan- 
dria Medical  Society,  5 hospitals  and  9 
other  organizations 
Potomac  Hospital,  Woodbridge 
Riverside  Hospital,  Newport  News 
Roanoke  Memorial  Hospital,  Roanoke 
St.  Luke’s  Hospital  Consortium,  Richmond 
University  of  Virginia  School  of  Medicine: 
13  hospitals  plus  1 1 in  Southwest  Virginia 
jointly  with  MCV/VCU 
Winchester  Memorial  Hospital,  Winchester 

Compliance 

1.  Those  whose  last  names  begin 
with  the  letters  A through  G num- 
bered 2130.  Three  were  dropped; 
the  status  of  one  is  undecided. 

2.  Those  whose  last  names  begin 
with  the  letters  H through  N num- 
bered 1755.  Two  were  dropped. 

3.  The  final  group,  those  whose 
last  names  begin  with  the  letters  O 
through  Z,  numbered  1946.  As  of 
August  5,  further  data  are  needed 
from  nine;  six  will  have  a prelimi- 
nary review;  two  are  going  to  the 
full  Membership  Committee  in  No- 
vember; and  14  have  not  reported 
or  are  incomplete. 

Central  Registry  of  Meetings 

This  continues  to  be  active  but 
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could  be  greatly  expanded.  Those 
planning  CME  programs  are  urged 
to  notify  the  CME  office  at  The 
Medical  Society  of  Virginia,  4205 
Dover  Road,  Richmond,  Virginia 
2322 1 , telephone  number  (804)  353- 
2721,  so  that  their  topics  and  dates 
can  be  listed.  Many  conflicts  could 
be  avoided. 

Annual  Meeting 

The  Committee  continues  to  help 
Dr.  Richard  Lindsay,  Chairman  of 
the  Program  Committee,  in  the  de- 
velopment of  the  Scientific  Pro- 
gram for  the  Annual  Meeting. 

At  its  meeting  on  January  30, 
1982,  Council  decided  that  the  Sci- 
entific Program  would  take  place 
on  Friday  afternoon  and  Saturday 
morning,  November  12  and  13. 

The  association  of  the  annual 
meetings  of  the  specialty  and  sub- 
specialty groups  is  not  feasible  be- 
cause of  time  and  space  limitations. 

Malpractice  Prevention  Programs 

At  its  meeting  in  October  1981, 
the  Committee  decided  to  proceed 
with  risk  management-malpractice 
prevention  programs  dependent  on 
the  outcome  of  a pilot  program  to 
be  held  in  Richmond. 

A group  representing  the  Rich- 
mond Area  Coordinating  Council 
for  CME,  The  Medical  Society  of 
Virginia,  and  the  St.  Paul  Compa- 
nies decided  that  such  programs  in 
Virginia  would  be  developed  under 
the  auspices  of  The  Medical  Socie- 
ty of  Virginia  along  the  lines  of  the 
proposed  pilot  program  and  that 
the  St.  Paul  Companies  would 
grant  10%  and  8%  reductions  re- 
spectively in  their  professional  li- 
ability insurance  premiums  in  the 
first  and  second  years  after  the 
insured  physician  had  attended 
such  a seminar. 

The  Council  of  The  Medical  So- 
ciety of  Virginia  assumed  responsi- 
bility for  the  statewide  develop- 
ment of  such  programs  and 
delegated  this  responsibility  to  the 
Education  Committee. 


An  ad  hoc  subcommittee  on  Risk 
Management-Malpractice  Preven- 
tion, chaired  by  Dr.  Charles 
Crowder,  developed  a plan  for 
such  programs,  based  on  those 
held  for  several  years  in  Georgia 
and  the  pilot  program  in  Richmond. 
This  plan  was  approved  by  the 
Education  Committee  on  April  17, 
1982.  In  brief,  its  aims  are  to  desig- 
nate the  principles  and  format 
whereby  we  may  achieve  better 
patient  care  and  reduce  malprac- 
tice claims. 

Such  meetings  should  extend 
over  a full  day  at  least  and  should 
cover:  medical  malpractice  prob- 
lems in  general  and  in  Virginia  in 
particular;  ways  to  avoid  liability 
claims  and  suits;  what  to  do  or  not 
do  when  a claim  is  filed;  the  legal 
responsibilities  of  a physician;  in- 
terpersonal communications;  small 
group  discussions  of  cases;  and  a 
mock  trial.  Efforts  to  evaluate  the 
immediate  and  future  effects  of  the 
program  will  be  carried  out. 

This  plan  has  been  sent  to  the 
presidents  of  all  component  socie- 
ties with  the  idea  that  programs 
would  be  developed  on  a regional 
basis. 

Seminars  were  held  in  Richmond 
on  March  27  and  July  9,  and  in 
Alexandria  on  June  5.  Further  pro- 
grams are  being  developed  in  Rich- 
mond, Northern  Virginia,  Harri- 
sonburg, Danville,  Albemarle, 
University  of  Virginia,  Southside 
Virginia,  Roanoke  and  Southwest 
Virginia,  and  the  Norfolk-Newport 
News  area. 

The  Committee  gratefully  ac- 
knowledges again  the  support  of 
the  office  staff  and  the  officers  and 
Council  of  the  Society.  In  particu- 
lar, the  direction  of  Dr.  Nelson  has 
become  the  sine  qua  non  of  CME 
of  our  Society  and  Mrs.  Stockmar 
has  kept  all  of  us  moving. 

There  are  no  recommendations 
to  the  House  of  Delegates. 

T.  Eugene  Temple,  MD, 
Chairman 


Ethics 

The  Committee  is  gratified  to  re- 
port that  it  received  no  inquiries  or 
complaints  during  the  year  and  so 
was  not  obliged  to  meet. 

Anthony  J.  Munoz,  MD, 

Chairman 


Health  Planning/ 
Government  Relations 

This  Committee  is  composed  of 
George  M.  Nipe,  MD,  Chairman; 
Glenn  B.  Updike,  Jr.,  MD;  Russell 
D.  Evett,  MD;  Richard  L.  Fields, 
MD;  and  Wyatt  S.  Beazley,  III, 
MD. 

A meeting  of  the  Committee  was 
held  in  order  to  give  Dr.  James  B. 
Kenley,  Commissioner  of  the  Vir- 
ginia State  Department  of  Health, 
an  opportunity  to  discuss  some  of 
the  implications  of  the  Reagan  ad- 
ministration’s efforts  to  reduce  fed- 
eral funding  in  the  area  of  health 
planning,  Medicare/Medicaid,  and 
aid  to  indigents.  Dr.  Kenley  em- 
phasized the  need  for  organized 
medicine  to  assume  an  even  greater 
level  of  responsibility  to  provide 
free  medical  care  of  Virginia  citi- 
zens who  cannot  afford  to  pay  for 
it.  He  also  encouraged  increased 
communication  between  private 
practice  physicians  and  county 
medical  directors  working  with  the 
Department  of  Health.  It  is  through 
the  local  medical  officers  that  indi- 
gent populations  can  be  identified. 

It  was  pointed  out  that  a state- 
wide task  force  on  health  planning, 
also  chaired  by  Dr.  Nipe,  had  been 
established  and  includes  represen- 
tatives from  the  Virginia  Farm  Bu- 
reau Federation,  the  Virginia  Hos- 
pital Association,  the  Virginia 
Manufacturer's  Association,  the 
State  Chamber  of  Commerce,  Blue 
Cross  and  Blue  Shield,  and  others. 
This  group  met  on  several  occa- 
sions and  expanded  to  a committee 
of  22  in  number,  representing  some 
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of  Virginia’s  outstanding  leaders  in 
health  and  the  health  planning 
field.  Several  members  of  this 
group  were  eventually  appointed  to 
a statewide  commission  whose  ef- 
forts were  funded  through  a 1982 
legislative  appropriation  to  study 
the  feasibility  of  further  local  health 
planning  in  Virginia  to  replace  the 
current  mechanism  of  Health  Sys- 
tems Agencies. 

Consequently,  the  Committee  on 
Health  Planning  and  Governmental 
Relations  has  no  formal  recommen- 
dations to  make  to  the  House  of 
Delegates. 

George  M.  Nipe,  MD, 
Chairman 


Highway  Safety 

The  Highway  Safety  Committee 
met  in  June  with  these  special 
guests:  Mrs.  Kathryn  Robinson, 
former  Virginia  Transportation 
Safety  Board  Commissioner; 
Cheryl  Lynn  of  the  Virginia  High- 
way Transportation  Research  Safe- 
ty Operations  Group;  and  Dr.  Jack 
Eastham,  of  the  Highway  Safety 
Committee  of  the  Albemarle  Coun- 
ty Medical  Society. 

We  discussed  motor  vehicle 
crash  injuries,  which  are  a public 
health  problem  of  staggering  pro- 
portions, killing  52,000  Americans 
each  year — more  between  the  ages 
of  one  and  35  years  than  from  any 
other  cause — and  costing  more 
than  $20  billion  in  emergency  and 
hospital  care,  rehabilitation,  and 
lost  wages. 

We  also  discussed  the  new  child 
restraint  legislation,  drunk  drivers, 
the  changing  traffic  mix,  technolog- 
ical innovations,  physician  report- 
ing of  impaired  drivers,  and  medi- 
cal school  and  county  medical 
society  educational  programs  in 
traffic  medicine. 

The  Commonwealth  of  Virginia 
has  joined  other  states  in  enacting  a 
child  restraint  law  that  requires 


children  under  the  age  of  4 years  to 
be  properly  secured  with  an  ap- 
proved child  restraint  device  while 
they  are  being  transported  in  motor 
vehicles.  This  law  takes  effect  on 
January  1,  1983.  We  urge  every 
physician  to  support  this  law.  Once 
children  are  buckled  up,  parents 
often  buckle  up,  too. 

Governor  Robb  has  established  a 
33-member  task  force  on  drunk 
driving.  Presently,  every  citizen  in 
Virginia  is  permitted  to  drink  up  to 
a blood-alcohol  content  of  0. 10  (the 
equivalent  of  five  12-ounce  beers  or 
five  I -ounce  shots  of  80-proof  li- 
quor), and  drive  impaired  by  alco- 
hol. The  allowable  blood-alcohol 
concept  thus  officially  sanctions 
impairment  on  our  highways.  The 
Medical  Society  of  Wisconsin  has 
urged  that  there  be  no  allowable 
blood-alcohol  level  in  any  driver  on 
our  highways,  which  is  something 
to  think  about. 

Many  technological  advances 
could  lower  the  highway  death  toll. 
We  hope  to  borrow  a research  safe- 
ty vehicle  from  the  National  High- 
way Traffic  Safety  Administration 
and  display  some  of  these  innova- 
tions at  the  annual  meeting  of  The 
Medical  Society  of  Virginia. 

Daniel  N.  Kulund,  MD, 
Chairman 


Insurance 

The  Insurance  Committee  has 
met  five  times  in  the  past  12 
months  and  plans  to  meet  again 
before  the  annual  meeting. 

Negotiations  with  the  Society’s 
sponsored  health  insurance  carri- 
ers, Blue  Cross/Blue  Shield  and 
Insurance  Company  of  North 
America,  occupied  the  greatest 
portion  of  the  Committee’s  time. 
The  Committee  dealt  with  many 
significant  issues  during  these  ses- 
sions, ranging  from  coverage  and 
benefit  design  to  pricing  and  the 
market  forces  that  influence  prod- 


uct selection.  This  has  truly  been  a 
year  of  change  for  the  Society's 
sponsored  plans. 

The  Committee  continues  to 
monitor  the  Society’s  “retrospec- 
tive total  return  pricing”  arrange- 
ment with  the  St.  Paul  Insurance 
Companies  in  the  area  of  profes- 
sional liability  coverage.  No  in- 
crease in  base  rates  for  the  1 982— 
1983  contract  year  were  requested 
by  the  St.  Paul.  Marketing  by  other 
medical  malpractice  insurers  in 
Virginia  appears  to  be  creating  a 
healthy  and  competitive  environ- 
ment in  the  state. 

Selection  and  review  of  all  the 
Society's  endorsed  insurance  plans 
continues  to  be  the  primary  com- 
mitment of  the  Insurance  Commit- 
tee. There  are  no  recommendations 
to  the  House  of  Delegates  except  to 
encourage  input  and  suggestions 
from  the  entire  membership. 

Alvin  E.  Conner,  MD, 
Chairman 

Legislative  Liaison  to 
Board  of  Medicine 

President  Alexander  appointed  a 
Liaison  Subcommittee  of  the  Leg- 
islative Committee  of  the  Society 
to  confer  with  the  State  Board  of 
Medicine  on  matters  of  mutual  con- 
cern. Accordingly,  the  subcommit- 
tee met  with  representatives  of  the 
Board  in  January  1982. 

Implementation  of  the  Society’s 
program  for  discovery  and  rehabili- 
tation of  the  impaired  physician 
was  reviewed,  and  it  was  agreed 
that  this  program  and  that  of  the 
State  Board  should  be  complemen- 
tary. Apparent  difficulties  in  re- 
porting of  impaired  physicians  can 
be  resolved  under  terms  of  current 
statutes. 

Other  matters  discussed  were 
telephone  orders  by  non-physician 
personnel;  delineation  of  surgical 
privileges  by  podiatrists;  publica- 
tion of  physicians’  names  in  Board 
Briefs ; ophthalmologist  and  optom- 
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etrist  problems;  drug  abuse  (Prelu- 
din®  and  Dilaudid®);  "look  alike” 
drugs;  signing  of  prescriptions  by 
physician  assistants  and  nurse 
practitioners. 

The  Subcommittee  has  no  specif- 
ic recommendations  to  the  House 
of  Delegates  but  does  feel  that  its 
continued  existence  offers  a means 
of  communication  with  the  State 
Board  of  Medicine  in  matters  of 
mutual  concern.  Particularly  in  the 
field  of  legislative  matters,  it  offers 
a channel  of  coordinating  medical 
input  into  matters  of  health  care  in 
the  Commonwealth. 

Glenn  B.  Updike,  Jr.,  MD, 
Chairman 


Maternal  Health 

Recommendation 

The  Committee  recommends  that 
The  Medical  Society  of  Virginia  en- 
dorse the  report  of  the  State  Perina- 
tal Services  Advisory  Council  and 
that  it  support  the  requests  to  the 
legislature  contained  in  Section  2 of 
the  report. 

The  Committee  received  a draft 
of  the  report  of  the  State  Perinatal 
Advisory  Council.  This  rather  ex- 
tensive analysis  of  factors  affecting 
the  outcome  of  pregnancy  in  Vir- 
ginia is  the  result  of  two  years  of 
work  by  a Council  appointed  by  the 
Governor  to  include  representation 
of  various  interested  constituencies 
throughout  the  State,  including  The 
Medical  Society  of  Virginia.  Its  re- 
port to  the  Governor  responds  to 
House  Joint  Resolution  #216.  The 
Committee  endorses  the  recom- 
mendations of  this  Council  and 
urges  the  support  of  The  Medical 
Society  of  Virginia  in  their  imple- 
mentation. 

The  Council’s  report  again  em- 
phasizes the  previous  observations 
of  the  Committee  on  Maternal 
Health  that  further  significant  im- 
provement in  perinatal  mortality 
and  morbidity  can  and  should  be 


achieved  in  Virginia.  The  area  of 
greatest  need  and  opportunity  in- 
volves appropriate  prenatal,  mater- 
nity and  neonatal  care  for  the  medi- 
cally indigent.  The  Committee 
observes  once  more  that  maternity 
care  for  indigent  patients  is  regard- 
ed differently  in  our  State  than  oth- 
er forms  of  health  care  for  the 
indigent  and  that  the  medical  out- 
come reflects  this  to  a great  extent. 
The  recommendations  of  the  State 
Perinatal  Advisory  Council  include 
proposals  to  change  this.  This  in- 
cludes the  recommendation  for  the 
establishment  of  contractual  ar- 
rangements between  local  health 
departments  and  providers  of  ma- 
ternity and  newborn  services  to 
insure  the  provision  of  adequate 
care. 

Maternal  mortality  analysis  dur- 
ing the  past  year  has  been  less 
thorough  than  is  traditional  for  the 
Committee  because  of  the  require- 
ments of  the  State  Perinatal  Coun- 
cil study.  It  was  agreed  to  continue 
to  pursue  the  analysis  of  each  case 
involving  maternal  mortality  in  Vir- 
ginia and  to  continue  to  seek  ways 
to  make  the  most  beneficial  use  of 
this  information.  The  Committee 
has  been  requested  by  the  Ameri- 
can College  of  Obstetricians  and 
Gynecologists  to  share  this  infor- 
mation on  an  anonymous  basis. 
The  Committee  agreed  to  do  this 
and  to  recommend  that  a repre- 
sentative of  the  Virginia  Section, 
American  College  of  Obstetricians 
and  Gynecologists,  be  invited  to 
attend  meetings  of  the  Committee 
as  an  ex  officio  member. 

The  attention  of  the  Committee 
was  called  to  the  finding  that  one- 
third  of  fetal  deaths  in  Virginia  re- 
sult from  full  term  pregnancies  (36 
weeks  gestation  or  greater  than  5.5 
lbs  in  weight).  Dr.  Norman  Thorn- 
ton will  receive  the  birth  certifi- 
cates concerning  these  cases  and 
recommend  appropriate  further 
study  based  on  his  findings. 

The  Committee  was  advised  that 


a study  of  the  experience  with 
birthing  centers  in  other  states  was 
being  assembled  and  that  this 
would  be  presented  to  the  State 
Board  of  Health.  The  Committee 
believes  that  any  material  purport- 
ing to  justify  change  from  its  previ- 
ously recommended  position 
should  be  presented  to  it  for  analy- 
sis before  any  action  is  taken  which 
would  reverse  this  position.  The 
Committee  has  recommended, 
based  on  its  view  of  the  protection 
of  the  health  of  the  mother  and 
especially  of  the  baby,  that  “Rules 
and  Regulations  for  Health  Care  in 
Virginia”,  which  deals  with  birth- 
ing centers,  should  specify  that  any 
such  center  must  be  physically 
connected  with  an  acute  care  cen- 
ter and  operated  under  the  supervi- 
sion of  that  hospital. 

Mason  C.  Andrews,  MD, 
Chairman 

Medicine/Business 

Coalition 

Recommendations 

The  Medicine/Business  Coalition 
Committee  makes  these  recommen- 
dations to  the  House  of  Delegates  of 
The  Medical  Society  of  Virginia: 

1.  Endorse  the  concept  of  cost- 
sharing in  all  health  insurance  pro- 
grams (deductibles  and  co-payments 
with  provisions  for  annual  stop- 
loss). 

2.  Recommend  that  cost-plus  re- 
imbursement of  hospital  charges  be 
replaced  by  prospective  payment. 

3.  Endorse  health  care  plans  that 
include  incentives  to  encourage  out- 
patient surgery  whenever  possible. 

4.  Endorse  an  educational  pro- 
gram encouraging  all  citizens  to  re- 
tain a primary  physician. 

5.  Endorse  effective  local  peer  re- 
view of  both  inpatient  and  outpa- 
tient medical  utilization. 

6.  Endorse  the  concept  of  leaders 
of  medicine  and  business  discussing 
problems  of  mutual  concern. 

It  is  felt  that  these  changes  would 
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most  effectively  moderate  the  esca- 
lation of  health  care  costs  for  the 
short  term.  Long-term  planning  is 
essential  and  is  being  carried  on  by 
government,  business  coalitions 
and  medicine/business  coalitions. 

General 

This  Committee  was  impaneled 
by  Dr.  H.  C.  Alexander  III  late  in 
1981  and  has  met  on  four  occa- 
sions. The  committee  consists  of 
Edward  A.  Zakaib,  MD,  Chair- 
man, Richmond;  William  S.  Butler, 
MD,  Roanoke;  Russell  D.  Evett, 
MD,  Norfolk;  Robert  J.  O'Donnell, 
MD,  Falls  Church;  and  Glenn  B. 
Updike,  MD,  Danville.  However, 
the  Committee  has  developed  addi- 
tional activities  in  the  Lynchburg 
and  Newport  News-Hampton  ar- 
eas which  are  headed  by  G.  Ed- 
ward Calvert,  MD,  and  R.  L.  Sal- 
lade,  MD,  respectively. 

Early  in  its  deliberations  the 
Committee  decided  to  foster  the 
development  of  medicine/business 
coalition  activities  in  the  geograph- 
ic areas  represented  by  its  mem- 
bers, emphasizing  local  control 
through  contacts  with  representa- 
tives of  business.  The  Committee 
will  serve  to  disseminate  informa- 
tion to  the  various  localities. 

The  first  meeting  was  devoted  to 
self-education  with  the  distribution 
of  a slide  presentation  and  com- 
ments prepared  by  the  Chairman. 
These  will  be  used  in  making  local 
presentations  to  medical  and  busi- 
ness leaders.  Resource  material 
will  be  taken  from  the  Medicine/ 
Business  Coalition  of  Richmond 
and  from  surveys  done  by  the  Cost 
Containment  Committee  of  the 
Richmond  Academy  of  Medicine. 

Tangible  activity  has  already  de- 
veloped in  the  Roanoke  area, 
where  two  meetings  have  been 
conducted  with  business  leaders. 
These  meetings  are  aimed  primari- 
ly at  introducing  the  concept  of 
medicine  and  business  working  to- 
gether to  solve  problems  of  mutual 


interest,  i.e.,  worker  productivity, 
safety  in  the  work  place,  disability, 
absenteeism,  health  insurance  de- 
sign, accessibility,  quality  and 
cost-effective  health  care. 

Edward  A.  Zakaib,  MD, 
Chairman 


Membership 

Recommendations 

That  conditions  for  granting  dues- 
exempt  membership  status  in  The 
Medical  Society  of  Virginia  be  re- 
vised to  the  following;  1)  Financial 
or  physician  disability  as  deter- 
mined by  the  Membership  Commit- 
tee, 2)  Physicians  who  have  been 
members  of  the  Society  for  ten  years 
prior  to  their  70th  birthdays  and 
have  become  fully  retired  will,  upon 
application,  be  granted  lifetime 
memberships  in  the  calendar  year  of 
their  71st  birthdays.  3)  Special  situ- 
ations as  determined  by  the  Mem- 
bership Committee,  including  a) 
service  as  President  of  The  Medical 
Society  of  Virginia  or  the  American 
Medical  Association,  and  b)  merito- 
rious service  recognized  and  accord- 
ed by  the  Society’s  House  of  Dele- 
gates. 

This  recommendation  takes  into 
consideration  factors  of  longevity, 
economic  conditions,  AMA  policy, 
the  practices  in  other  states,  hon- 
ored careers,  Society  needs,  and 
the  existing  Society  policy,  which 
exempts  from  dues  about  10%  of 
the  MSV  membership. 

That  1)  The  Medical  Society  of 
Virginia  establish  a direct  member- 
ship option  for  physicians  who  are 
first-year  residents  and  fellows  in 
Virginia  with  all  privileges  pertain- 
ing and  local  Society  membership 
not  required,  and  2)  the  component 
medical  societies  with  jurisdiction  at 
their  sites  of  training  will  then,  in 
effect,  be  allowed  to  affiliate  such 
physicians  for  enumeration  and  rep- 
resentation without  cost  to  the  resi- 
dents or  fellows. 


Membership  recruitment  at  the 
local,  state  and  national  level  has 
been  a priority  for  the  Committee 
for  the  past  several  years.  This 
year  the  establishment  of  a third 
student  society  will  be  made  formal 
at  Eastern  Virginia  Medical 
School.  Continued  emphasis  on 
medical  student  recruitment  will 
continue. 

The  efforts  to  recruit  physicians 
to  Society  membership  at  the  resi- 
dent and  fellowship  level  generated 
a great  deal  of  discussion  by  the 
Committee.  Among  the  1,300  such 
physicians  in  Virginia,  The  Medical 
Society  of  Virginia  has  less  than  20 
as  members.  The  traditional  meth- 
od of  membership  recruitment  for 
this  class  of  member  has  been  less 
than  effective,  hence  the  Commit- 
tee’s recommendation. 

General 

The  Membership  Committee  is 
composed  of  vice-councilors  and  a 
councilor,  appointed  by  the  Presi- 
dent, who  serves  as  chairman.  Ar- 
biter of  individual  membership  sta- 
tus, liaison  with  the  Committee  on 
Continuing  Medical  Education  and 
formulation  of  recruitment  policies 
for  the  Society  have  been  its  princi- 
pal duties. 

Six  counties  in  Virginia  (Charles 
City,  Goochland,  Madison,  Greene, 
Highland  and  Craig)  were  not  affili- 
ated, the  Committee  noted,  with 
existing  component  societies.  At 
the  recommendation  of  the  Com- 
mittee and  with  the  approval  of 
Council,  these  six  counties  were 
embraced  in  the  charters  of  five 
existing  component  societies. 

The  Membership  Committee  has 
formalized  its  adjudication  func- 
tions with  the  Committee  on  Con- 
tinuing Medical  Education.  The 
Committee  now  reviews  and  offers 
appropriate  resolution  on  members 
who  have  not  complied  with  CME 
requirements.  Additionally,  with 
the  aid  of  legal  counsel,  an  appeals 
mechanism  has  been  created.  Since 
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1979  five  physician  members  of  the 
Society  have  been  removed  from 
the  membership  rolls  for  non-com- 
pliance of  CME  requirements.  Ad- 
ditional cases  are  being  reviewed. 
Happily,  the  compliance  rate  of 
CME  for  membership  in  the  Soci- 
ety exceeds  99.9%  at  this  time. 

The  AMA  has  expressed  an  in- 
terest in  co-funding  an  effort  in 
Virginia  to  hire  a Medical  Society 
of  Virginia  staff  member  to  make 
personal  contacts  with  prospective 
physicians  to  promote  membership 
in  the  component  societies,  The 
Medical  Society  of  Virginia,  and 
the  AMA.  This  approach  will  be 
studied  further,  as  recruiting  efforts 
have  already  been  initiated  by  ex- 
isting Society  staff  members. 

Last,  the  Committee  has  endeav- 
ored to  promote  justifiable  pride  in 
Medical  Society  of  Virginia  mem- 
bership by  assisting  in  the  prepara- 
tion of  the  brochure  “The  Medical 
Society  of  Virginia  — It's  more 
than  you  think"  which  appeared  in 
the  April  1982  issue  of  Virginia 
Medical.  We  are  pleased  that  the 
current  level  of  membership  in  the 
Society  includes  greater  than  6600 
members  and  is  steadily  increasing. 

We  take  great  pride  in  recom- 
mending that  H.  C.  Alexander  III, 
MD,  of  Roanoke,  President  of  The 
Medical  Society  of  Virginia,  be  ac- 
corded the  status  of  honorary  ac- 
tive membership  in  recognition  of 
his  outstanding  leadership  of  orga- 
nized medicine  in  Virginia. 

Charles  H.  Crowder,  Jr.,  MD, 
Chairman 

Negotiations 

Recommendation 

The  Committee  recommends  that 
the  Negotiations  Committee  be  con- 
tinued on  a standby  basis  and  that 
The  Medical  Society  of  Virginia  pro- 
vide the  opportunity  for  interested 
members  to  engage  in  formal  negoti- 
ations training  programs. 

The  Negotiations  Committee  has 


not  been  active  this  year.  An  un- 
successful attempt  was  made  by 
The  Medical  Society  of  Virginia  to 
present  a training  program  in  the 
spring.  The  press  has  indicated  re- 
cently that  lay  groups,  particularly 
unions,  are  interested  in  negotiat- 
ing with  the  profession  on  medical 
care  costs.  The  Medical  Society  of 
Virginia  should  be  in  a position  to 
meet  any  negotiation  request. 

Levi  W.  Hulley,  Jr.,  MD, 
Chairman 

Pharmacy 

Issues  pertinent  to  this  commit- 
tee that  would  appropriately  justify 
a response  from  the  Society  have 
not  arisen  in  1982. 

A legislative  amendment  to  a 
Senate  bill  requiring  physicians  to 
add  a statement  that  a brand  name 
drug  is  medically  necessary  for 
Medicaid  patients  in  addition  to  the 
usual  prescription  requirements 
passed  the  legislature  by  the  hands 
of  the  Virginia  Pharmaceutical  As- 
sociation. The  Society  opposed 
this  additional  prescription  require- 
ment as  being  superfluous,  feeling 
that  other,  more  reasonable  op- 
tions are  available.  However,  the 
pharmacists’  wishes  carried  the 
day.  Philosophical  questions  in- 
volving generic  drug  efficacy  and 
the  apparently  inconsistent  cost  to 
the  patient  for  the  same  have  risen. 
To  date  the  Society  has  not  felt 
compelled  to  recommend  other 
modes  of  handling  these  questions. 

Indications  of  continued  at- 
tempts by  pharmacists  to  enter  the 
active  practice  of  medicine  contin- 
ue to  arise  from  what  appear  to  be 
isolated  segments  of  the  pharmacy 
profession.  To  date,  these  have  not 
appeared  to  be  concerted  enough 
or  accepted  by  the  rank  and  file  of 
the  pharmacy  profession  to  an  ex- 
tent that  the  Society  feels  that  it 
should  act  officially. 

Lloyd  T.  Griffith,  MD 
Chairman 


Physicians’  Health 
and  Effectiveness 

Recommendations 

1.  That  the  Committee  continue 
to  function  until  its  charge  of  “fur- 
ther defining  and  implementing  the 
program”  is  completed. 

This  Committee  was  established 
by  the  House  of  Delegates  at  the 

1981  session  as  an  ad  hoc  commit- 
tee to  further  define  and  implement 
the  program  which  was  recom- 
mended by  the  Impaired  Physician 
Study  of  the  previous  year.  At  the 
present  time,  the  work  of  this  Com- 
mittee has  progressed  to  the  point 
that  we  believe  implementation 
could  very  well  take  place  at  the 

1982  Annual  meeting.  In  the  event 
that  it  does  not,  however,  the  Com- 
mittee should  be  continued  until  its 
charge  is  finished. 

2.  That  upon  implementation  of 
the  program,  such  changes  as  are 
necessary  be  made  in  the  bylaws  to 
establish  the  Committee  as  a perma- 
nent one. 

Once  the  program  is  implement- 
ed, it  will  be  an  ongoing  activity 
and  function  of  The  Medical  Socie- 
ty of  Virginia  and  should  be  carried 
as  a standing  committee. 

3.  That  the  Committee  be  en- 
larged to  include  ten  members  of 
The  Medical  Society  of  Virginia,  in- 
sofar as  possible  one  being  appoint- 
ed from  each  congressional  district, 
and  one  ex-officio  member  each 
from  the  State  Board  of  Medicine, 
the  Auxiliary  to  The  Medical  Society 
of  Virginia,  the  Student  Medical  As- 
sociation, and  the  Residents  Medical 
Association.  The  Medical  Society  of 
Virginia  members  would  be  ap- 
pointed by  the  president  and  the  ex- 
officio  members  by  the  presiding 
officer  of  each  of  the  represented 
groups. 

The  Committee  has  found  that 
the  limit  of  five  members  estab- 
lished by  the  House  of  Delegates 
last  year  is  impractically  small.  At 
several  of  our  meetings,  due  to 
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absences  or  people  being  detained, 
we  have  found  ourselves  faced 
with  making  decisions  with  less 
than  an  optimal  number  of  commit- 
tee members  present. 

In  addition,  it  is  felt  that  as  the 
Committee  begins  its  function, 
committee  members  located  in  var- 
ious population  centers  of  the  state 
may  be  quite  helpful  in  keeping  a 
closer  liaison  between  the  compo- 
nent societies  and  those  working  in 
those  areas  and  the  central  Com- 
mittee. Since  population  centers  in 
general  follow  congressional  dis- 
tricts, it  is  the  Committee's  belief 
that  this  wouid  be  an  appropriate 
method  of  selecting  committee 
members. 

An  ex-officio  member  from  the 
State  Board  has  proved  very  help- 
ful this  year  and  as  the  year  went 
on,  with  the  approval  of  Council, 
the  Committee  has  invited  to  each 
meeting  a member  of  the  Auxiliary 
and  a member  of  the  Student  Medi- 
cal Association.  We  believe  that 
these  along  with  the  resident’s 
group,  should  be  represented  as  ex- 
officio  members  on  the  Committee. 

4.  That  an  appropriation  of 
$10,000  be  made  for  the  operation  of 
the  Committee  in  1983. 

The  House  of  Delegates  in  1981 
appropriated  $10,000  for  this  year. 
This  amount  has  not  been  expend- 
ed and  probably  will  not  be,  al- 
though a major  portion  will  likely 
be  used  before  the  end  of  the  year. 
At  this  point  the  Committee  has  no 
way  of  projecting  the  overall  cost 
of  the  program  in  the  future,  but  we 
believe  that  $10,000  would  suffice 
for  next  year  and  recommend  that 
that  amount  be  appropriated. 

5.  That  the  concept  of  a loan  fund 
be  approved  by  the  House  of  Dele- 
gates and  that  Council  be  authorized 
to  consider  various  methods  of  es- 
tablishing such  a fund. 

A number  of  state  societies  have 
found  it  necessary  to  provide  some 
funds  for  low-interest  loans  to  phy- 
sicians who  need  medical  help  be- 


At  a meeting  of  the  Committee  on  Physicians  Health  and  Effectiveness:  from  left, 
William  H.  Barney,  MI),  chairman;  George  J.  Carroll,  MD,  of  the  State  Board  of 
Medicine;  Charles  G.  Smith,  MD;  Mrs.  William  J.  Reardon  of  the  Auxiliary; 
Kenneth  P.  Brooks,  MI),  and  Cee  Ann  Davis  of  the  University  of  Virginia  Student 
Medical  Society. 


cause  of  impairment  and  found 
themselves  in  financial  difficulty. 
The  Committee  believes  that  such 
a fund  should  be  established,  and  it 
will  be  even  more  imperative  to  do 
so  if  the  Society’s  insurance  carrier 
eliminates  psychiatric  coverage  for 
our  membership. 

Some  of  the  states  have  estab- 
lished the  fund  on  the  basis  of 
appropriation.  Others  have  used  a 
method  by  which  they  have  solicit- 
ed contributions  from  various  in- 
terested organizations,  i.e.,  insur- 
ance companies,  drug  firms,  and 
others.  With  this  in  mind,  we  sug- 
gest that  legal  counsel  of  The  Medi- 
cal Society  of  Virginia  investigate 
the  possibility  of  establishing  a tax- 
exempt  foundation  that  might  re- 
ceive gifts  for  this  purpose. 

6.  That  the  House  of  Delegates 
adopt  a plan  of  implementation  to  be 


submitted  as  a supplementary  com- 
mittee report  at  the  annual  meeting. 

As  this  report  is  written,  an  im- 
plementation plan  is  fairly  well  in 
mind  as  far  as  the  Committee  is 
concerned.  It  is  the  Committee’s 
intent  to  submit  a detailed  plan  to 
the  House  of  Delegates.  If  it  is 
adopted,  the  program  of  Physi- 
cians’ Health  and  Effectiveness  in 
The  Medical  Society  of  Virginia 
could  be  in  operation  by  January  1, 
1983. 

General 

The  Physician’s  Health  and  Ef- 
fectiveness Committee  was  man- 
dated by  the  House  of  Delegates  at 
its  meeting  in  1981  and  was  ap- 
pointed by  the  President  the  fol- 
lowing month.  By  the  end  of  this 
year,  the  Committee  will  have  met 
at  least  five  times  and  held  two 
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workshops  conducted  by  physi- 
cians from  other  states  where  pro- 
grams are  operating  successfully. 

One  of  the  important  problems 
that  we  have  had  to  face  is  the 
question  of  our  relationship  with 
the  State  Board  of  Medicine  and 
the  Code  of  Virginia  as  it  relates  to 
the  mandatory  reporting  law.  The 
Committee  has  had  exceptional 
cooperation  from  the  State  Board 
of  Medicine,  with  the  secretary  of 
that  body  serving  as  an  ex-officio 
member  of  the  Board.  A repre- 
sentative of  the  Attorney  General’s 
office,  which  is  charged  with  repre- 
sentation on  the  Board  of  Medi- 
cine, has  also  met  with  us  and  has 
been  quite  helpful.  The  invaluable 
assistance  of  our  legal  counsel.  Mr. 
Allen  Goolsby,  is  to  be  commend- 
ed, for  the  Committee  could  not 
really  have  operated  satisfactorily 
without  his  advice.  As  usual,  the 
staff  of  The  Medical  Society  of 
Virginia  has  responded  to  all  re- 
quests made  by  the  Committee 
with  promptness  and  dispatch. 

William  H.  Barney,  MD, 
Chairman 


PSRO  Liaison 

The  PSRO  Liaison  Committee 
has  no  recommendations  for  the 
House  of  Delegates  but  offers  the 
following  general  information. 

On  request  of  the  State  Health 
Department,  the  five  Virginia  peer 
review  organizations  and  the  Vir- 
ginia Professional  Standards  Re- 
view Foundation  developed  a pro- 
posal for  uniform,  statewide  review 
of  the  institutional  care  of  Medicaid 
patients.  After  over  one  year  of 
numerous  meetings  and  negotia- 
tions between  Medicaid  officials 
and  representatives  of  the  peer  re- 
view groups,  the  State  Health  De- 
partment rejected  its  own  original 
concept  of  an  adequate  peer  review 
program,  which  was  addressed  in 
the  proposal,  and  decided  on  a plan 


of  requiring  hospitals  to  conduct 
utilization  review  on  100%  of  Med- 
icaid inpatients.  In  addition,  the 
Medicaid  agency  will  intensify  its 
internal  review  of  claim  in  order  to 
control  the  ever  escalating  cost  of 
indigent  medical  care.  This  plan 
will  not  qualify  for  an  increase  in 
federal  matching  funds,  will  not 
reimburse  hospitals  for  the  review 
cost,  and  will  result  in  an  increase 
in  the  retroactive  denial  of  claims 
for  services  already  rendered.  It 
will  likely  save  the  State  money, 
but  only  at  the  expense  of  shifting 
more  of  the  cost  of  medical  care  to 
the  already  overburdened  private 
sector. 

As  reported  in  the  past,  the  fu- 
ture of  the  federally  mandated 
PSRO  program  is  still  not  clear. 
For  the  past  three  years,  the  Ad- 
ministration has  proposed  phasing 
out  the  program,  but  Congress  con- 
tinues to  resist  this  action  because 
of  a feeling  that  a $45  billion  annual 
expenditure  needs  some  type  of 
watchdog  activity.  Though  on  a 
national  scale  PSRO  has  not  been 
as  cost  effective  as  the  Administra- 
tion would  like,  no  reasonable 
scheme  to  replace  peer  review  has 
evolved.  A number  of  PSROs  have 
been  quite  effective  on  an  individ- 
ual basis,  and  the  current  congres- 
sional mood  is  to  eliminate  the  inef- 
fective PSROs  and  build  on  the 
success  of  others.  To  this  end,  leg- 
islation has  been  introduced  and 
hearings  already  held  that  would 
repeal  the  PSRO  law  and  establish 
new  quality  assurance  and  utiliza- 
tion peer  review  organizations, 
generally  on  a statewide  basis.  The 
functions  would  be  similar  to 
PSROs,  but  the  new  legislation 
eliminates  much  of  the  excessive 
federal  regulation  of  the  peer  re- 
view groups,  perceived  by  many  as 
having  decreased  the  efficiency  of 
the  PSRO  program. 

In  the  meantime,  even  the  effec- 
tive PSROs  are  feeling  budget  re- 
ductions to  a degree  that  interferes 


with  effective  performance.  The 
program,  which  has  never  been 
able  to  develop  an  adequate  con- 
stituency either  within  the  profes- 
sion or  within  the  government,  ap- 
pears to  be  withering  on  the  vine. 

Robert  A.  Morton,  MD, 
Chairman 


Public  Relations 

The  Public  Relations  Committee 
met  only  once  during  the  year.  At 
that  time  discussion  of  two  items 
was  held: 

1.  The  coalition  of  medicine  and 
industry  for  containment  of  cost: 
No  recommendations  were  made, 
but  the  possibility  of  involvement 
of  this  committee  should  a state- 
wide coalition  become  a reality  was 
noted. 

2.  Media  coverage  of  the  annual 
meeting:  The  success  of  the  media 
coverage  of  the  annual  meeting  in 
Norfolk  was  discussed.  The  hope 
of  even  more  visible  media  cover- 
age at  the  Williamsburg  meeting 
was  expressed,  particularly  a more 
adequate  news  room  than  was 
available  at  the  last  meeting  in  Wil- 
liamsburg. 

There  were  no  requests  for  rec- 
ommendations from  this  Commit- 
tee. 

Frederick  K.  McCune,  MD, 

Chairman 


Rehabilitation 

The  Disability  Determination 
Services  (DDS)  is  a division  of  the 
Virginia  Department  of  Rehabilita- 
tive Services  (DRS).  At  a recent 
meeting  of  the  Rehabilitation  Com- 
mittee, Mr.  C.  Roland  Owens,  As- 
sistant Commissioner,  DDS,  made 
a presentation  concerning  certain 
problems  currently  involving  this 
division.  He  indicated  that  since 
the  inception  of  the  Social  Security 
Disability  (SSD)  program  in  1957,  it 
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has  been  the  mission  of  DDS  to 
make  fair  and  timely  decisions  re- 
garding claims  for  benefits  under 
SSD  as  well  as  under  the  provi- 
sions of  Supplementary  Security 
Income  (SSI).  In  making  these 
decisions,  DDS  relies  heavily  on 
the  medical  profession  to  furnish 
accurate  and  complete  medical  evi- 
dence of  record  and  to  provide 
consultative  evaluations  in  cases 
where  medical  evidence  of  record 
is  not  available  or  is  inconclusive. 
The  medical  profession  has  been 
most  cooperative  in  assisting  DDS 
in  accomplishing  its  mission  and  in 
helping  the  disabled  citizens  of  Vir- 
ginia in  obtaining  the  benefits  to 
which  they  are  entitled. 

Over  the  years,  changes  have 
been  made  in  eligibility  require- 
ments, in  definitions  of  disability 
and  in  the  criteria  for  awarding 
disability  payments.  Further,  stud- 
ies have  shown  that  there  are  many 
current  beneficiaries  who  do  not 
meet  all  of  the  requirements  for 
benefits.  In  1980,  Congress  amend- 
ed the  Social  Security  Act  to  re- 
quire periodic  review  of  nearly  all 
cases  receiving  disability  benefits. 
Every  such  case,  by  law,  must  be 
reviewed  at  least  every  three  years 
regardless  of  how  long  benefits 
have  been  received. 

This  requirement  has  increased 
greatly  the  work  load  of  DDS  and, 
in  addition,  has  increased  the  de- 
mands on  physicians  to  provide 
medical  evidence  of  record  and  to 
perform  consultative  evaluations. 
It  also  has  generated  a certain 
amount  of  ill  will  and  placed  in 
jeopardy  the  previous  cooperative 
working  relationship  between  DDS 
and  the  medical  profession.  The 
treating  physician  is  confused  by 
requests  to  provide  evidence  of  dis- 
ability on  patients  who  have  been 
declared  totally  and  permanently 
disabled  and  have  been  receiving 
SSD  benefits,  sometimes  for  years. 
Frequently,  the  physician  does  not 
understand  that  DDS  operates  un- 


der strict  regulations  and  criteria 
for  determining  disability  which 
may  not  always  be  in  accord  with 
the  physician’s  own  estimation  of 
the  patient’s  disability.  There  is 
also  some  concern  on  the  part  of 
physicians  that  the  medical  infor- 
mation provided  will  result  in  a 
current  recipient  losing  disability 
benefits.  All  of  this  has  resulted  in 
difficulties  in  obtaining  medical  evi- 
dence of  record  from  physicians 
and  a reluctance  on  the  part  of 
physicians  to  provide  consultative 
evaluations.  While  the  final  deci- 
sion regarding  disability  is  an  ad- 
ministrative one,  this  determina- 
tion is  based  on  medical  evidence 
supplied  by  physicians.  DDS  ur- 
gently needs  the  continued  under- 
standing, support  and  cooperation 
of  the  medical  profession. 

Following  Mr.  Owen's  presenta- 
tion, the  Committee  passed  the  fol- 
lowing resolution  unanimously. 

“We,  the  Rehabilitation  Com- 
mittee of  the  Medical  Society  of 
Virginia,  support  the  Disability  De- 
termination Services  in  their  efforts 
to  render  fair  and  timely  decisions 
in  accordance  with  the  disability 
provisions  of  the  Social  Security 
Act,  and  we  encourage  our  col- 
leagues to  furnish  available  medical 
evidence  of  record  when  requested 
and  to  serve  as  consultants,  in  or- 
der to  assist  the  Disability  Determi- 
nation Service,  as  well  as  to  aid  the 
disabled  citizens  of  this  Common- 
wealth.” 

In  addition  to  the  above  resolu- 
tion, the  following  actions  were 
taken  by  the  Committee: 

The  Committee  was  in  general 
agreement  that  the  Department  of 
Rehabilitative  Services’  fee  sched- 
ules had  not  kept  pace  with  the 
rising  costs  of  medical  care.  There 
was  considerable  discussion  re- 
garding methods  of  establishing 
more  acceptable  fee  schedules  and 
techniques  for  updating  the  sched- 
ules more  frequently.  It  was  decid- 
ed to  appoint  a committee  to  under- 


take a thorough  revision  of  all  fee 
schedules.  This  would  include  not 
only  an  increase  in  current  fees, 
but  also  the  inclusion  of  newer  pro- 
cedures that  are  now  well  estab- 
lished as  effective  and  appropriate 
for  department  sponsorship.  This 
committee  will  also  consider 
whether  some  presently  authorized 
procedures  should  be  assigned  a 
rather  low  priority  because  of  their 
questionable  appropriateness  and 
the  necessity  to  contain  costs 
wherever  possible. 

Throughout  the  year,  the  Com- 
mittee continued  its  primary  role  of 
providing  consultation  and  assist- 
ance to  the  department  regarding 
medically  related  matters.  The  pol- 
icies of  the  department  have  con- 
siderable impact  on  the  medical 
profession,  as  well  as  patient  care, 
and  the  Rehabilitation  Committee 
contribution  to  these  policy  deci- 
sions is  most  appropriate  and  valu- 
able. 

This  has  been  a most  active  and 
productive  year  for  the  Committee. 

Alexander  McCausland,  MD, 
Chairman 

Rural  Health 

The  purpose  of  the  Rural  Health 
Committee  is  to  review  and  evalu- 
ate all  rural  health  problems  as  they 
are  brought  to  the  attention  of  The 
Medical  Society  of  Virginia  and  to 
advise  and  guide  the  4-H  Clubs 
Health  Awards  program. 

Having  no  business  before  it, 
this  Committee  reports  no  action 
for  1981-1982,  and  thus  there  are 
no  recommendations. 

Harold  W.  Felton,  MD, 
Chairman 

Scholarship 

The  Scholarship  Committee  was 
appointed  by  Dr.  H.  C.  Alexander 
III  at  the  suggestion  of  Council 
because  of  the  lack  of  exposure  and 
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recognition  associated  with  the 
medical  student  scholarships  pre- 
sented annually  by  The  Medical 
Society  of  Virginia. 

The  Committee  met  in  March 
1982  and  suggested  to  the  three 
medical  schools  that  the  scholar- 
ships be  presented  at  awards  cere- 
monies as  has  been  done  in  the  past 
at  the  Eastern  Virginia  Medical 
School.  Subsequently,  the  scholar- 
ships at  the  Medical  College  of 
Virginia  were  awarded  to  medical 
students  on  Honors  Day.  The  Soci- 
ety was  represented  by  Dr.  Duncan 

S.  Owen,  Jr.  We  have  not  heard 
from  the  University  of  Virginia,  but 
we  expect  that  they  will  follow  the 
recommendation  of  the  Commit- 
tee. Eastern  Virginia  Medical 
School  will  continue  its  annual 
awards  ceremony  presentations. 

Anthony  J.  Munoz,  MD, 
Chairman 


Sports  Medicine 

Recommendation 

That  the  Sports  Medicine  Com- 
mittee take  the  initiative  and  form  a 
“Joint  Advisory  Committee’’  on 
sports  medicine,  to  be  composed  of 
members  from  the  Virginia  Depart- 
ment of  Education,  Virginia  High 
School  League,  Virginia  Physician 
Therapy  Association,  and  Virginia 
Athletic  Trainers’  Association. 

General 

The  Medical  Society  of  Virginia 
has  enjoyed  a continuing  substan- 
tive relationship  with  the  Virginia 
High  School  League,  including  pre- 
sentation of  a sports  medicine  pro- 
gram at  the  annual  Virginia  coach- 
es’ clinic.  The  1982  program  was 
chaired  by  Dr.  Louis  Ripley  on 
July  15  at  Virginia  Tech.  MSV 
speakers  included  Drs.  Richard 
Fisher,  Robert  Pruner,  Jay  Hop- 


At a meeting  of  the  Scholarship  Committee:  from  left,  Anthony  J.  Munoz,  MD, 
chairman;  Sam  Barton,  MD,  Class  of  ’82,  Medical  College  of  Virginia;  Vaughan  D. 
Hall,  MD,  Class  of  ’82,  University  of  Virginia  School  of  Medicine;  David  B.  Propert, 
MD;  James  W.  Craig,  MD;  and  Duncan  S.  Owen,  Jr.,  MD. 


kins  and  E.  Clements.  This  pro- 
gram, like  its  predecessors,  was 
well  received. 

As  the  area  of  sports  medicine 
becomes  more  clearly  defined,  it 
becomes  apparent  that  dialogue  be- 
tween organizations  with  legitimate 
concern  can  enhance  the  quality 
and  quantity  of  care  delivered  to 
our  high  school  athletic  population. 
Anticipated  topics  of  pertinent  dis- 
cussion include: 

1.  The  State  Board  of  Education 
establish  rules  that  require  all  can- 
didates seeking  employment  to  di- 
rect, supervise  or  coach  a pupil 
activity  program  involving  vigor- 
ous physical  activity  or  contact, 
must  demonstrate  the  successful 
completion  of  an  appropriate 
sports  related  first  aid  training 
course  and  CPR  training. 

2.  Sports  related,  first  aid  train- 
ing course  contents  and  implemen- 
tation. 

3.  The  role  of  athletic  trainers 
and  physical  therapists  in  orga- 
nized sports  medicine  programs. 

4.  Review  and  alteration  of  phy- 
sician medical  liability  under  Good 
Samaritan  Act. 

5.  Problems  of  physician  cover- 
age at  athletic  contests  as  well  as 
practice  sessions. 

6.  Establish  physician  awards 
for  long  and  outstanding  service  to 
Virginia  high  schools. 

7.  Review  and  alteration  if  nec- 
essary of  the  mechanics  of  the  pre- 
participation physician  examina- 
tion. 

Expanded  dialogue  with  other  in- 
terested legitimate  organizations 
can  enhance  the  quality  of  health 
care  to  our  high  school  athletic 
population  at  minimal  cost.  The 
high  visability  of  sports  medicine 
related  matters  should  induce  an 
extremely  positive  public  relations 
response  for  the  Medical  Society  of 
Virginia. 

Robert  P.  Nirschl,  MD, 

Chairman 
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State  Bar  Liaison 

Recommendation 

That  local  and  regional  commit- 
tees of  The  Medical  Society  of 
Virginia  and  the  Virginia  State  Bar 
work  together  and  with  the  judi- 
ciary of  their  respective  areas  to 
promulgate  guidelines,  rules  or 
standing  orders  of  courts  governing 
the  subject  of  fees  for  expert  testimo- 
ny by  physicians. 

The  Committee  makes  this  rec- 
ommendation because  the  harmo- 
nious relationship  between  the  le- 
gal and  medical  professions  is  and 
has  historically  been  adversely  af- 
fected by  misunderstanding,  dis- 
putes and  disagreements  between 
attorneys  and  physicians  regarding 
witness  fees  for  expert  testimony 
by  physicians. 

General 

This  Committee  works  with  the 
State  Bar  Committee  in  an  effort  to 
resolve  problems  of  mutual  interest 
and  concern  to  physicians  and  at- 
torneys. A meaningful  joint  meet- 
ing of  these  committees  was  held  in 
June  1982.  Discussed  at  this  meet- 
ing were:  1 ) distribution  of  "Princi- 
ples of  Cooperation  for  Physicians 
and  Attorneys  in  the  Common- 
wealth of  Virginia";  2)  guidelines 
for  due  process  for  physicians  in 
Virginia;  3)  an  update  on  the  Mal- 
practice Review  Panel/Supreme 
Court  of  Virginia;  4)  expert  witness 
fees. 

Claude  P.  Sherman,  MD, 

Chairman 


Vanguard 

"Guarded"  is  the  Committee’s 
current  prognosis  for  federal  activi- 
ties affecting  the  medical  profes- 
sion. 

Comparatively,  federal  activities 
have  proceeded  at  a slower  pace 
than  in  several  recent  years  and 
been  accompanied  by  some  de- 
creased hysteria  over  perceived 


At  a meeting  of  the  Liaison  Committee  to  the  State  Bar:  left  to  right  in  the  front  row, 
Claude  P.  Sherman,  MD,  chairman;  Ira  M.  Cantin,  Ml);  and  Thomas  P.  Mains, 
Jr.,  chairman  of  the  lawyers  on  the  committee.  On  the  first  step.  Attorney  Kimberly 
P.  Fauss  and  David  K.  Wiecking,  MD.  Second  step,  from  left,  William  M.  Eagles, 
MD,  and  attorneys  Mark  C.  Willis  and  Robert  T.  Adams.  Top  step,  from  left. 
Attorney  Donnell  P.  Davis,  Charles  H.  Townes,  MD,  and  Thomas  H.  Jennings,  MD. 


"health  care  crises"  in  the  nation. 
While  to  some  degree  this  may 
reflect  an  administrative  philoso- 
phy of  discouraging  federal  regula- 
tion in  general,  it  is  thought  to  be 
also  somewhat  fortuitous,  owing  to 
current  fiscal  difficulties  and  to 
some  unsettling  of  the  usual  meth- 
ods of  congressional  deliberation. 


Certainly,  some  activity  contin- 
ues in  the  Congress,  much  of  it 
congruent  with  beliefs  expressed  or 
felt  by  the  profession:  Subsidiza- 
tion of  HMOs  has  ceased;  subsidi- 
zation and  support  of  the  National 
Health  Service  Corps  has  been 
markedly  curtailed;  support  for  a 
bill  to  eliminate  the  learned  profes- 
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sions  from  FTC  jurisdiction  is  sub- 
stantial; repeal  or  marked  curtail- 
ment of  Health  Planning  Agency 
activities  has  strong  support,  as 
does  significant  amendment  or  re- 
placement of  the  current  PSRO 
law;  and  the  vastly  complicated 
“competition”  proposals  of  a year 
ago  have  largely  disintegrated  with 
only  several  fragments  under  ac- 
tive consideration  at  the  moment. 

But  to  be  sure,  all  is  not  roses.  A 
number  of  currently  proposed 
amendments  to  the  Medicare/Med- 
icaid programs  and  the  tax  laws 
appear  to  be  not  invariably  favor- 
able to  the  profession  or  to  the 
quality  of  federally  financed  health 
care;  national  health  insurance  is 
still  debated;  hospital  cost  caps  are 
not  forgotten;  nor,  of  course,  are 
HSA,  FTC,  NHSC  et  al,  in  fact  yet 
gone. 

On  balance,  however,  the  Com- 
mittee's report  to  the  membership 
is  cautiously  optimistic  for  the  mo- 
ment, even  though  such  relative 
quietude  is  anticipated  to  be  short- 
lived. Of  course,  while  we  are 
grateful  for  any  respite,  we  would 
be  yet  more  grateful  if  our  skepti- 


cism could  one  day  prove  to  have 
been  unnecessarily  dyspeptic. 

The  Committee  continues  to  fol- 
low and  analyze  federal  activities 
and  will  present  a supplemental  re- 
port of  specific  recommendations 
to  the  House  of  Delegates  in  No- 
vember. 

H.S.  Kuykendall,  MD, 

Chairman 


Virginia  Medical 

Virginia  Medical  is  well  into 
the  first  year  of  a new  editorship, 
and  it  would  appear  that  the  journal 
has  survived  the  transition.  The 
departure  of  Dr.  W.  T.  Thompson, 
Jr.,  was  such  a great  loss  that  only 
a journal  experienced  over  a centu- 
ry in  the  comings  and  goings  of 
editors  could  sustain  without  se- 
vere trauma  the  leavetaking  of  such 
a fine  editor. 

There  have  now  been  nine  edi- 
tors of  this  journal.  Leading  the  list 
is  the  founder  and  first  owner.  Dr. 
Landon  B.  Edwards,  who  was 
“Editor  and  Proprietor”  from  the 
first  issue  in  April  1874  until  his 


death  in  1910.  His  son.  Dr.  Charles 
M.  Edwards,  inherited  the  journal 
and  succeeded  his  father  at  its 
helm,  although  he  preferred  the  ti- 
tle of  Managing  Editor. 

When  The  Medical  Society  of 
Virginia  bought  the  journal  in  1918, 
a Publications  Committee  was  ap- 
pointed, and  Dr.  Alexander  G. 
Brown,  Jr.,  was  named  Editor. 
Following  him  were  Dr.  Wyndham 
B.  Blanton,  Dr.  Marvin  Pierce 
Rucker,  Dr.  Lewis  H.  Bosher,  Dr. 
Harry  J.  Warthen,  and  Dr.  Thomp- 
son. A lot  of  illustrious  writing  was 
turned  out  by  these  editors;  their 
record  presents  a daunting  chal- 
lenge to  anyone  following  in  their 
footsteps. 

But  the  new  Editor  is  immediate- 
ly reassured  to  see  how  generously 
our  readers  contribute  medical  arti- 
cles, editorials,  essays  and  letters. 
These  communications  constitute  a 
remarkable  body  of  participatory 
work  and  give  this  journal  its 
unique  orientation  to  Virginia  and 
Virginia's  physicians.  We  thank 
these  authors  most  heartily. 

To  their  all-important  contribu- 
tions, Virginia  Medical’s  staff 


Like  a familiar  face  in  a foreign  country, 
Virginia  Medical’s  cover  logo  caught 
the  eye  of  Dr.  H.  C.  Alexander  III  when 
he  was  in  Chicago  recently  at  an  Ameri- 
can Medical  Association  meeting.  It  was 
the  journal’s  April  cover  Dr.  Alexander 
saw,  with  the  photograph  in  color  of  a 
doctor  reading  the  new  Medical  Society 
of  Virginia  membership  brochure,  and  it 
was  affixed  to  a display  headed,  “Mem- 
bership: How  others  do  it,”  with  copies 
of  the  brochure  alongside.  No  wonder 
MSV  President  Alexander  noticed  the 
display:  It  was  he  who  commissioned  the 
brochure  and  its  insertion  in  the  April 
issue.  In  this  picture,  taken  by  the  AMA 
photographer,  Dr.  Alexander  is  at  left; 
on  the  right  is  James  L.  Moore,  Jr.,  the 
Society’s  Executive  Vice  President. 
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adds  text  and  graphics  about  the 
Society  and  its  members.  A case  in 
points  is  the  April  1982  issue, 
which  carried  a new  MSV  member- 
ship brochure  under  the  Va  Med 
imprimateur  and  the  first  cover 
photograph  in  color  in  the  journal’s 
history. 

And  the  issue  of  last  month,  Sep- 
tember, was  given  over  entirely  to 
a Directory  of  the  Medical  Society 
of  Virginia  membership,  6,247  phy- 
sicians strong.  Early  in  the  Soci- 
ety’s history  a roster  of  members 
was  published  each  year,  but  the 
custom  was  discontinued  65  years 
ago.  Virginia  Medical's  staff  re- 
vived the  tradition  and  turned  the 
issue  into  a money-maker,  by 
mounting  an  ad  solicitation  cam- 
paign on  the  strength  of  a directo- 
ry’s extended  readership  as  a refer- 
ence work. 

The  response:  29  Virginia  adver- 
tisers ordered  new  insertions  total- 
ling 19'/4  pages  and  producing 
$6,180  in  extra  revenue;  moreover, 
six  of  these  new  clients  placed  con- 
tracts for  their  ads  to  appear  in 
subsequent  issues.  The  insertions 
of  our  regular  Virginia  advertisers 
increased,  too,  and  so  did  the  na- 
tional ads,  for  a total  of  5\3A  pages, 
almost  half  the  big,  1 12-page  issue. 

For  November  another  special 
issue  is  planned  around  a topic  of 
medical  and  legal  import.  Watch 
for  it! 

Edwin  L.  Kendig,  MD, 

Editor 
Ann  Gray, 
Managing  Editor 


Sheriffs  Advisory 

A “Jail  Physician  Compensation 
Survey”  was  sent  to  selected  jails 
throughout  Virginia  this  spring.  A 
summary  of  the  survey  follows: 

• Questionnaires  were  sent  to  31 
jails,  and  28  were  returned 

• Eleven  physicians  see  jail  in- 
mates in  their  offices.  Seventeen 


physicians  (61%)  visit  inmates  in 
the  jail  itself. 

• The  physicians  who  visit  jails 
do  so  approximately  two  days  a 
week  on  average,  the  range  being 
from  one  to  three  times  per  week. 

• One-third  of  the  physicians  cov- 
ering correctional  institutions  in 
Virginia  carry  radio  pagers  and 
81  Vi%  are  on  call  24  hours  per  day, 
seven  days  per  week. 

• About  one-third  of  the  physi- 
cians covering  correctional  institu- 
tions in  Virginia  are  both  on  call  24 
hours  per  day  and  carry  radio 
pagers.  It  would  appear  that  those 
who  carry  radio  pagers  do  so  for 
both  their  own  private  patients  and 
in  order  to  be  available  to  the  medi- 
cal staff  of  the  jails  which  they 
cover. 

• Physicians  covering  the  sur- 
veyed correctional  institutions  are 
paid  in  one  of  two  ways.  If  the 
inmates  come  to  their  offices,  the 
average  fee  is  $17.50  a visit  which, 
according  to  the  survey  informa- 
tion as  I interpret  it,  is  about  the 
same  fee  they  charge  their  regular 
patients. 

• Those  physicians  who  bill  the 
correctional  institution  they  cover 
on  a flat-fee  basis  do  so  at  the  rate 
of  approximately  $32.00  per  day.  It 
is  of  interest  to  note  that  under  no 
circumstances  do  the  physicians 
bill  the  correctional  institution  on  a 
per-day  or  per-month  flat  fee  basis 
and  then  also  charge  for  patient 
visits.  It  is  also  interesting  to  note 
that  those  physicians  who  provide 
24-hour  per  day  on-call  coverage 
and  also  carry  a radio  pager  are 
also  the  physicians  who  are  billing 
the  correctional  institution  on  a 
monthly  basis  rather  than  a per- 
visit  charge. 

It  would  appear  that  the  correc- 
tional institutions  being  covered  by 
members  of  The  Medical  Society  of 
Virginia  who  were  surveyed  are 
being  provided  services  at  the  same 
or  lesser  rates  than  the  general 
community;  are  being  provided 


with  the  same  24-hour  per  day  on- 
call  coverage  and,  in  many  cases, 
radio  pager  accessibility;  and  are 
being  visited  on  an  average  of  two 
days  per  week  for  direct,  hands-on, 
patient  care  and  consultation  with 
the  nursing  and/or  paramedical 
staff  of  the  medical  department  in 
each  correctional  institution. 

Although  this  was  a brief  survey, 
it  would  seem  to  indicate  that  those 
physicians  rendering  health  care 
services  to  correctional  institutions 
in  the  State  of  Virginia  are  doing  so 
within  the  spirit  and  the  letter  of 
the  federal  laws,  which  dictate  that 
correctional  center  inmates  should 
have  access  to  the  same  medical 
care  as  the  general  population. 

As  more  and  more  physicians 
become  aware  of  the  needs  of  in- 
mates in  correctional  institutions 
and  as  the  medical  profession  in 
general  becomes  more  intellectual- 
ly curious  about  the  unique  and 
sometimes  exotic  problems  in  cor- 
rectional institutions,  it  is  anticipat- 
ed that  there  will  be  more  involve- 
ment and  greater  participation  by 
members  of  The  Medical  Society  of 
Virginia. 

To  report  on  the  American  Medi- 
cal Association’s  accreditation  pro- 
gram, the  Newport  News  and  Vir- 
ginia Beach  City  jails  are  both  still 
accredited,  and  the  Virginia  Beach 
Correctional  Center  is  up  for  reac- 
creditation in  1983  and  will  be 
attempting  another  two-year  ac- 
creditation term.  The  Committee 
chairman  has  supported  the  ac- 
creditation of  the  Portsmouth  city 
jail,  in  progress  at  the  present  time 
and  likely  to  be  awarded  late  this 
year. 

R.  E.  Easton,  MD 
Chairman 


Photography  on  pages  691  and 
695  by  Cyane  Lowden;  on  page  694 
by  Melissa  Grimes-Guy;  and  on 
page  696  by  Joe  Fletcher. 
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Take 

$250,000. 

And  call  us 
anytime. 

At  Finance  One,  we  understand  the  special  needs  of  the 
physician.  We  know  that  it  takes  solid  financial  resources  to 
build  and  maintain  a successful  practice. 

You  constantly  need  capital  to  keep  up  with  changing 
equipment  you  need  funds  to  furnish  your  offices  or  maybe  even 
to  invest  in  an  existing  practice. 

Whatever  your  financial  needs,  we  can  help.  We're  part  of 
Manufacturers  Hanover,  one  of  the  nation's  largest  financial 
institutions;  and  we  have  the  resources 
to  loan  you  up  to  $250,000 
or  more.  Just  call  us  anytime. 


TOLL  FREE:  1-800-572-2484 

Financial  Services  from 
Manufacturers  Hanover 

Finance  One  Mortgage  of  Virginia,  Inc.,  4490  Holland  Office  Park,  Suite  109, 

Virginia  Beach  VA  23452,  (804)  490-0455 

Finance  One  Mortgage  of  Virginia,  Inc.,  6715  Backlick  Road, 

Springfield  VA  22150,  (703)  569-6565 

Equal  housing  Lender 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 


■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 


Write  “D.A.  W.,  ” “No  Sub , ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


ONE  OF  THE 
VITAL  SIGNS 
OF  ANXIOUS 
DEPRESSION: 

INSOMNIA 

Others  to  look  for: 

agitation 
anorexia 
feelings  of  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 

_ .uQ11— 


Artists  conception 

looking  out  tiom  the  human  oyi* 

os  conceived  in  o schematic  model 


LIMBITROLGIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific — quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  daily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
otters  a choice  of  other  regimens:  t.i.d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

Limbitrole 

lablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

fablers  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LIMBITROL  TABLETS  Tranquilizer — Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved.  Contraindicated  durinq  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-fype  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses.  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  ot  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  ot  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients.  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns. 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allerqic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tonque, 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  I V,  administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosoges  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses, 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt)  -bottles  of  100  and  500,  Tel-E-Dose* 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 


WHY YOU 
SHOULD 
MAKE  A 
CORPORATE 
CONTRIBU- 
TION TO 
THE  AD 
COUNCIL 

The  Advertising  Council  is  the  biggest 
advertiser  in  the  world.  Last  year,  with 
the  cooperation  of  all  media,  the  Coun- 
cil placed  almost  six  hundred  million 
dollars  of  public  service  advertising. 
Yet  its  total  operating  expense  budget 
was  only  $1,147,000  which  makes  its 
advertising  programs  one  of  America’s 
greatest  bargains ...  for  every  $1  cash 
outlay  the  Council  is  generating  over 
$600  of  advertising. 

U.S.  business  and  associated  groups 
contributed  the  dollars  the  Ad  Council 
needs  to  create  and  manage  this 
remarkable  program.  Advertisers,  ad- 
vertising agencies,  and  the  media 
contributed  the  space  and  time. 

Your  company  can  play  a role.  If  you 
believe  in  supporting  public  service 
efforts  to  help  meet  the  challenges 
which  face  our  nation  today,  then  your 
company  can  do  as  many  hundreds  of 
others— large  and  small— have  done. 
You  can  make  a tax-deductible  con- 
tribution to  the  Advertising  Council. 

At  the  very  least  you  can,  quite  easily, 
find  out  more  about  how  the  Council 
works  and  what  it  does.  Simply  write  to: 
Robert  P.  Keim,  President,  The  Adver- 
tising Council,  Inc.,  825  Third  Avenue, 
New  York,  New  York  10022. 


A Public  Service  of  This  Magazine 
& The  Advertising  Council 


The  cost  of  preparation  of  this  advertisement 
was  paid  for  by  the  American  Business  Press, 
the  association  of  specialized  business  publi- 
cations. This  space  was  donated  by  this 
magazine. 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  0070) 


HYPNOSIS  AND 
HYPNOTHERAI 
WORKSHOP 

Marco  Island,  Florida  February  2-5, 1983 


The  Sheppard  Pratt  Division  of  Professional 
and  Public  Education  will  offer  an  unusual  oppor- 
tunity both  to  experience  and  to  practice  the  use  of 
modern  clinical  hypnosis.  Working  under  the  direc- 
tion of  nationally-known  figures  in  the  field,  profes- 
sionals seeking  to  gain  a working  knowledge  of 
hypnosis  and  its  many  therapeutic  applications  will 
receive  an  intensive  rounding  of  the  full  range  of 
induction  and  deepening  techniques,  ethical  and 
professional  considerations,  as  well  as  the  history, 
nature  and  myths  about  hypnosis.  The  workshop 
will  draw  heavily  on  the  innovations  and  creativity 
of  Milton  H.  Erickson,  M.D. — as  it  directly  pertains 
to  the  interest  and  the  needs  of  participants. 

CONTENT 

Workshop  will  cover: 

• History,  nature  and  myths  about  hypnosis 

• Ethical  and  professional  considerations 

• Induction  and  deepening  techniques 

• Application  of  hypnosis  in  various  clinical 
situations  frequently  encountered  in  general, 
medical,  dental  and  psychological  practice 
(pain  control,  anxiety  management  around 
office  procedures,  phobias,  compulsive 
patterns,  psychosomatic  problems) 

• Self-hypnosis 

FACULTY 

The  Workshop  leaders  are  nationally  known 
for  their  unique  teaching  style  as  well  as  their  ability 
to  address  the  professional  and  educational  re- 
quirements of  each  participant. 

William  Cohen,  M.D.  is  Clinical  Assistant 
Professor  of  Pediatrics  at  the  University  of  Pitts- 
burgh School  of  Medicine  and  has  a private  practice 
in  Developmental  and  Behavioral  Pediatrics.  He  is  a 
board-certified  pediatrician  who  specializes  in  the 
evaluation  and  management  of  develop- 
mental and  behavioral  disorders  of 
children  and  families.  He  utilizes  clinical 
hypnosis  in  all  areas  of  medical  practice, 
although  he  is  currently  concentrating 
his  interest  in  somatic  complaints. 

Charles  Citrenbaum,  Ph.D.  is  a 
licensed  psychologist  in  private  practice 
where  he  specializes  in  the  use  of 
hypnosis  in  brief  and  strategic  psycho- 


therapy. He  is  past  president  of  the  Baltimore  Asso- 
ciation of  Consulting  Psychologists  and  a charter 
member  and  officer  of  the  Maryland  Society  of 
Clinical  Hypnosis.  Drs.  Citrenbaum  and  King  have 
just  released  a book  on  the  application  by  health 
professionals  of  Milton  Erickson’s  work  entitled 
Irresistible  Communication,  Creative  Skills  for 
Health  Professionals  (Saunders,  1982). 

Mark  King,  Ph.D.  is  associate  professor  at  the 
School  of  Health  Related  Professions,  University  of 
Pittsburgh.  He  is  a licensed  psychologist  with  a 
private  practice  where  he  specializes  in  the  use  of 
clinical  hypnosis.  Dr.  King  has  authored  two  books 
and  is  co-author  of  a book  with  Dr.  Citrenbaum  on 
the  communication  techniques  of  Milton  Erickson. 
Drs.  King  and  Citrenbaum  studied  with 
Dr.  Erickson. 

ACCREDITATION 

This  workshop  has  been  designated  as  meet- 
ing the  criteria  for  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Asso- 
ciation. Also  approved  for  Category  04A  credit  for 
Maryland  psychologists. 

WORKSHOP  FEE 

$450  per  person  (Meals  and  accommodations 
not  included.)  Limited  number  of  reservations. 

The  Sheppard  Pratt  Division  of  Professional 
and  Public  Education  offers  a broad  range  of  work- 
shops, seminars  and  conferences  on  current  issues 
in  health  and  mental  health.  The  Division  is  a major 
component  of  The  Sheppard  and  Enoch  Pratt 
Psychiatric  Center  of  Baltimore,  Maryland,  a 
prominent  national  institution  for  treatment,  educa- 
tion and  research  with  a clinical  staff  of  over  400 
professionals  and  specialists. 

For  registration  information  about  this  impor- 
tant workshop— or  for  mailings  on 
Sheppard  Pratt’s  full  program  of 
workshops,  seminars,  and  con- 
ferences on  current  issues  on  health 
and  mental  health— write  the 
Director,  Sheppard  Pratt  Division  of 
Professional  and  Public  Education, 
6501  North  Charles  Street, 
Baltimore,  Maryland  21204.  Call 
(301)823-8200,  Ext.  2257. 
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A COMPREHENSIVE  CENTER  FOR 
TREATMENT.  EDUCATION  AND  RESEARCH 


When  your  overweight  patients  seek  your 
help  with  a weight  reduction  plan... 


The  benefits  will 
outweigh  the  risks 
when  you  prescribe 

MELFIAT105 


Because  MELFIAT 105 
effectively  controls  appetite. 
MELFIAT  105  (phendimetrazine 
tartrate),  an  effective  anorexiant, 
provides  the  appetite  control  over- 
weight patients  often  need  to  begin  a 
successful  program  of  weight  reduc- 
tion. And  the  positive  results  of 
initial  short-term  therapy  with 
MELFIAT  105  can  help  motivate 
them  to  a lifelong  commitment  of 
weight  control. 

Because  MELFIAT  105  has  a 
3.7  hour  half-life  and  low  abuse 
potential. 

Therapeutic  efficacy  combined  with 
a short  half-life  and  minimal  abuse 
potential  make  MELFIAT  105  the 
drug  of  choice  in  the  treatment 
of  exogenous  obesity.  Because 
MELFIAT  105  has  a short  half-life, 
it  minimizes  drug  accumulation  and 
helps  to  eliminate  such  effects  as  dis- 
turbed sleep  patterns.  And,  because 
MELFIAT  105  has  significantly 
lower  abuse  potential  than  the 
amphetamines!  there’s  less  risk  to 
your  patients.  According  to  a NIDA 
(National  Institute  on  Drug  Abuse) 
report,  phendimetrazine  appears  to 
be  the  least  abused  anorexiant  when 
compared  to  phentermine  and 
diethylpropion! 


Half-life  comparison  of  MELFIAT  105  and  other  anorexiants2 

- ■ , . . MELFIAT  105 

m 3. i nrs  (phendimetrazine  tartrate) 

diettiylpropion  8 hr* 


phentermine 


20  hrs 


10 

HALF  LIFE  (HOURS) 


Because  MELFIAT  105  is  in  a 
sustained-release  capsule. 

MELFIAT  105  provides  your 
patients  with  continuous  drug  deliv- 
ery for  appetite  control  that  lasts 
throughout  the  day  and  helps  to 
eliminate  compulsive  snacking  and 
overeating  at  meals.  In  addition,  the 
sustained -release  capsule  form 
maintains  more  constant  blood 
levels  of  MELFIAT  105...  without 
peaks  and  valleys. 

Because  MELFIAT  105  offers 
convenient,  once-a-day  dosage. 
MELFIAT  105  is  available  in  a con- 
venient capsule  containing  105  mg. 
The  simple  morning  dosage  regimen 
is  designed  to  encourage  compliance, 
minimizing  the  chance  of  missed 
doses  and  assuring  optimum  thera- 
peutic results. 

Because  MELFIAT  105  is  from 
Reid-Provident  Laboratories,  Inc. 

Reid- Provident  has  the  highest  stan- 
dards of  quality  to  assure  that  only 
the  finest  products  reach  you.  An 
advisory  board  of  research  scientists, 
physicians,  pharmacists,  and  other 
technical  staff  continually  review 
existing  products  and  new  product 
proposals  to  make  sure  that  the  lat- 
est pharmaceutical  technology  is 
used  in  their  design  and  manufacture. 
That’s  because  Reid -Provident  is 
committed  to  you  and  your  patients. 

For  more  information  please  write  to 
Reid -Provident  Laboratories,  Inc. 

640  Tfenth  Street,  N.W. 

Atlanta,  Georgia  30318 

References:  1.  Sheu  YS,  Ferguson  JA,  Cooper 
JR:  Evaluation  of  the  Abuse  Liability  of  Diethyl- 
propion, Phendimetrazine,  and  Phentermine, 
unclassified  document  ADAMHA,  HHS.  Office 
of  Medical  and  Professional  Affairs,  NIDA,  1980. 

2.  Douglas  JG,  Munro  JF : The  role  of  drugs  in  the 
treatment  of  obesity,  Drugs  21:362-373, 1981. 


MELFIAT105 

UNICELLESG 

(phendimetrazine  tartrate) 
Sustained-Release  Capsules  105  mg 


MELFIAT*  105  UNICELLES*  ® 

(phendimetrazine  tartrate)  105  mg  Sustained-Release  Capsules 
INDICATIONS  AND  USAGE:  Melfiat®  105  (phendimetrazine 
tartrate)  is  indicated  in  the  management  of  exogenous  obe 
sity  as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of 
weight  reduction  based  on  caloric  restriction.  The  limited 
usefulness  of  agents  of  this  class  (See  CLINICAL  PHARMA 
C0L0GY)  should  be  measured  against  possible  risk  factors 
inherent  in  their  use  such  as  those  described  below 
CONTRAINDICATIONS:  Advanced  arteriosclerosis,  sympto 
matte  cardiovascular  disease,  moderate  to  severe  hyperten- 
sion, hyperthyroidism,  known  hypersensitivity,  or  idiosyncrasy 
to  the  sympathomimetic  amines,  glaucoma.  Agitated  states. 
Patients  with  a history  of  drug  abuse.  During  or  within 
14  days  following  the  administration  of  monoamine  oxidase 
inhibitors  (hypertensive  crises  may  result). 

WARNINGS:  Tolerance  to  the  anorectic  effect  usually  devel 
ops  within  a few  weeks.  When  this  occurs,  the  recommended 
dose  should  be  discontinued.  Phendimetrazine  tartrate  may 
impair  the  ability  of  the  patient  to  engage  in  potentially  haz- 
ardous activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned 
accordingly. 

Drug  Dependence:  Phendimetrazine  tartrate  is  related  chem 
ically  and  pharmacologically  to  the  amphetamines.  Amphet- 
amines and  related  stimulant  drugs  have  been  extensively 
abused,  and  the  possibility  of  abuse  of  phendimetrazine  tar- 
trate should  be  kept  in  mind  when  evaluating  the  desirability 
of  including  a drug  as  part  of  a weight-reduction  program. 

Abuse  of  amphetamines  and  related  drugs  may  be  associated 
with  intense  psychological  dependence  and  severe  social  dys- 
function. There  are  reports  of  patients  who  have  increased 
the  dosage  to  many  times  that  recommended.  Abrupt  cessa- 
tion following  prolonged  high  dosage  administration  results  in 
extreme  fatigue  and  mental  depression,  changes  are  also 
noted  on  the  sleep  EEG,  manifestations  of  chronic  intoxica 
tion  with  anorectic  drugs  include  severe  dermatoses,  marked 
insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxication  is  psy- 
chosis, often  clinically  indistinguishable  from  schizophrenia. 
USAGE  IN  PREGNANCY:  The  safety  of  phendimetrazine  tar 
trate  in  pregnancy  and  lactation  has  not  been  established. 
Therefore,  phendimetrazine  tartrate  should  not  be  taken  by 
women  who  are  or  may  become  pregnant. 

USAGE  IN  CHILDREN:  Phendimetrazine  tartrate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

PRECAUTION:  Caution  is  to  be  exercised  in  prescribing  phen 
dimetrazine  tartrate  for  patients  with  even  mild  hyperten 
sion.  Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  phendimetrazine  tar- 
trate and  the  concomitant  dietary  regimen.  Phendimetrazine 
tartrate  may  decrease  the  hypotensive  effect  of  guanethi- 
dme.  The  least  amount  feasible  should  be  prescribed  or  dis- 
pensed at  one  time  in  order  to  minimize  the  possibility  of 
overdosage. 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycar 
dia,  elevation  of  blood  pressure. 

Central  Nervous  System:  Overstimulation,  restlessness,  dizzi- 
ness, insomnia,  euphoria,  dysphoria,  tremor,  headache;  rarely 
psychotic  episodes  at  recommended  doses. 

Gastrointestinal:  Dryness  of  the  mouth,  unpleasant  taste, 
diarrhea,  constipation,  other  gastrointestinal  disturbances. 
Allergic:  Urticaria 

Endocrine:  Impotence,  changes  in  libido 
0VERD0SAGE:  Manifestations  of  acute  overdosage  with 
phendimetrazine  tartrate  include  restlessness,  tremor, 
hyperreflexia,  rapid  respiration,  confusion,  assaultiveness, 
hallucinations,  panic  states. 

Fatigue  and  depression  usually  follow  the  central  stimulation 
Cardiovascular  effects  include  arrhythmias,  hypertension  or 
hypotension  and  circulatory  collapse.  Gastrointestinal  symp 
toms  include  nausea,  vomiting,  diarrhea,  and  abdominal 
cramps.  Fatal  poisoning  usually  terminates  in  convulsions 
and  coma.  Management  of  acute  phendimetrazine  tartrate 
intoxication  is  largely  symptomatic  and  includes  lavage  and 
sedation  with  a barbiturate.  Experience  with  hemodialysis  or 
peritoneal  dialysis  is  inadequate  to  permit  recommendation 
in  this  regard.  Acidification  of  the  urine  increases  phendi- 
metrazine tartrate  excretion.  Intravenous  phentolamine 
(Regitine)  has  been  suggested  for  possible  acute,  severe 
hypertension,  if  this  complicates  phendimetrazine  tartrate 
overdosage. 

DOSAGE  AND  ADMINISTRATION:  Since  Melfiat®  105  (phendi 
metrazine  tartrate)  105  mg  is  a sustained-release  dosage 
form,  limit  to  one  sustained-release  capsule  in  the  morning. 
Melfiat®  105  (phendimetrazine  tartrate)  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED:  Each  orange  and  clear  sustained-release 
capsule  contains  105  mg  phendimetrazine  tartrate  in  bottles 
of  100. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 


Copyright  © 1982  Reid-Provident  Laboratories,  Inc.  All  rights  reserved.  April,  1982 


BReid  Provident  Laboratories,  Inc 
Atlanta,  Georgia  30318 


LONG-TERM  CARE: 
FIVE  DECADES 
OF  EXCELLENCE 


Mrs.  Plyler’s 

Residential  Care 

1615  Grove  Ave.,  Richmond  VA  21220 
804  353-3981 


University  Park 


Accredited  by  JCAH 
2420  Pemberton  Rd.,  Richmond  VA  23229 
804  747-9200 


McGuire  Clinic, 

7702  Parham  Road,  Richmond,  Virginia  23229 


ANESTHESIOLOGY 

G.  A.  Weimer,  M.D. 

Boyd  H.  May,  M.D. 

Steven  M.  Hopper,  M.D. 

DERMATOLOGY 

E.  Randolph  Trice,  M.D. 

FAMILY  PRACTICE 

Charles  F.  Irwin,  M.D. 

Frank  N.  Bain,  M.D. 

L.  Michael  Breeden,  M.D. 
Stuart  S.  Solan,  M.D. 
Christine  D.  Hagan,  M.D. 

INTERNAL  MEDICINE 

John  P.  Lynch,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  Sr.,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  M.D. 
Randolph  M.  Halloran,  M.D. 
Hilton  R.  Almond,  M.D. 

James  A.  Repass,  M.D. 
Michael  J.  Miller,  M.D. 

Stanley  C.  Tucker,  M.D. 
Marigail  Wynne  David,  M.D. 
Joseph  Longacher,  M.D. 
Richard  L.  Glazier,  M.D. 

David  D.  Vaughan,  M.D. 


Joseph  S.  Galeski,  III,  M.D. 

N.  Michael  Vranian,  M.D. 
Martin  T.  Starkman,  M.D. 
Robert  W.  Bedinger,  Jr.,  M.D. 
Charles  W.  Phillips,  M.D. 
Scott  K.  Radow,  M.D. 
ALLERGY 

John  B.  Catlett,  M.D. 

David  D.  Vaughan,  M.D. 
CARDIOLOGY 

Randolph  M.  Halloran,  M.D. 
Stanley  C.  Tucker,  M.D. 
Charles  W.  Phillips,  M.D. 

GASTROENTEROLOGY 

Hilton  R.  Almond,  M.D. 
Joseph  Longacher,  M.D. 

GERIATRICS 

John  P.  Lynch,  M.D. 

HEMATOLOGY  & ONCOLOGY 

Burness  F.  Ansell,  M.D. 
Richard  L.  Glazier,  M.D. 
NEPHROLOGY 

James  A.  Repass,  M.D. 
Ronald  N.  Kroll,  M.D. 

Martin  T.  Starkman,  M.D. 
PULMONARY  DISEASES 
Scott  K.  Radow,  M.D. 


Inc. 

(804)  270-0240 

NUCLEAR  MEDICINE  & 
ENDOCRINOLOGY 

David  L.  Litchfield,  M.D. 

RHEUMATOLOGY 

Michael  J.  Miller,  M.D. 

OPHTHALMOLOGY 

T.  Todd  Dabney,  M.D. 

OTOLARYNGOLOGY/ 

FACIAL  PLASTIC  SURGERY 

Olan  N.  Evans,  M.D. 

PATHOLOGY 

Hubert  R.  White,  Jr.,  M.D. 

RADIOLOGY-DIAGNOSTIC 

Henry  S.  Spencer,  M.D. 

Donald  P.  King,  M.D. 

William  F.  Proctor,  M.D. 

J.  Gregory  South,  M.D. 

Karsten  F.  Konerding,  M.D. 

RADIOLOGY-THERAPEUTIC 

A.  W.  Burke,  Jr.,  M.D.,  PhD. 

SURGERY  & GYNECOLOGY 

Joseph  W.  Coxe,  III,  M.D. 
Gilbert  H.  Bryson,  M.D. 

Charles  S.  Drummond,  Jr.,  M.D. 
Martin  T.  Evans,  M.D. 


Established  1923  by  Stuart  McGuire,  M.D. 
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A 

PERFECT 

BALANCE 


/TOTF. 


A great  way  of  life 


£> 


YOUR  MEDICAL  PRACTICE 
AND  YOUR  FAMILY  LIFE 

Is  it  possible  to  spend  more  time  with  your 
family  and  still  get  the  professional 
satisfaction  from  your  medical  practice?  It 
is  if  you  are  a member  of  the  Air  Force 
^ health  care  team.  Being  an  Air  Force 
■ physician  lets  you  strike  a balance 
between  your  professional  life  and  your 
family  life.  Our  group  practice  concept 
makes  it  all  possible. 
See  how  you  can  put  balance 
into  your  life.  Contact  your  nearest 
Air  Force  recruiter  today. 

Capt.  Don  Wood 
121  Wyck  Street,  Suite  307-C 
Richmond,  Virginia  23225 
Call  collect:  (804)  771-2127/2129 


The  ultimate  answer  to  pollen,  dust  and  smoke. 


Today’s  air  is  full  of  irritants  that  can  cause  watering  eyes,  runny  nose,  coughing  and  general  discomfort  Allergy 
sufferers  are  even  more  severely  affected  But  now  there  is  an  air  cleaner  that  is  almost  too  good  to  be  true 


NEWTRON®  Electrostatic  Air  Cleaner 

THE  MOST  EFFECTIVE 

Disposable  air  conditioning  filters  remove  only  20%  of  air-borne  pollutants  Expen- 
sive powered  electronic  air  cleaners  have  an  effectiveness  that  ranges  from  50- 
85%.  But  the  NEWTRON 8 Electrostatic  Air  Cleaner  is  the  most  effective  of  all  The 
NEWTRON®  removes  over  90%  of  the  pollen,  dust,  and  cigarette  smoke  from  your 
home  or  business 

Per  Cent  (%)  Efficiency  0 1 0 20  30  40  50  60  70  60  90  1 00 


Throw  Away  Fiber  Glass  Filter 
Powered  Air  Cleaners 
Newtron  Electrostatic  Air  Cleaner 


The  air  cleaning  results 
shown  here  are  proven 
by  laboratory  tests 


(A  copy  of  the  independent  test  lab  results  that  prove  this  claim  is  available  upon  request.) 


SIMPLE  PERMANENT  NO  REPAIRS 


The  NEWTRON®  develops  its  internal  static  charge  simply  by  air  flowing  through 
grids  made  of  several  types  of  static-prone  plastic.  It  is  this  static  charge  that 
attracts  and  traps  the  irritating  air  pollutants. 

EASY  TO  CLEAN  NO  INSTALLATION 


The  ultimate  air  cleaner 


•Clip  out  this  coupon. 


Mail  to:  Newtron  of  Virginia,  RO.  Box  4158, 

Lynchburg,  Virginia  24502  - (804)  237-2050 


□ Please  send  additional  information 


Dr 


Address 

City State Zip 

Specialty 
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THE  HARD  PART 
COmES  AFTER  THE  DETOX 

Our  nationally  recognized  Alcoholism  Treatment  Program  at 
The  Arlington  Hospital  is  fully  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  We  are  successful  because  we  offer  a total 
treatment  program,  including: 

• 2 1 -28  day  inpatient  treatment  including  detoxification 

• Separate  adolescent  program  for  patients  ages  13-18 

• Professional  counseling  staff 

• Primary  nursing  care 

• 15-week  aftercare  group  treatment 

• One-year  aftercare  follow-up 


For  an  informative  brochure  and  rate  information,  call  or  write: 

Charles  G.  Smith,  M.D 
Medical  Director 
Morris  A.  Hill,  M.H.S. 
Program  Director 


Q 


Alcoholism  Treatment  Program 
The  Arlington  Hospital 

1701  North  George  Mason  Drive 
Arlington,  Virginia  22205 
703/558-6536 


The  Arlington  Hospital  is  a 350-bed  nonprofit  institution,  extending  a 
commitment  in  community  health  care. 


Dx:  recurrent  herpes  labialis 


-y»  WK*  '• 


HeRpecin 


OTC. 

See  PDR  for 
Product  Information. 

samples,  write: 
pbell  Laboratories  Inc. 
P.O.  Box  812-M,  FDR  Sta. 
ew  York,  NY  10150 


In  Virginia,  “Horpacin-L”  Up  Balm  la  available  at  all 
Drug  Fair  and  other  select  pharmacies. 
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BASMED  Takes  Care 
of  Your  Business  So 
You  Can  Take  Care 
of  Your  Patients. 

BASMED  is  good  business  medicine  for  your  medical 
practice  By  freeing  your  office  from  time-wasting  drudgework 
like  insurance  processing  and  paper  shuffling,  BASMED  lets  you 
tend  to  your  patients,  instead  of  your  office  problems. 

BASMED  applies  advanced  computer  technology  directly  to 
all  the  biggest  medical  office  problems.  For  example,  with 
Automatic  Claims  Processing,  BASMED  talks  directly  to  the 
computer  at  Blue  Cross/Blue  Shield,  and  gets  back  claim  checks 
in  days  instead  of  weeks.  BASMED  simplifies  and  speeds  every 
office  routine:  appointment  scheduling,  record  keeping,  billing, 
and  much  more  BASMED  also  generates  a variety  of  helpful 
reports  on  demand,  including  an  aging  of  outstanding 
insurance  claims. 

BASMED  makes  medical  office  work  so  simple,  easy  and  error 
free,  it's  no  surprise  that  people  call  it  living  software. 

Call  or  write  today  to  see  how  BASMED  can  take  care  of 
business  at  your  practice. 


business  application  systems,  inc. 
7334  chapel  hill  road 
raleigh,  n.c.  27607 
1-800-334-7010 


AUTHORIZED 

DEALER 

Texas  Instruments 
COmPUT€R  5VST€/T1S 


THE 

NATIONAL 

CHILDREN’S  REHABILITATION  CENTER 

a psychiatric  facility  for  children  and  adolescents 
accredited  by  JCAH  licensed  by  the  Commonwealth  of  Virginia 

The  Center  provides  a treatment  program  for  those  children  and  adolescents  who 
no  longer  need,  or  do  not  need,  an  acute-care  setting  but  require  ongoing  24-hour 
treatment  and  structure.  An  individual  treatment  plan  is  developed  for  each  patient, 
including  individual  and  group  therapy,  family  therapy  if  indicated,  and  a complete 
educational  and  activities  program. 

Bernard  Haberlein,  Blair  Jamarik,  M.D.,  Daniel  Steck  Riley, 

Executive  Director  Clinical  Director  Admissions  Director 

For  more  detailed  information  contact 
The  National  Children’s  Rehabilitation  Center 

301  Childrens  Center  Road,  Leesburg,  Virginia  22075,  (703)  777-3485 
a non-profit  corporation 
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For  Some  Patients  . . . 

THERE’S  NO  PLACE 
LIKE  HOME 


HomeCall  can  help 
patients  stay  where 
they  will  feel  better, 
at  ease,  and  in  a familiar 
and  comforting 
environment — Home . 

HomeCall  provides 
professional  home  health 
care  and  home  support 
services  to  anyone 
requiring  help. 

Homebound  patients 
in  need  of  nursing  care, 
physical,  speech  or 
occupational  therapy, 
medical  social  work, 
personal  care  or  health 
aide  services  can  be  so 
served. 

HomeCall’s  staff  of 
professionals  can  provide 
home  health  care  seven 
days  a week,  24  hours  a 
day. 


Some  patients  need 
companionship,  help  in 
maintaining  their  homes 
or  yards,  transportation 
for  shopping  or  errands. 

Some  patients  may 
only  need  attendant 
services.  HomeCall  serves 


as  an  extension  of  the 
family  where  there  may  be 
no  family  help  available. 

Patients  should  know 
that  HomeCall  is  a 
certified  home  health 
agency  and  the  cost  of 
many  of  our  services  are 


covered  by  Medicare, 
Medicaid,  and  private 
health  insurances. 

MEDICARE  PAYS  100% 
FOR  QUALIFYING 
HOME  HEALTH  CARE 
VISITS. 

Need  some  help? 
HomeCall  may  be  the 
answer  you’ve  been 
looking  for. 

For  more  information 
feel  free  to  contact  the 
HomeCall  office  nearest 
you,  as  shown  below. 

Make 
HomeCall 
your  next 
prescription. 


HomeCall  of 
Harrisonburg,  Inc. 

70  South  High  Street 
Harrisonburg,  VA  22801 
(703)434-1345 

Waynesboro  Office 
504  Oak  Ave. 
Waynesboro,  VA  22980 
(703)  943-5457 


HomeCall  of  Southwest 
Virginia 

319  First  St. 

Radford,  VA  24141 
(703)  731-1929 

Winchester 

105  North  Loudoun  Street 
Winchester,  VA  22601 
(703)  667-8750 


Gaithersburg 
Professional  Center 
19271  Montgomery 
Village  Ave. 

Gaithersburg,  MD  20879 
(301)  926-1600 


© 1982.  HomeCall  Inc 


Notice  of  Meetings  to  Consider  Proposed  Amendments 
of  Articles  of  Incorporation  and  Bylaws  of  The 
Medical  Society  of  Virginia 


Pursuant  to  the  Virginia  Nonstock  Corporation  Act,  notice  is 
hereby  given  that  at  the  annual  meeting  in  Williamsburg,  Virginia 
on  Saturday,  November  13,  1982,  the  House  of  Delegates  and 
the  voting  members  of  The  Medical  Society  of  Virginia  will  be 
asked  to  consider  amendments  to  the  Articles  of  Incorporation  of 
the  Society  and  the  House  of  Delegates  will  be  asked  to  consider 
changes  in  the  Society's  By-laws.  The  meeting  of  the  voting 
members  will  be  held  immediately  after  the  House  of  Delegates 
session  held  on  that  day.  The  following  is  a description  of  each 
amendment  that  will  be  considered: 

1 .  Amendments  to  Provide  for  Recognition  of  Specialty  Sections 


At  the  1981  annual  meeting  the  concept  of  representation  for 
specialty  sections  in  the  House  of  Delegates  was  approved,  but 
formal  adoption  was  deferred  to  the  1982  annual  meeting  until  a 
required  change  in  the  Virginia  Code  could  be  enacted.  The 
change  in  the  Code  has  been  made  and  the  following  amend- 
ments will  be  presented: 


(a)  Amend  the  title  to  Section  4 of  the  Articles  of  Incorpo- 
ration to  read  "Component  Societies,  Component  Stu- 
dent Societies  and  Specialty  Sections”  and  add  the 
following  paragraph  at  the  end  of  the  section: 

Specialty  Sections 

Each  specialty  section  shall  be  composed  of  members  of  the 
Society  who  are  practicing  in  one  of  the  following  specialties: 


Allergy 

Anesthesiology 
Dermatology 
Emergency  Medicine 
Family  Practice 
Internal  Medicine 
Neurological  Surgery 
Neurology 

Obstetrics/Gynecology 
Opthalmology 
Orthopaedic  Surgery 


Otolaryngology 
Pathology 
Pediatrics 
Physical  Medicine 
& Rehabilitation 
Plastic  Surgery 
Preventive  Medicine 
Psychiatry 
Radiology 
Surgery 

Thoracic  Surgery 
Urology 


(b)  Amend  Section  5 of  the  Articles  of  Incorporation  to 
read  as  follows: 


The  House  of  Delegates  shall  be  the  policy  making  body  of 
the  Society.  The  House  of  Delegates  shall  consist  of  dele- 
gates elected  by  the  component  societies,  specialty  sections 
and  component  student  societies,  as  provided  in  the  By- 
laws, and  the  following  ex-officio  members:  The  President, 
President-Elect,  First  Vice-President,  Speaker  of  the  House  of 
Delegates,  any  member  of  Council  who  was  elected  to 
Council  as  a representative  of  a Congressional  District,  all 
Past-Presidents  of  the  Society,  any  general  officer  of  the 
American  Medical  Association  who  is  a member  of  the 
Society,  and  the  delegates  of  the  Society  to  the  American 
Medical  Association  Delegates  elected  by  component  stu- 
dent societies  shall  serve  a one  year  term.  Ex-officio  mem- 
bers of  the  House  of  Delegates  shall  have  full  voting  rights. 
No  voting  by  proxy  shall  be  permitted  in  the  House  of 
Delegates. 

(c)  Amend  Article  V,  Section  1 of  the  By-laws  to  read  as 
follows: 


The  House  of  Delegates  shall  be  the  policy-making  body  of 
the  Society.  The  House  of  Delegates  shall  consist  of  dele- 


gates elected  by  the  component  societies,  and  the  following 
ex-officio  members:  The  President,  President-Elect,  First 
Vice-President,  Speaker  of  the  House  of  Delegates,  any 
member  of  Council  who  was  elected  to  Council  as  a repre- 
sentative of  a Congressional  District,  all  Past-Presidents  of 
the  Society,  any  general  officer  of  the  American  Medical 
Association  who  is  a member  of  the  Society,  and  the  dele- 
gates of  the  Society  to  the  American  Medical  Assocation. 
Delegates  elected  by  component  societies,  specialty  sec- 
tions and  component  student  societies  shall  serve  a one  year 
term.  Ex-officio  members  of  the  House  of  Delegates  shall 
have  full  voting  rights.  No  voting  by  proxy  shall  be  permitted 
in  the  House  of  Delegates. 

(d)  Amend  Article  V,  Section  3 of  the  By-laws  by  deleting 
the  third  paragraph  and  substituting  the  following: 

Sixty  days  prior  to  the  annual  meeting  each  specialty 
section  desiring  recognition  shall  submit  the  name  of 
its  delegate  and  alternate  delegate  to  Council  for 
approval.  Each  specialty  section  so  recognized  shall 
elect  annually  to  membership  in  the  House  of  Dele- 
gates, one  delegate  and  one  alternate  In  the  event  a 
delegate  for  a specialty  section  is  not  present  at  any 
meeting  of  the  House  of  Delegates,  his  alternate  shall 
succeed  to  all  of  his  privileges.  All  such  delegates  and 
alternates  shall  be  active  members  of  the  Society 

If  the  full  number  of  delegates  accredited  to  a compo- 
nent society,  component  student  society  or  specialty 
section  are  not  present  at  a meeting  of  the  Society, 
those  members  present  from  such  component  society, 
component  student  society  or  specialty  section  may, 
from  members  of  that  society  or  section  present,  who 
are  active  members  or  student  active  members  of  the 
Society,  elect  or  appoint  a sufficient  number  of  dele- 
gates to  complete  its  quota. 

(e)  Amend  Article  III  of  the  By-laws  by  adding  the  following 
section: 

Section  10 — The  members  of  each  specialty  section  shall 
adopt  rules  and  regulations  to  provide  for  the  conduct  of  the 
meetings  of  the  section  and  for  the  selection  of  the  section’s 
officers  and  its  delegate  and  alternate  to  the  House  of 
Delegates. 

2.  Amendment  to  Give  Full  Membership  Rights  to  Student 
Active  Members 


At  the  1981  meeting  the  concept  of  giving  student  members 
all  incidents  of  active  membership  was  approved.  The  following 
amendment  of  Section  3 of  the  Articles  of  Incorporation  will 
formally  implement  this  concept: 

Delete  the  next  to  the  last  sentence  in  the  fifth  paragraph 
of  Section  3 and  substitute  the  following. 

Student  active  members  shall  be  eligible  to  hold  any  office 
and  serve  on  any  standing  committee  of  the  Society 

3.  Amendments  to  Shift  the  Provision  for  Voting  Rights  of 
Members  to  the  By-laws 


The  following  amendments  will  accomplish  the  two-fold  pur- 
pose of  bringing  the  Society's  Articles  of  Incorporation  into 
compliance  with  Virginia  law  while  retaining  the  membership's 
right  to  vote  on  important  issues 


(a)  Delete  the  third  paragraph  of  Section  3 of  the 
Articles  of  Incorporation  and  substitute  the  following: 

The  voting  rights  of  active  and  student  active  members  shall 
be  as  set  forth  in  the  By-laws 

(b)  Amend  the  first  sentence  of  Section  8 of  the  Articles 
of  Incorporation  to  read  as  follows: 

The  Articles  of  Incorporation  of  the  Society  may  be  amended 
from  time  to  time  by  the  Council  subject  to  ratification  by  vote 
of  the  House  of  Delegates  or,  if  required  by  the  By-laws,  by 
the  membership. 

(c)  Amend  Article  IV  of  the  By-laws  to  add  a new  Section 
3 as  follows: 

Section  3 — Active  and  student  active  members  shall  have 
the  right  to  vote  on  any  matter  that  the  House  of  Delegates 
determines  is  of  sufficient  importance  that  it  should  be 
submitted  to  a vote  of  the  voting  members  of  the  Society. 

4.  Amendment  to  Limit  Active  Members  to  Active  Members  of 
Component  Societies 


The  Insurance  Committee's  functions  have  expanded  so  that 
it  now  includes  the  review  of  the  Society’s  malpractice  insur- 
ance and  health  insurance  programs.  To  reflect  this  change  it  is 
proposed  to  restate  Section  1 1 of  Article  IXA.  of  the  By-laws  as 
follows: 


Insurance 

Section  11 — The  Insurance  Committee  shall  consist  of  six 
members,  with  two  members  being  appointed  annually  by 
the  President.  The  Committee  shall  review  and  make  recom- 
mendations regarding  health,  malpractice  and  other  insur- 
ance programs  to  be  sponsored  by  the  Society  and  shall 
serve  as  the  Society’s  liason  to  insurance  companies,  pre- 
paid health  plans  and  other  third  party  carriers 

6 Amendment  to  Clarify  the  Society’s  Policy  on  Exemption 
From  Dues 


The  following  amendment  is  suggested  to  bring  the  Articles  of 
Incorporation  into  conformity  with  the  dues-exempt  policy 
adopted  by  the  Council  in  1982: 


Under  the  Articles  of  Incorporation  as  written,  it  is  unclear 
whether  non-active  membership  in  a component  society  quali- 
fies a nonresident  for  active  membership  in  the  Society.  To 
confirm  that  active  membership  in  a component  society  is 
required,  it  is  proposed  to: 

Delete  the  second  paragraph  of  Section  3 of  the  Articles  of 
Incorporation  and  substitute  the  following: 

To  be  eligible  to  become  an  active  member  of  the  Society, 
the  applicant  must  be  a doctor  of  medicine  or  osteopathy 
licensed  to  practice  his  profession  in  Virginia  (i)  who  is  an 
active  member  in  good  standing  of  a component  society 
(as  defined  in  Section  4 below);  or  (ii)  who  is  a resident  of 
Virginia  but  is  not  eligible  to  be  a member  of  a component 
society  because  he  practices  in  a territorial  area  for  which 
there  is  no  component  society. 

5.  Amendment  to  Redefine  the  Functions  of  the  Insurance 
Committee 


Delete  the  fourth  paragraph  of  Section  3 of  the  Articles  of 
Incorporation  and  substitute  the  following: 

Any  active  member  may  hold  any  office  in  the  Society  and 
serve  on  any  of  its  standing  committees.  Each  active  member 
shall  pay  dues  unless  (i)  he  has  been  granted  an  exemption 
by  the  Membership  Committee  on  account  of  financial  or 
physical  disability,  or  (ii)  he  has  been  a member  of  the 
Society  for  at  least  ten  years  prior  to  his  70th  birthday  and  has 
become  fully  retired,  in  which  event  upon  application  to  the 
Executive  Vice  President,  he  shall  be  granted  lifetime  mem- 
bership at  any  time  after  he  reaches  his  71st  birthday. 

7.  Amendment  to  Recognize  the  Eastern  Virginia  Student  Medi- 
cal Society 


Amend  Section  4 of  the  Articles  of  Incorporation  to  add  the 
Eastern  Virginia  Student  Medical  Society  as  a Component 
Student  Society. 
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PSYCHIATRIC  INSTITUTE 

OF  RICHMOND 

YOUR  COMPREHENSIVE  MENTAL  HEALTH  CARE  CENTER  __ 

FOR  CHILDREN  AND  ADOLESCENTS 


• Acute  Care 

• Intermediate  Care 

• Substance  Abuse  Program 

• Accredited  School  Specializing 

in  Learning  Disabled  and  Emotionally 
Disturbed  Children  and  Adolescents 

• Outpatient  and  Emergency  Services 
Provided  for  Children,  Adolescents, 

Adults,  and  Families 

• South  Richmond  Outpatient  Office 
Located  at 

8132  Forest  Hill  Avenue 

JOE  W.  KING,  MD  & ASSOCIATES,  P.C. 

329-4392 

3001  Fifth  Avenue 
Richmond,  Virginia  23222 


VIRGINIA 

HEART 

INSTITUTE 

OUTPATIENT  HOSPITAL 


•Stress  and  ambulatory 

electrocardiography 
•Vectorcardiography 
•Echocardiography 
•Pulmonary  function  studies 

• Cardiac  rehabilitation 

• Cardiac  catheterization 
•Cardiac  nuclear  medicine 


Charles  L.  Baird,  Jr.,  M.D.,  Director,  205  North  Hamilton  Street,  Richmond,  Virginia  23221 , (804)  359-9265. 
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Half  a Century  of  Meetings 
Remembered 


joined  The  Medical  Society  of  Vir- 
ginia half  a century  ago,  in  1932,  and 
I’ve  been  to  almost  every  single  an- 
nual meeting  since.  I belong  to  other 
medical  organizations,  too — the  Floyd 
County  Medical  Society,  Southwestern  Virginia 
Medical  Society,  Roanoke  Academy  of  Medicine, 
American  Academy  of  Family  Physicians,  and  the 
American  Medical  Association,  and  Fve  had  the 
good  fortune  to  go  to  many  of  their  meetings,  too. 
Fve  also  attended  many  seminars  and  staff  meetings 
of  various  hospitals.  When  you’re  82  years  old, 
you’ve  been  to  a lot  of  medical  meetings! 

As  a small-town  and  country  doctor,  I have  felt 
dependent  on  other  physicians  and  specialists  to 
keep  me  informed  of  what's  going  on  in  medicine, 
and  meetings  are  very  important  to  me  for  that. 
Usually  the  newer  ideas  have  helped  me,  although 
there  were  times  when  my  own  ways  seemed  to  be 
better  for  my  type  of  patients. 

Because  Dr.  Bedsaul  has  contributed  many  articles  of 
reminiscence  to  Virginia  Medical,  the  Editors  asked 
him  to  write  about  his  memories  of  medical  meetings,  and 
he  graciously  obliged  with  this  editorial.  Ill  health  forced 
Dr.  Bedsaul  to  retire  from  practice  last  year,  but  it  will 
not  deter  him  from  attending  The  Medical  Society  of 
Virginia’s  annual  meeting  in  Williamsburg  next  month;  he 
has  made  hotel  reservations  for  himself  and  Mrs.  Bed- 
saul, he  reports,  and  will  be  on  hand  as  usual. 
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Medical  meetings  also  have  a pleasant  social  side. 
They’re  sort  of  reunions  of  classmates  and  profes- 
sional friends.  They  also  give  you  the  opportunity 
to  associate  with  important  physicians  in  various 
medical  fields  from  different  parts  of  the  world.  I 
remember  meeting  and  talking  with  great  interest  to 
Sir  Alexander  Fleming.  He  was  a poor  Scottish  boy 
who  wanted  to  be  a doctor  but  didn't  have  the 
money  for  a medical  education.  Then  he  saved 
Winston  Churchill  from  drowning,  and  the  thankful 
Churchill  family  put  Fleming  through  medical 
school. 

Fleming  happened  to  incubate  an  accidentally 
contaminated  bacterial  culture  and  so  discovered 
penicillin.  With  penicillin  he  saved  Sir  Winston’s 
life  again,  when  he  had  pneumonia  during  World 
War  II.  Sir  Alexander  told  me  that  his  early  life  as  a 
physician  was  rather  quiet — until  penicillin. 

Dr.  Hugh  Hampton  Young,  the  famous  Johns 
Hopkins  urologist,  came  to  a meeting  in  Roanoke,  I 
remember,  and  lectured  on  some  of  the  odd  and 
difficult  surgery  he  had  performed.  He  explained 
about  operations  on  homosexuals  and  hermaphro- 
dites. If  I remember  him  correctly,  he  made  special 
tests  of  the  cells  of  these  persons;  if  the  test  showed 
male  cells,  he  performed  a series  of  operations  to 
produce  a male,  and  if  female  cells  were  present,  he 
produced  a female.  After  he  had  converted  one 
supposed  female  into  a male  and  another  person 

/ 
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who  had  been  passing  as  a man  into  a women,  these 
two  fell  in  love  and  were  married. 

At  another  meeting  Dr.  Charles  Herbert  Best  of 
Canada  gave  a fascinating  account  of  his  associa- 
tion with  the  two  Canadian  physicians  who  discov- 
ered insulin  and  won  a Nobel  prize  for  it.  Sir 
Frederick  Banting  and  Dr.  John  J.  R.  Macleod. 

I had  a conversation  with  the  renowned  heart 
surgeon.  Dr.  Alfred  Blaylock  of  Johns  Hopkins,  at 
another  meeting.  I explained  to  him  that  his  lecture 
was  far  above  me,  a general  practitioner.  He  said, 
“I  wish  1 could  trade  places  with  you.  Heart 
surgery  is  a terrible  strain  on  my  nervous  system. 
I’d  like  to  be  a doctor  in  a small  town,  like  you.”  He 
explained  that  he  considered  general  practice  the 


greatest  field  in  medicine  because  a general  practi- 
tioner could  do  so  much  good  for  so  many. 

There  is  much  to  learn  from  lectures  and  scien- 
tific exhibits  at  medical  meetings,  but  I am  always 
especially  refreshed  and  uplifted  by  my  association 
with  other  physicians,  not  just  the  famous  ones  but 
all  the  Virginia  physicians  I wouldn’t  have  had  the 
chance  to  meet  if  it  hadn't  been  for  the  meetings. 
These  friendships  were  not  only  a pleasure  but  they 
had  a particular  practicality  in  that  I knew  I could 
refer  my  patients  to  highly  trained  specialists  who 
could  furnish  them  the  very  best  of  care. 

F.  Clyde  Bedsaul,  MD 

Box  115 
Floyd  VA  24091 


.j 


Williamsburg 
November  11-13 
Annual  Meeting  1982 
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Richard  D.  Kraft,  MD 

Dr.  Richard  D.  Kraft,  Roanoke  internist,  died 
June  24  in  a Roanoke  Hospital.  He  was  71  years  old 
and  had  retired  from  practice. 

A graduate  of  Catawba  College  in  Salisbury, 
North  Carolina,  Dr.  Kraft  earned  his  doctorate  in 
medicine  at  Temple  University  School  of  Medicine, 
Philadelphia.  He  trained  in  Pennsylvania,  at  the 
Conemaugh  Valley  Hospital,  and  then  practiced  in 
that  state  before  moving  to  Virginia.  During  World 
War  II  he  served  with  the  army  in  the  European 
theater,  and  he  later  was  associated  with  the  Veter- 
ans Administration  Medical  Center  in  Salem  and 
the  VA  Regional  Medical  Adjudication  Board  in 
Roanoke.  He  came  to  membership  in  The  Medical 
Society  of  Virginia  through  the  Roanoke  Academy 
of  Medicine. 


Samuel  M.  Novak,  MD 

Dr.  Samuel  M.  Novak,  family  physician  in  Alex- 
andria, died  July  6 at  the  age  of  73.  A graduate  of 
the  Chicago  University  Medical  School,  Dr.  Novak 
trained  at  Alexandria  and  Roanoke  Memorial  Hos- 
pitals. He  had  been  a member  of  The  Medical 
Society  of  Virginia  for  42  years  and  belonged  also  to 
the  American  Academy  of  Family  Physicians. 


Charles  D.  Smith 

Dr.  Charles  Douglas  Smith,  Roanoke,  died  July 
20  at  the  age  of  74.  He  had  been  president  of  the 
Roanoke  Academy  of  Medicine,  the  Virginia  Chap- 
ter of  the  American  College  of  Radiology,  and  the 
Eastern  Radiological  Society. 

Born  in  Sherman,  Texas,  Dr.  Smith  attended 
Texas  A&M  College  and  was  graduated  from  Bay- 
lor University  College  of  Medicine,  Class  of  1933. 
He  interned  at  Binghamton,  New  York,  City  Hospi- 
tal, then  went  to  Baltimore  for  his  residency  at 
Johns  Hopkins  Hospital.  He  first  practiced  in  Rich- 
mond, moving  to  Roanoke  in  1941.  During  World 
War  II,  Dr.  Smith  served  as  a colonel  and  chief 
radiologist  with  the  45th  General  US  Army  Hospital 
in  North  Africa  and  Italy. 


Dr.  Smith  was  an  associate  clinical  professor  of 
radiology  at  the  University  of  Virginia  and  had  been 
chief  of  staff  of  Roanoke  Memorial  Hospital.  He 
served  on  the  board  of  trustees  of  the  American 
Registry  of  Radiologic  Technologists  and  as  a guest 
examiner  for  the  American  Board  of  Radiology. 

Long  a member  of  The  Medical  Society  of  Virgin- 
ia, Dr.  Smith  belonged  also  to  the  Radiological 
Society  of  North  America,  American  Roentgen  Ray 
Society,  Society  of  Nuclear  Medicine,  and  Ameri- 
can Medical  Association. 

William  C.  Gill,  Jr.,  MD 

Dr.  William  Carlyle  Gill,  Jr.,  Richmond,  died  July 
9 while  on  vacation  in  Jackson  Hole,  Wyoming.  He 
was  58  years  old. 

A native  of  Richmond,  Dr.  Gill  left  the  College  of 
William  and  Mary  in  his  senior  year  in  1943  to  enlist 
in  the  Navy  and  was  wounded  on  Guam  while 
serving  as  a pharmacist’s  mate.  Returning  to  Rich- 
mond, he  was  graduated  from  the  University  of 
Richmond  and  went  on  to  the  Medical  College  of 
Virginia  for  his  doctorate  in  medicine  and  his  train- 
ing. 

Dr.  Gill  has  been  president  of  both  the  Richmond 
Academy  of  Medicine  and  the  Virginia  Academy  of 
Family  Practice  and  had  long  been  a member  of  The 
Medical  Society  of  Virginia. 

J.  Edwin  Wood,  Jr.,  MD 

Dr.  J.  Edwin  Wood,  Jr.,  long-time  professor  at 
the  University  of  Virginia  School  of  Medicine,  died 
July  26.  He  was  85  years  old. 

A native  of  Madison,  Virginia,  Dr.  Wood  re- 
ceived his  undergraduate  and  medical  degrees  from 
the  University  of  Virginia.  He  took  postgraduate 
training  at  Massachusetts  General  Hospital  in  Bos- 
ton, then  in  1923  returned  to  his  alma  mater,  where 
he  was  a professor  of  internal  medicine  for  more 
than  40  years  and  made  an  extensive  contribution  to 
the  literature  on  cardiovascular  disease.  Following 
his  retirement  in  1967,  he  conducted  a private 
practice  in  Charlottesville. 

A member  of  The  Medical  Society  of  Virginia  for 
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58  years.  Dr.  Wood  also  belonged  to  the  Albemarle 
County  Medical  Society,  American  College  of  Phy- 
sicians, American  Society  for  Clinical  Investiga- 
tion, American  Clinical  and  Climatological  Associa- 
tion and  American  Society  of  Internal  Medicine. 

A son.  Dr.  J.  Edwin  Wood  III,  practices  medicine 
in  Philadelphia. 

Lewis  E.  Mangus,  MD 

Dr.  Lewis  Edward  Mangus,  Alexandria,  died 
July  11  at  Jefferson  Memorial  Hospital.  He  was  66 
years  old.  Dr.  Mangus  was  a graduate  of  the  Uni- 
versity of  Virginia  School  of  Medicine  and  trained 
for  his  specialty,  anesthesiology,  at  Georgetown 
University  Hospital.  Long  a member  of  The  Medi- 
cal Society  of  Virginia,  Dr.  Mangus  belonged  also 
to  the  American  Society  of  Anesthesiologists  and 
the  American  College  of  Anesthetists. 


James  T.  Tucker,  MD 

Dr.  James  T.  Tucker,  Richmond,  died  July  14  at 
the  age  of  84.  He  was  an  orthopedic  surgeon. 

A Richmond  native,  Dr.  Tucker  was  graduated 
from  the  University  of  Richmond,  and  for  many 
years  was  a member  of  its  board  of  trustees.  He 
went  on  to  earn  his  medical  degree  from  the  Medi- 
cal College  of  Virginia  in  1927,  and  his  training  was 
completed  at  Harvard  University  and  Walter  Reed 
General  Hospital  in  Washington,  DC.  He  served  as 
surgeon-in-chief  of  Richmond's  Children’s  Hospital 
from  1955  to  1977  and  was  an  associate  professor  of 
orthopedic  surgery  at  the  Medical  College  of  Virgin- 
ia. 

Dr.  Tucker’s  membership  in  The  Medical  Society 
of  Virginia  spanned  54  years,  and  he  belonged  also 
to  the  American  Academy  of  Orthopedic  Surgeons 
and  the  International  College  of  Surgeons. 


Robley  D.  Bates,  Jr.,  MD 

Dr.  Robley  D.  Bates,  Jr.,  Richmond  cardiologist 
and  internist,  died  July  30  at  the  age  of  71.  He  had 
retired  from  practice  late  last  year  because  of  ill 
health. 

Dr.  Bates  was  graduated  from  the  University  of 
Richmond  and  the  Medical  College  of  Virginia. 


During  World  War  II  he  served  at  Walter  Reed 
General  Hospital  in  Washington,  and  from  1945- 
1946  he  was  stationed  at  the  172nd  Army  Hospital 
in  China.  Following  his  return  to  private  practice  in 
Richmond,  Dr.  Bates  was  also  a consultant  at  Fort 
Lee  and  an  assistant  clinical  professor  of  medicine 
at  the  Medical  College  of  Virginia. 

A member  of  The  Medical  Society  of  Virginia  for 
42  years.  Dr.  Bates's  membership  in  professional 
organizations  included  the  Richmond  Academy  of 
Medicine,  American  College  of  Cardiology,  Ameri- 
can Society  of  Internal  Medicine  and  American 
College  of  Physicians. 

A son.  Dr.  Robley  D.  Bates  III,  Richmond, 
followed  his  father  in  medicine  as  a urologist. 

Algernon  C.  Davis,  MD 

Dr.  Algernon  Couch  Davis,  Roanoke,  died  Au- 
gust 7 at  the  age  of  77.  He  conducted  a general 
practice  in  Roanoke  from  1930  until  he  retired  in 
1975. 

After  pre-medical  education  at  Roanoke  College, 
Dr.  Davis  entered  the  Medical  College  of  Virginia 
and  was  graduated  in  1929.  During  World  War  II  he 
served  with  the  Army  Medical  Corps  in  the  Pacific 
Theater.  He  had  belonged  to  the  Roanoke  Academy 
of  Medicine  and  The  Medical  Society  of  Virginia  for 
almost  50  years. 

Dr.  Davis’  two  sons  are  physicians,  Dr.  A.  Gib- 
son Davis  and  Dr.  William  Vaughan  Davis,  and  so 
is  his  brother.  Dr.  Frederick  F.  Davis.  All  practice 
in  Roanoke. 


William  P.  Terry,  Sr.,  MD 

Dr.  William  P.  Terry,  Sr.,  Farmville,  died  on  July 
15.  He  was  69  years  old. 

Dr.  Terry,  a native  of  Rice,  Virginia,  was  gradu- 
ated from  the  Medical  College  of  Virginia  in  1938. 
His  service  in  the  Army  Medical  Corps  earned  him 
the  Bronze  Star  and  the  rank  of  lieutenant  colonel. 

A long-time  member  of  The  Medical  Society  of 
Virginia,  Dr.  Terry  earlier  practiced  in  Victoria  and 
Blackstone,  moving  to  Farmville  in  1951  where  he 
served  as  coroner  for  Prince  Edward  and  Cumber- 
land counties. 
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VIRGINIA 
M EDICAL 
CLASSIFIED 

Virginia  Medical  classified  ads  accepted  at  the  discre- 
tion of  the  Editor.  Rates  to  Medical  Society  of  Virginia 
members:  $15  per  insertion  up  to  50  words,  25<f  each 
additional  word.  To  non-members:  $30  per  insertion  up  to 
50  words,  25<5  each  additional  word.  Deadline:  5th  day  of 
month  prior  to  month  of  publication.  Send  to  the  Adver- 
tising Manager,  4205  Dover  Road,  Richmond  VA  23221 . 


FOR  RENT — Family  retreat,  Sandbridge  Beach,  oceanside 
cottage,  weekend  or  week.  September,  October,  November 
1982.  April  and  May  1983.  Near  Norfolk  and  Virginia 
Beach.  Dining  and  entertainment.  Three  bedrooms,  com- 
pletely furnished.  $45.00  per  day,  $280.00  per  week.  Call 
(804)  464-3213. 

FOR  RENT — Wintergreen  Treeloft  home.  Spectacular 
views  in  Blue  Ridge  Mountain  year-round  resort.  3 bed- 
rooms, 2 baths,  sleeps  8.  Near  Mountain  Inn  with  tennis, 
dining,  shops  and  entertainment.  Beautiful  golf  course. 
Hiking,  horseback  riding,  boating  and  fishing  at  Lake 
Monacan  in  the  valley.  Rent  from  owner.  Call  (804)  293- 
9121. 

WINTERGREEN — Reduced  rates  on  one-bedroom  condo- 
minium in  New  Mountain  Inn  Convention  Center.  Conve- 
nient to  everything.  Beautifully  furnished.  Direct  from 
Richmond  owner.  Call  (804)  741-1988  or  (804)  358-9828. 

FOR  RENT— Hilton  Head.  New  3 BR,  3*4  bath  home  in 
complex  with  private  pool  and  tennis.  In  Shipyard  Planta- 
tion, on  18th  green,  across  the  road  from  clubhouse. 
Reduced  fall  rates.  (804)  874-4428. 


FAMILY  PRACTICE,  Northern  Virginia — Excellent  op- 
portunity to  step  into  a prominent  and  lucrative  practice. 
Excellent  location.  Includes  all  office  equipment,  files,  etc. 
Will  introduce.  Terms  flexible.  Should  be  Board  certified 
or  eligible.  Reply  to  D.  F.,  101  S.  Whiting  St.,  Alexandria 
VA  22304,  (703)  751-6710. 

WANT  TO  WORK  at  a Veterans  Administration  Medical 
Center?  New  computerized  VA  placement  service  matches 
physicians’  qualifications  and  practice  preferences  with 
openings  at  VA  facilities  all  over  the  country.  Clinical, 
teaching,  and  research  opportunities.  Write  to  the  VA 
Physician  Placement  Service,  PO  Box  719,  Randolph  MA 
02368,  or  call  toll-free  1-800-343-8831. 

ESTABLISHED  PRACTICE  available,  associate  lease  or 
purchase,  FP,  GP  or  internist,  Norfolk.  For  information, 
call  (804)  420-9251  or  (804)  588-1326. 

SKI  SNOWSHOE — New  1 BR  condo,  sleeps  4,  adjacent  to 
new  Powderidge  lift.  Low  rates — rent  through  owner.  $65 
per  night  prior  to  December  23,  20%  or  more  off  Snowshoe 
rates  thereafter.  Call  for  rates  or  reservations  (804)  977- 
5287  or  write  c/o  Condo,  1985  Fox  Run  Lane,  Charlottes- 
ville VA  22901. 

Consider  THE  RAGGEDY ASSMILITIA!  Your  service  in 
the  Virginia  National  Guard  is  an  exciting  way  to  fulfill 
patriotic  ambitions  and  provides  more  benefits  than  can  be 
listed  in  this  little  ad.  For  information,  call  or  write  Joseph 
D.  Brown  III,  MD,  224  Monticello  Avenue,  Williamsburg 
VA  23185,  (804)  229-0765  (office)  or  (804)  253-2532  (home). 

ARE  YOU  AWARE  that  Virginia  has  three  chapters  of  the 
Lupus  Foundation  of  America?  They  are  the  Central 
Virginia  Chapter,  PO  Box  14507,  Richmond  VA  23221, 
(804)  262-9622;  the  Eastern  Virginia  Chapter,  7404  Ocean 
Front,  Virginia  Beach  VA  23451,  (804)  422-2862;  and  the 
Greater  Washington  Chapter  (including  Northern  Virgin- 
ia), 7297-D  Lee  Highway,  Falls  Church  VA  22042,  (703) 
533-9852.  All  have  monthly  meetings,  all  have  helpful 
brochures,  newsletters,  fact  cards  and  books.  LUPUS 
AWARENESS  WEEK  is  October  17-23,  1982. 


YES,  I WANT  TO  HELP  finance  the  medical  educations 
of  deserving  young  men  and  women  by  making  a tax- 
deductible  contribution  to  the  American  Medical  Associa- 
tion Education  and  Research  Foundation.  Here  is  my 
check,  made  payable  to  AMA-ERF. 

□ Designate  it  for Medical  School. 

Designate  it  for  the  Guaranteed  Student  Loan  Fund. 

Mail  this  coupon  with  your  check  to 
Mrs.  Randolph  H.  Hoge,  Longview,  Manakin  VA  23103,  or 
Mrs.  Donald  Sly,  920  Graydon  Avenue,  Norfolk  VA  23508. 
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Bactrim 

(trimethoprim  and  sulfamethoxazole/Roche) 

succeeds 


Expanding 
> usefulness  i 
antimicrobial 
therapy 


Bactrim  is  useful  for 
the  following  infec- 

!o  susceptible'  its  usefulness  in 

strains  of  indi- 
cated organisms 
(see  indications  section 
in  summary  of  product 
information): 


/>■■ 

- 

in  recurrent 
UTI. . . 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens,  with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume. . on  b.i.d. 
dosage 


BACTRIM"  (trimethoprim  and  sulfamethoxazole/Roche) 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  suscep- 
tible strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Enterobacter, 
Proteus  mlrabllis,  Proteus  vulgaris,  Proteus  morganli.  It  is  recommended  that  Initial 
episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single  effec- 
tive antibacterial  agent  rather  than  the  combination.  Note  The  increasing  frequency 
of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in  these  uri 
nary  tract  infections. 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus  Influ- 
enzae or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers  an 
advantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the  safety  of 
repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is  not  Indi- 
cated for  prophylactic  or  prolonged  administration  in  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judg- 
ment it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnel 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinil  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with  doc- 
umented megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term;  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus; 
infants  less  than  2 months  of  age. 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic  streptococ- 
cal tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with 
sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but  occasional  inter- 
ference with  hematopoiesis  has  been  reported  as  well  as  an  increased  incidence  of 
thrombopema  with  purpura  in  elderly  patients  on  certain  diuretics,  primarily  thiazides 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of  serious  blood  disor- 
ders. Frequent  CBC's  are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma.  In  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur. 
During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with 

careful  microscopic  examination,  and  renal  function  tests, 
particularly  where  there  is  impaired  renal  function. 

Bactrim  may  prolong  prothrombin  time  in  those  receiving 
warfarin,  reassess  coagulation  time  when  administering 
Bactrim  to  these  patients. 

Pregnancy  Teratogenic  Effects;  Pregnancy  Category  C 
Because  trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism,  use  during  pregnancy  only  if 
potential  benefits  justify  the  potential  risk  to  the  fetus 
Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Stood  dyscrasias  Agranulocytosis,  aplastic  ane- 
mia, megaloblastic  anemia,  thrombopenia,  leukopenia, 
hemolytic  anemia,  purpura,  hypoprothrombinemia  and 
methemoglobinemia.  Allergic  reactions:  Erythema  multi- 
forme, Stevens-Johnson  syndrome,  generalized  skin 
eruptions,  epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  pseudo- 
membranous colitis  and  pancreatitis.  CNS  reactions 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness  Miscel- 
laneous reactions  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.E  phenomenon.  Due  to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term  therapy  with  sulfon- 
amides has  produced  thyroid  malignancies 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  bid  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis 
For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min,  use 
one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is  below 
15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS 


in  shigellosis... 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or  4 teasp 
(20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS 

Recommended  dosage  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information  for 
suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and 
800  mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfameth- 
oxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  cherry  flavored — bottles  of  100  ml  and  16  oz  (1  pint).  Suspension. 
containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml); 
fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  New  Jersey  07110 


Bactrim 


in  recurrent  urinary  tract  infectious 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora  Bactrim  effectively  suppresses 
Ent^robacteriaceae1  with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  303  426-432,  Aug  21.  1980.  2.  Data  on  file. 
Medical  Department,  Hoffmann-La  Roche  Inc. 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRENGTH  TABLETS 


maximizes  results  with  B.I.D.  convenience 


•due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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THE  MEDICAL  SOCIETY 
OF  VIRGINIA 

and  its  COMPONENT  SOCIETIES 


SPONSORED 

ONE  MILLION  DOLLAR 
COMPREHENSIVE  MEDICAL 
INSURANCE  PLAN 


It 


After  a $100  Deductible  has  been  satisfied, 
COMPREHENSIVE  MEDICAL  pays  80%  (insured 
pays  remaining  20%)  of  first  $2,500  of  ‘‘Reasonable 
and  Customary”  Eligible  Expense 
. . .thereafter  100%  up  to  the  maximum  benefit 
provided  by  the  policy. 


• Low  Deductible  of  ONLY  $100 

• Affordable  MONTHLY  Premiums 

• $1,000,000  Lifetime  Benefit  for  each 
insured  individual 

• Group  Insurance  rates  ...  in  10-year  brackets 

• Each  applicant  individually  underwritten  . . . Each  insured  issued 
his  or  her  own  certificate 

• Member  or  Member’s  Employee  may  insure  self  only.  . . or  self  plus 
Spouse  ...  or  self  and  spouse  plus  eligible  Children  to  age  23 

• Deductibles  limited  to  3 per  family  per  calendar  year 

• Expenses  for  Maternity  regarded  the  same  as  costs  for  any  other 
illness 

• NO  MONEY  REQUIRED  WITH  APPLICATION  . . . AND  10-DAY 
LOOK-SEE  ASSURES  YOUR  COMPLETE  SATISFACTION 


FOR  MORETNFORMATION,  CALL  OR  WRITE 

DAVID  A.  DYER  & ASSOCIATES 

a subsidiary  of  John  P.  Pearl  & Associates,  Ltd.,  Peoria,  Illinois 
SUITE  1350  • 1710  GOODRIDGE  DRIVE  • McLEAN,  VIRGINIA  22102 


ANYWHERE  IN  VIRGINIA 
CALL  TOLL-FREE 
1-800-572-2211 


IN  NORTHERN  VIRGINIA 
CALL 

703-556-0010 


David  A.  Dyer  & Associates  . . . 

Administrators  of  The  Medical  Society  of  Virginia's  sponsored  group  insurance  programs  since  1958. 
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Candidates  for 

nutritional  therapy... 


10,000,000 

alcoholics.  Ethanol  may 

produce  many  effects  that 
together  bring  about  nutritional 
deficiencies,  so  that  alcoholism 
affects  nutrition  at  many  levels.' 


25,500,000  geriatric 

patients.  The  older  patient 
may  have  some  disorder  or  socio- 
economic problem  that  can 
undermine  good  nutrition.2 


23,500,000  surgical 

patients.  Nutritional  status 
can  be  compromised  by  the 
trauma  of  surgery;  and  some 
operations  interfere  with  the 
ingestion,  digestion  and  absorp- 
tion of  food.3 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Each  Berocca®  Plus  tablet  contains  5000  IU 
vitamin  A (as  vitamin  A acetate),  30  IU 
vitamin  E (as  rf/-alpha  tocopheryl  acetate), 
500  mg  vitamin  C (ascorbic  acid),  20  mg 
vitamin  B,  (as  thiamine  mononitrate), 

20  mg  vitamin  B2  (riboflavin),  100  mg 
niacin  (as  niacinamide),  25  mg  vitamin  B6 
(as  pyridoxine  HCI).  0.15  mg  biotin,  25  mg 
pantothenic  acid  (as  calcium  pantothe- 
nate), 0.8  mg  folic  acid,  50  meg  vitamin  B ,2 
(cyanocobalamin),  27  mg  iron  (as  ferrous 
fumarate),  0.1  mg  chromium  (as  chromium 
nitrate),  50  mg  magnesium  (as  magnesium 
oxide),  5 mg  manganese  (as  manganese 
dioxide),  3 mg  copper  (as  cupric  oxide), 
22.5  mg  zinc  (as  zinc  oxide) 


Indications:  Prophylactic  or  therapeutic 
nutritional  supplementation  in  physio- 
logically stressful  conditions,  including 
conditions  causing  depletion,  or  reduced 
absorption  or  bioavailability  of  essential 
vitamins  and  minerals;  certain  conditions 
resulting  from  severe  B-vitamin  or  ascor- 
bic acid  deficiency;  or  conditions  resulting 
in  increased  needs  for  essential  vitamins 
and  minerals. 

Contraindications:  Hypersensitivity  to 
any  component 

Warnings:  Not  for  pernicious  anemia  or 
other  megaloblastic  anemias  where  vita- 
min B,j  is  deficient.  Neurologic  involve- 
ment may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients 
with  vitamin  B,i  deficiency  who  receive 
supplemental  folic  acid  and  who  are  inade- 


quately treated  with  B l2. 

Precautions:  General  Certain  conditions  1 
may  require  additional  nutritional  supple 
mentation  During  pregnancy,  supplemei ' 
tation  with  vitamin  D and  calcium  may  b 
required.  Not  intended  for  treatment  of  ! 
severe  specific  deficiencies.  Information 
for  the  Patient:  Toxic  reactions  have  beer 
reported  with  injudicious  use  of  certain  ' 
vitamins  and  minerals.  Urge  patients  to 
follow  specific  dosage  instructions.  Keep1: 
out  of  reach  of  children  Drug  and  Treat - 1 
ment  Interactions  As  little  as  5 mg  pyri- 
doxine daily  can  decrease  the  efficacy  of  j 
levodopa  in  the  treatment  of  parkinson-  I 
ism.  Not  recommended  for  patients 
undergoing  such  therapy. 

Adverse  Reactions:  Adverse  reactions  ha 
been  reported  with  specific  vitamins  and  I 


<s> 


5,000,000  hospital 
patients  with 

infections.4  Many  are  ano- 
rectic and  may  have  a markedly 
reduced  food  intake.  Supplements 
are  often  provided  as  a prudent 
measure  because  the  vitamin  sta- 
tus of  critically  ill  patients  cannot 
be  readily  determined.3 


The  incalculable 
millions  on  calorie- 
reduced  diets.  Patients 

ingesting  1000  or  fewer  calories  per 
day  could  be  at  high  risk  because 
this  intake  may  not  supply  most 
nutrients  in  adequate  amounts 
without  supplementation.5 


Berocca  Plus 

A balanced  formula 
for  prophylactic  or 
therapeutic  nutritional 
supplementation. 

Berocca  Plus  Tablets  provide: 
therapeutic  levels  of  ascorbic  acid 
and  B-complex  vitamins;  supple- 
mental levels  of  biotin,  vitamins 
A and  E,  and  five  important  min- 
erals (iron,  chromium,  manganese, 
copper  and  zinc);  plus  magne- 
sium. Berocca  Plus  is  not  intended 
for  the  treatment  of  specific  vita- 
min and/or  mineral  deficiencies. 

Berocca  Plus, 

highly  acceptable  to 

patients,  has  virtually  no  odor 
or  aftertaste  and  is  economical. 
And  its  “Rx  only”  status  means 
more  physician  involvement,  bet- 
ter patient  compliance. 

References:  1 Shaw  S.  Lieber  CS:  Nutrition 
and  alcoholism,  chap  40,  in  Modern  Nutri- 
tion in  Health  and  Disease,  edited  by  Good- 
hart  RS.  Shils  ME  Philadelphia,  Lea  & 
Febiger,  1980.  pp  1220,  1237.  2.  Watkin 
DM:  Nutrition  for  the  aging  and  the  aged, 
chap  28,  in  Modern  Nutrition  in  Health  and 
Disease,  op.  cit  , p.  781.  3 Shils  ME,  Ran- 
dall HT:  Diet  and  nutrition  in  the  care  of 
the  surgical  patient,  chap.  36.  in  Modern 
Nutrition  in  Health  and  Disease,  op.  cit., 
pp  1084,  1089,  1114  4 Dixon  RE:  Ann 
Intern  Med  89  (Part  2):  749-753,  Nov  1978. 

5.  Committee  on  Dietary  Allowances, 
National  Research  Council:  Recommended 
Dietary  Allowances,  ed  9 Washington, 
National  Academy  of  Sciences,  1980.  p.  13 


minerals,  but  generally  at  levels  substan- 
tially higher  than  those  in  Berocca  Plus. 
However,  allergic  and  idiosyncratic  reac- 
tions are  possible  at  lower  levels.  Iron, 
even  at  the  usual  recommended  levels, 
has  been  associated  with  gastrointestinal 
intolerance  in  some  patients. 

Dosage  and  Administration:  Usual  adult 
dosage:  one  tablet  daily.  Not  recom- 
mended for  children  Available  on  pre- 
scription only. 

How  Supplied:  Golden  yellow,  capsule- 
shaped tablets — bottles  of  100. 

ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  New  Jersey  07110 


candidates  for 


Rx  ONLY 


THE  MULTIVITAMIN/MINERAL  FORMULATION 


Our  Home  Health  Care 
catalog  is  at  every 
Peoples  Drug  Store. 


TO  ORDER TTIMS 
CALL  1 50-0914 


MEDICARE  CAN  PAY  UP  TO  80%  ON  PURCHASE  OF 
CERTAIN  DURABLE  MEDICAL  EQUIPMENT  PRESCRIBED  BY  A DOCTOR 
(See  Page  29  for  further  information) 


For  your  patients’  convenience  in  ordering  the  items  they 
need  to  recover  from  an  accident  or  illness  at  home. 


For  ambulatory  equipment,  incontinence 
products,  ostomy  supplies,  orthopedic 
appliances  and  garments,  whirlpools,  sick 
room  needs,  convalescent  aids,  and  much 
more.  It's  all  available  through  a convenient 
catalog  at  the  prescription  counter  of  every 
Peoples  Drug  Store.  Order  in  person  or  by 
phone.  Major  items  can  be  purchased  or 
rented.  On  purchases,  delivery  is  available 
anywhere  in  the  United  States,  directly  to 
your  patient’s  home. ..or,  at  lesser  cost,  for 
pick-up  at  the  nearest  Peoples  Drug  Store. 


If  your  patients  are  located  in  the  northern 
Virginia  area,  they  can  visit  Peoples  Home 
Health  Care  Center  at  3535  S.  Jefferson  St. 
at  Leesburg  Pike  Plaza  in  Bailey’s  Crossroads, 
Virginia.  The  Center  has  private  fitting  and 
consultation  rooms.  With  certified  fitters 
and  trained  personnel  to  instruct  your 
patients  in  the  proper  use  of  each  item. 

If  you  would  like  a personal  copy  of  our 
catalog,  call  Peoples  Home  Health  Care 
Center  at  (703)  750-0914,  or  write  us  at  the 
above  address. 


*)  n ) 

PEOPLES  DRUG 


Home  Health  Care  Center 


LETTERS 


Medical  assistants’  membership 
yields  dividends  for  physicians 

Among  the  many  ancillary  personnel  who  help  us 
in  the  care  of  our  patients  and  the  conduct  of  our 
medical  practice  the  group  most  often  taken  for 
granted  are  our  office  medical  assistants,  be  they 
nurse,  secretary,  receptionist,  typist,  or,  quite  of- 
ten, jack-of-all-trades.  A close,  objective  look  at 
these  dedicated  helpers  would  reveal  just  how  im- 
portant they  are  to  us.  They  are  usually  the  point  of 
first  contact  with  your  patients,  and  they  are  your 
liaison  with  your  colleagues.  They  collect  the  fees 
owed  you,  file  insurance  forms,  type  your  letters, 
keep  your  patient  charts  in  order,  calm  worried 
patients — the  list  is  endless.  Their  ability,  attitude 
and  loyalty  to  you  determine  to  a considerable 
degree  how  you  practice  medicine  and  what  your 
patients  and  colleagues  think  about  you. 

The  American  Association  of  Medical  Assistants 
is  a national  organization  of  medical  assistants,  and 
in  Virginia  we  have  a state  chapter  and  a number  of 
local  chapters.  It  has  been  my  privilege  to  serve  as 
Physician  Advisor  to  our  county  chapter  for  five 
years  and  to  the  state  chapter  for  one  year.  I have 
been  continually  impressed  with  the  dedication 
these  AAMA  members  show  to  their  profession  and 
the  loyalty  and  admiration  they  have  for  their 
physician  employers.  Their  regular  meetings  always 
include  a presentation  on  either  clinical  or  adminis- 
trative aspects  of  medical  office  work,  and  members 
are  encouraged  to  obtain  certification  as  CMAs  or 
to  take  the  administrative  or  clinical  examinations 
given  by  the  National  Board  of  Medical  Examiners. 

I have  been  equally  impressed  with  how  few 
eligible  medical  assistants  belong  to  their  local  or 
state  chapters,  and  how  few  physicians  even  know 
about  AAMA.  I think  both  groups  are  missing  a 
superb  opportunity.  Every  physician  should  en- 
courage his  employees  to  join  the  AAMA.  He  will 
reap  the  benefits  of  having  assistants  more  dedicat- 
ed to  improving  skills,  more  in  tune  with  the  medi- 
cal community,  and  more  likely  to  approach  his 
office  tasks  with  enthusiasm  and  professionalism. 

This  year  the  Virginia  Chapter  of  AAMA  is 
pledged  to  increasing  its  membership,  and  I think 


every  physician  should  give  it  his  support.  I would 
like  to  suggest  you  give  this  page  to  your  assistants 
and  for  more  information  have  them  write  to  Mrs. 
Jaclyn  M.  Vergot,  President-Elect,  Virginia  State 
AAMA,  710  Nutley  Street,  Vienna,  Virginia  22180. 
I can  assure  you  that  you  will  be  glad  you  did. 

Richard  L.  Fields,  MI) 

8316  Arlington  Boulevard 
Fairfax  VA  2203 1 


Cancer  Institute  leader 
replies  to  Va  Med  editorial 

The  editorial  in  the  July  issue  of  Virginia  Medi- 
cal1 is  very  thoughtful  and  presents  an  accurate 
view  of  the  dilemma  associated  with  chemicals  and 
cancer.  However,  various  government  agencies, 
especially  the  National  Cancer  Institute,  are  at- 
tempting to  provide  reliable  information  on  some  of 
the  problems  he  mentioned. 

Over  15  years  ago,  the  National  Cancer  Institute 
initiated  a program  of  testing  various  environmental 
chemicals,  according  to  standardized  protocols,  for 
their  possible  carcinogenic  effect.  At  that  time,  this 
was  one  of  the  few  programs  to  test  compounds  in  a 
systematic  fashion.  This  program  has  been  trans- 
ferred to  the  National  Toxicology  Program,  which 
continues  to  investigate  chemicals  of  interest. 

Epidemiologic  studies  by  National  Cancer  Insti- 
tute personnel,  often  in  collaboration  with  various 
local  health  authorities,  have  pinpointed  areas  or 
occupations  at  higher  risk  of  developing  cancer. 
Although  such  studies  do  not  help  past  victims, 
they  may  show  where  greater  attention  to  protec- 
tive devices  or  containment  of  the  hazardous  mater- 
ial may  decrease  the  future  incidence  of  cancer. 
Other  efforts  supported  by  the  National  Cancer 
Institute  are  investigating  the  protective  action  of 
antioxidants  (some  used  as  food  additives),  natural 
food  constituents  as  present  in  certain  vegetables, 
and  dietary  fiber  in  inhibiting  cancer  in  model 
studies. 

Overall,  the  National  Cancer  Institute  is  attempt- 
ing, through  its  support  of  various  research  and 
control  activities,  to  prevent  cancer  and  to  pinpoint 


VOLUME  109 


VIRGINIA  MEDICAL/NOVEMBER  1982 


723 


carcinogenic  hazards  which  can  thus  be  controlled. 
However,  one  point  which  was  perhaps  omitted  in 
your  editorial  was  that  people  have  a responsibility 
to  themselves  to  adopt  a lifestyle  which  leads  to  less 
likelihood  of  developing  cancer.  Smoking,  exces- 
sive sunbathing,  and  excessive  drinking  are  person- 
al habits  which  are  associated  with  a greater  cancer 
risk.  Thus,  not  only  governmental  but  also  individ- 
ual actions  are  essential  in  the  prevention  of  cancer. 

Richard  H.  Adamson,  PhD 

Director,  Division  of  Cancer  Cause  and  Prevention 
National  Cancer  Institute,  Bethesda  MD  20205 

I.  Stefanini  M:  Of  chemicals  and  cancer,  of  mice  and 
men.  Va  Med  109:477-478,  1982. 

The  author  replies:  The  scientific  community  is 
quite  aware  of  the  valuable  efforts  of  the  National 
Cancer  Institute  in  detecting  environmental  chemi- 
cals that  are  potentially  carcinogenic.  These  are 
valuable  efforts,  based  on  careful  collection  and 
analysis  of  data  over  many  years  and  with  healthy 
self-criticism.  My  editorial  was  directed  to  a differ- 
ent problem,  the  premature  release  to  television, 
radio  and  print  media  of  reports  of  presumed  rela- 
tionships between  environmental  chemicals  and 
cancer.  Later,  these  claims  are  often  reported  or 
appear  to  be  untrue.  I believe  that  ground  rules 
should  be  set  for  review  of  such  reports  prior  to  any 
kind  of  dissemination.  Such  review  is  the  responsi- 
bility of  the  scientific  community,  possibly  under 
the  leadership  of  the  National  Cancer  Institute. 


Vitamin  and  mineral  abuse 
sparks  Roanoke  patient  education 

Late  in  1980,  some  physicians  of  the  Roanoke 
area  became  aware  of  the  great  number  of  their 
patients  who  were  receiving  misleading  information 
about,  and  paying  large  sums  of  money  for,  vita- 
mins and  minerals.  Some  people  were  found  to  be 
spending  $50  to  $250  per  month,  regularly,  on 
“organic”  vitamins  and  minerals.  A number  of 
chiropractors  and  dentists  and  even  a rare  physician 
seemed  to  have  fallen  prey  to  these  practices.  We 
observed,  as  others  have  before,  that  if  a patient 
had  fully  accepted  the  pseudo-scientific  information 
provided  by  the  vitamin  salesman,  it  was  hard  to 
change  the  patient’s  thinking. 


After  discussion  of  the  situation,  the  board  of 
directors  of  the  Roanoke  Academy  of  Medicine 
approved  the  preparation  of  a pamphlet  to  give 
detailed,  scientific  information  about  vitamins  and 
minerals.  The  information  for  the  pamphlet  was 
reviewed  by  a number  of  physicians  in  the  Roanoke 
area  as  well  as  by  Dr.  Munsey  Wheby  of  the 
University  of  Virginia  and  Dr.  Phillip  White,  scien- 
tific editor  at  the  American  Medical  Association. 

We  arranged  for  the  pamphlets  to  be  made  avail- 
able to  city  and  county  libraries  and  to  the  libraries 
of  public  and  private  schools  and  colleges.  Nurses, 
dentists  and  pharmacists  were  notified  of  the 
pamphlet's  availability,  and  organizations  such  as 
the  League  of  Older  Americans  were  given  copies 
of  it.  Copies  were  made  available  to  physicians;  to 
these  a page  was  added  listing  the  clinical  signs  and 
symptoms  of  vitamin  deficiency.  Fliers  describing 
the  pamphlets  were  sent  to  doctors’  offices;  these 
were  designed  so  they  could  be  placed  on  bulletin 
boards  or  in  examining  rooms,  alerting  patients  to 
the  availability  of  the  information. 

There  was  a newspaper  report  of  the  effort,  and  a 
television  program  on  the  topic  elicited  a big  re- 
sponse; 200  people  came  to  the  studio  to  obtain 
copies  of  the  information.  The  show's  moderator 
polled  the  staff  prior  to  the  program  and  was 
surprised  to  learn  that  more  than  half  of  them  were 
taking  vitamins. 

We  believe  that  this  educational  effort  could 
easily  be  copied  by  physicians  in  other  localities, 
and  we  feel  that  the  combination  of  newspaper, 
television,  and  fliers  is  a good  way  to  call  the 
public’s  attention  to  the  problem  and  the  informa- 
tion developed  to  meet  it.  We  feel  that  the  arrange- 
ment with  the  libraries  is  probably  the  most  effec- 
tive method  of  providing  the  information,  which  we 
will  review  and  bring  up-to-date  at  least  yearly. 

Michael  J.  Moore,  MD 

1802  Braeburn  Drive 
Salem  VA  24153 

Editors’  Note:  Dr.  Moore  fails  to  mention  that  he 
was  chairman  of  the  Roanoke  Academy's  Commit- 
tee on  Vitamin  Information  for  the  Public  and  in 
that  capacity  compiled  most  of  the  information  for 
the  pamphlet  on  vitamins  and  minerals.  Dr.  Moore 
has  contributed  to  Virginia  Medical  several  arti- 
cles that  demonstrate  his  particular  concern  for 
patient  education,  especially  as  to  diet. 
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THANK  YOU  FOR  YOUR  SUPPORT 


Heritage  Associates,  Inc.  was  formed  in  1974  to  purchase,  manage  and  ultimately  sell  for  a 
profit,  income-producing  properties.  Since  our  beginning,  we  have  purchased  over  60  million 
dollars  worth  of  income-producing  properties  involving  21  apartment  and  intowner  motel  com- 
plexes, encompassing  3,832  units.  Our  1982  acquisitions  include  the  Sheraton  Patriot  Inn  located  in 
Williamsburg,  Virginia.  In  1979,  we  expanded  our  operations  to  include  oil  and  gas  drilling.  Our 
energy  programs  have  grown  to  include  drilling  operations  in  three  states.  Our  energy  programs 
range  from  4 well  developmental,  to  deep  exploratory  prospects.  Our  1982  energy  programs 
include  the  drilling  of  a 21  thousand  foot  exploratory  prospect  in  Texas.  We  made  the  decision  to 
participate  in  this  drilling  operation  because  this  prospect  will  constitute  one  of  the  largest  ex- 
ploratory projects  undertaken  by  the  industry  anywhere  in  the  world  in  1982.  I would  like  to  thank 
those  of  you  we  have  worked  with  for  all  your  support,  and  look  forward  to  meeting  those  of  you 
we  have  not  yet  met.  We  are  firmly  committed  to  offering  investment  programs  to  our  clients  which 
keep  pace  with  inflation  and  taxation  and  hold  economic  merit  without  regard  to  any  tax  benefits. 


Sincerely, 

~~R 


Reza  M.  Valad 
President 


Heritage  Associates,  Inc. 

Brookfield/Southern  States  Building/6606  West  Broad  Street,  23230/(804)  285-7811 


Your  office  systems 
^-^^rnoy  not  be  in  good  condition. 

They  may  even  be  sick. 

Now's  the  time  to  find  out.  Don't  get  anything  less  than  the  best 
professional  opinion  on  computer  automation  systems  and 
office  procedures.  Get  the  FACS*.  We  promise  to  moke  it 
painless. 

/ The  Best  Medical  Package  . . .Hardware  and  Software 
/ The  Best  Price  . . . Most  Cost  Effective  Systems 
/ The  Best  Local  Support.  We're  there  when  you  need  us. 

Call  us  COLLECT  (That's  just  the  first  benefit  you'll  realize). 


CROUP 


*Functional  Accounting  and  Control  Systems,  Jnc. 

Main  Street  Centre  • Suite  402 
629  East  Main  Street*  Richmond,  Virginia  23219 
Telephone  (804)  644-FACS 


LINK 

HARBOUR 

condomimum 
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The  Link  Harbour  Condominium  is  a luxury  residential  resort  just  five 
blocks  from  Virginia  Beach's  cool  oceanfront,  yet  it  is  neatly  secluded  in  a 
waterfront  setting. 

Enjoy  a carefree  lifestyle  with  all  the  amenities  of  a custom-built  home. 
Solariums,  fireplaces  and  optional  boat  slips  enhance  a contemporary  style. 

An  award  winning  solar  design  and  exceptional  quality  construction  by 
Salasky  and  Sedel  make  Link  Harbour  an  excellent  value.  Prices  and  terms  start 
from  $89,500  with  I0y2%  30  year  ARM  financing. 


LINK 

HARBOUR 


MODELS  LOCATED  AT: 


100  Pinewood  Road 
Just  off  Laskin  Road 


For  a FREE  colorful  brochure  and 
more  information  write  or 

Call  COLLECT: 

(804)  422-8839 
OPEN  9-5  DAILY 


10-YEAR  HOME  BUYER 
►O** OWMH5  «W(ANr'  PROTECTION  PLAN 


Exclusive  Sales  bv 
SEDEL  AND  ASSOC  REALTY 
414  25th  Street 
Virginia  Beach.  Va.  23451 
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No  one  would  think  of  practicing  medicine  with 
his  grandfather’s  instruments,  yet  many  practices 
are  trying  to  meet  today’s  complex  bookkeeping 
and  reporting  requirements  with  the  same  tools 
that  were  used  in  grandfather’s  day.  The  result,  of 
course,  is  less  time  spent  practicing  medicine 
because  your  business  office  is  bogged  down  in 
paperwork.  And  you  never  get  the  practice 
analysis  information  you  need  to  make  informed 


BASMED.  the  automated  medical  practice 
management  system  from  BAS,  has  proven  itself 
in  practice  after  practice.  BASMED  automates  all 
the  usual  billing  and  insurance  functions,  but  it 
does  more  than  that.  It  provides  you  with  the 
information  you  need  to  make  vital  practice 
management  decisions. 

Call  our  toll  free  number  for  more  information 
about  BASMED. 


decisions. 

business  application  systems,  inc. 


dept  j 

7334  chapel  hill  road 
raleigh,  n.c.  27607 
(919)  851-8512 
(800)  334-7010  (except  NC) 


AUTHORIZED 
DEAL £R 

Texas  Instruments 

compuT€P  svsTCjns 


AT  BAS, 

OLD-FASHIONED  INTEGRITY 
IS  THE 

BENCHMARK 

FOR  TODAY’S  TECHNOLOGY 


MEETINGS 


November  16 

Depression:  Its  Causes  and  Cures  (Norfolk  and  Ports- 
mouth Psychiatric  Centers),  Portsmouth.  Lila  Howland, 
Portsmouth  Psychiatric  Center,  301  Fort  Lane,  Ports- 
mouth VA  23704,  (804)  393-0061. 

November  17 

Radiology  Advances  for  the  Clinician — 16th  Annual  Wil- 
liam R.  Whitman  Memorial  Lecture  (Lewis-Gale  Medical 
Foundation),  Salem.  Gail  L.  Feick,  PO  Box  44,  Salem 
VA  24153. 

November  18 

Annual  Cancer  Program:  Breast  Cancer  (Roanoke  Me- 
morial Hospital),  Roanoke.  William  H.  McAfee,  DEd. 
Roanoke  Memorial  Hospital,  Roanoke  VA  24033,  (703) 
981-7228. 

November  19-20 

Clinical  Gastroenterology  for  Primary  Care  Physicians 

(University  of  Maryland),  Baltimore.  Program  of  Con- 
tinuing Education,  School  of  Medicine,  10  S.  Pine  St., 
Baltimore  MD  21201,  (301)  528-3956. 

November  21 

Management  of  Gastrointestinal  Disorders  in  the  Elderly 

(Medical  College  of  Virginia  School  of  Pharmacy),  Roa- 
noke. Werner  Lowenthal,  Box  581  MCV  Station.  Rich- 
mond VA  23298,  (804)  786-0334. 

November  21-22 

Annual  Meeting  of  the  Society  for  Ear,  Nose  and  Throat 
Advances  in  Children,  Toronto.  Jacob  Freedberg,  MD,  99 
Avenue  Rd.,  Ste.  207,  Toronto,  Ontario,  Canada 
M5R2G5. 

December  2-3 

Pathogenesis  and  Treatment  of  Idiopathic  Pulmonary  Fi- 
brosis (Johns  Hopkins  University),  Baltimore.  16  credit 
hrs.  Fee,  $190.  Program  Coordinator  of  CME,  720  Rut- 
land Ave.,  Baltimore  MD  21205,  (301)  955-6046. 

December  3-4 

Ob/Gyn  Update:  Genetics,  Endocrinology  and  Perinatology 

(University  of  Maryland),  Baltimore.  Office  of  CME,  10 
S.  Pine  St.,  Baltimore  MD  21201,  (301)  528-3956. 

December  3-5 

Neurologic  Problems  of  Infancy  and  Childhood  (Eastern 
Virginia  Medical  School),  Williamsburg.  12  credit  hrs. 
James  E.  Etheridge,  Jr.,  MD,  (804)  446-5942. 


December  4 

Tenth  Annual  Symposium  in  Geriatrics  (Johns  Hopkins 
University  and  Baltimore  City  Hospitals),  Baltimore.  5Vz 
credit  hrs.  Fee,  $40.  Program  Coordinator  of  CME,  720 
Rutland  Ave.,  Baltimore  MD  21205,  (301)  955-6046. 

December  4 

Treatment  Advances  in  Primary  Breast  Cancer  (Universi- 
ty of  Virginia),  Charlottesville.  Wei  Li  Fane,  DLD,  Box 
334,  UVa  Medical  Center,  Charlottesville  VA  22908. 
(804)  924-2563. 

December  4-5 

Advanced  Trauma  Life  Support  Provider  Course  (Virginia 
Committee  on  Trauma,  American  College  of  Surgeons, 
and  Eastern  Virginia  Medical  School),  Tidewater  Cardiac 
Support  Training  Center,  Norfolk.  C.  William  Schwab, 
MD,  (804)  628-3868. 

December  9 

Update  in  Dementia  (Johns  Hopkins  University),  Balti- 
more. Program  Coordinator  of  CME,  720  Rutland  Ave., 
Baltimore  MD,  21205,  (301)  955-6046. 

December  9-11 

Real-Time  Ultrasound  in  Pediatrics  (Bowman-Gray 
School  of  Medicine),  Winston-Salem,  North  Carolina.  20 
credit  hrs.  James  F.  Martin,  300  S.  Hawthorne  Rd., 
Winston-Salem  NC  27103,  (919)  748-4505. 

December  11 

Second  Saturday  Symposium:  General  Surgery  (Eastern 
Virginia  Medical  School),  Norfolk.  Robert  L.  Cassidy, 
EVMS,  PO  Box  1980,  Norfolk  VA  23501. 

January  9-14 

Sports  and  Ski  Medicine  Symposium  (Dr.  Robert  P. 
Nirschl/Virginia  Sports  Medicine  and  Rehabilitation  Cen- 
ter/Medical Sports,  Inc.),  Steamboat  Springs,  Colorado. 
23  Cat.  I credits.  Fee:  MDs,  $295:  others,  $225.  Dr. 
Nirschl,  3801  Fairfax  Drive,  Arlington  VA  22203,  (703) 
525-2200. 

January  20-23 

Annual  Meeting,  Neurosurgical  Society  of  the  Virginias, 

Hot  Springs.  Robert  P.  Singer.  MD,  7702  Parham  Road. 
Richmond  VA  23229,  (804)  270-9090. 

January  22 

Pediatric  Asthma  and  Allergy  (Johns  Hopkins),  Balti- 
more. 7 hrs.  credit.  Fee:  $100.  Carlita  M.  Kearney,  720 
Rutland  Ave.,  Baltimore  MD  21205,  (301)  955-3168. 
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When  your  overweight  patients  seek  your 
help  with  a weight  reduction  plan... 


The  benefits  will 
outweigh  the  risks 
when  you  prescribe 


MELFIAT105 


Because  MELFIAT 105 
effectively  controls  appetite. 

MELFIAT  105  (phendimetrazine 
tartrate),  an  effective  anorexiant, 
provides  the  appetite  control  over- 
weight patients  often  need  to  begin  a 
successful  program  of  weight  reduc- 
tion. And  the  positive  results  of 
initial  short-term  therapy  with 
MELFIAT  105  can  help  motivate 
them  to  a lifelong  commitment  of 
weight  control. 

Because  MELFIAT  105  has  a 
3.7  hour  half-life  and  low  abuse 
potential. 

Therapeutic  efficacy  combined  with 
a short  half-life  and  minimal  abuse 
potential  make  MELFIAT  105  the 
drug  of  choice  in  the  treatment 
of  exogenous  obesity.  Because 
MELFIAT  105  has  a short  half-life, 
it  minimizes  drug  accumulation  and 
helps  to  eliminate  such  effects  as  dis- 
turbed sleep  patterns.  And,  because 
MELFIAT  105  has  significantly 
lower  abuse  potential  than  the 
amphetamines!  there’s  less  risk  to 
your  patients.  According  to  a NIDA 
(National  Institute  on  Drug  Abuse) 
report,  phendimetrazine  appears  to 
be  the  least  abused  anorexiant  when 
compared  to  phentermine  and 
diethylpropion! 


Half-life  comparison  of  MELFIAT  105  and  other  anorexiants2 

, MELFIAT  105 

nrs  (phendimetrazine  tartrate) 

diethylpropion  8 hrs 

phentermine  20  hrs 


10 

HALF  LIFE  (HOURS) 


Because  MELFIAT  105  is  in  a 
sustained -release  capsule. 
MELFIAT  105  provides  your 
patients  with  continuous  drug  deliv- 
ery for  appetite  control  that  lasts 
throughout  the  day  and  helps  to 
eliminate  compulsive  snacking  and 
overeating  at  meals.  In  addition,  the 
sustained -release  capsule  form 
maintains  more  constant  blood 
levels  of  MELFIAT  105. ..without 
peaks  and  valleys. 

Because  MELFIAT  105  offers 
convenient,  once-a-day  dosage. 
MELFIAT  105  is  available  in  a con- 
venient capsule  containing  105  mg. 
The  simple  morning  dosage  regimen 
is  designed  to  encourage  compliance, 
minimizing  the  chance  of  missed 
doses  and  assuring  optimum  thera- 
peutic results. 

Because  MELFIAT  105  is  from 
Reid -Provident  Laboratories,  Inc. 

Reid -Provident  has  the  highest  stan- 
dards of  quality  to  assure  that  only 
the  finest  products  reach  you.  An 
advisory  board  of  research  scientists, 
physicians,  pharmacists,  and  other 
technical  staff  continually  review 
existing  products  and  new  product 
proposals  to  make  sure  that  the  lat- 
est pharmaceutical  technology  is 
used  in  their  design  and  manufacture. 
That’s  because  Reid -Provident  is 
committed  to  you  and  your  patients. 

For  more  information  please  write  to 
Reid -Provident  Laboratories,  Inc. 

640  Tfenth  Street,  N.W. 

Atlanta,  Georgia  30318 

References:  1.  Sheu  YS,  Ferguson  JA,  Cooper 
■JR : Evaluation  of  the  A huse  Liability  of  Diethyl- 
propion, Phendimetrazine,  and  Phentermine, 
unclassified  document  ADAMHA,  HHS.  Office 
of  Medical  and  Professional  Affairs,  NIDA,  1980. 

2.  Douglas  JG,  Munro  JF:  The  role  of  drugs  in  the 
treatment  of  obesity,  Drugs  21:362-373, 1981. 


MELFIAT105 

UNICELLESG 

(phendimetrazine  tartrate) 
Sustained-Release  Capsules  105  mg 


MELFIAT"  105  UNICELLES"  ® 

(phendimetrazine  tartrate)  105  mg  Sustained-Release  Capsules 
INDICATIONS  AND  USAGE:  Melfiat®  105  (phendimetrazine 
tartrate)  is  indicated  in  the  management  of  exogenous  obe 
sity  as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of 
weight  reduction  based  on  caloric  restriction.  The  limited 
usefulness  of  agents  of  this  class  (See  CLINICAL  PHARMA 
COLOGY)  should  be  measured  against  possible  risk  factors 
inherent  in  their  use  such  as  those  described  below 
CONTRAINDICATIONS:  Advanced  arteriosclerosis,  sympto 
matic  cardiovascular  disease,  moderate  to  severe  hyperten 
sion,  hyperthyroidism,  known  hypersensitivity,  or  idiosyncrasy 
to  the  sympathomimetic  amines,  glaucoma.  Agitated  states. 
Patients  with  a history  of  drug  abuse.  During  or  within 
14  days  following  the  administration  of  monoamine  oxidase 
inhibitors  (hypertensive  crises  may  result). 

WARNINGS:  Tolerance  to  the  anorectic  effect  usually  devel 
ops  within  a few  weeks.  When  this  occurs,  the  recommended 
dose  should  be  discontinued.  Phendimetrazine  tartrate  may 
impair  the  ability  of  the  patient  to  engage  in  potentially  haz 
ardous  activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned 
accordingly. 

Drug  Dependence:  Phendimetrazine  tartrate  is  related  chem 
ically  and  pharmacologically  to  the  amphetamines.  Amphet- 
amines and  related  stimulant  drugs  have  been  extensively 
abused,  and  the  possibility  of  abuse  of  phendimetrazine  tar 
trate  should  be  kept  in  mind  when  evaluating  the  desirability 
of  including  a drug  as  part  of  a weight-reduction  program. 
Abuse  of  amphetamines  and  related  drugs  may  be  associated 
with  intense  psychological  dependence  and  severe  social  dys- 
function. There  are  reports  of  patients  who  have  increased 
the  dosage  to  many  times  that  recommended.  Abrupt  cessa- 
tion following  prolonged  high-dosage  administration  results  in 
extreme  fatigue  and  mental  depression;  changes  are  also 
noted  on  the  sleep  EEG,  manifestations  of  chronic  intoxica 
tion  with  anorectic  drugs  include  severe  dermatoses,  marked 
insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  or  chronic  intoxication  is  psy- 
chosis, often  clinically  indistinguishable  from  schizophrenia. 
USAGE  IN  PREGNANCY:  The  safety  of  phendimetrazine  tar 
trate  in  pregnancy  and  lactation  has  not  been  established. 
Therefore,  phendimetrazine  tartrate  should  not  be  taken  by 
women  who  are  or  may  become  pregnant. 

USAGE  IN  CHILDREN:  Phendimetrazine  tartrate  is  not  recom 
mended  for  use  in  children  under  12  years  of  age, 

PRECAUTION:  Caution  is  to  be  exercised  in  prescribing  phen- 
dimetrazine tartrate  for  patients  with  even  mild  hyperten- 
sion. Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  phendimetrazine  tar 
trate  and  the  concomitant  dietary  regimen.  Phendimetrazine 
tartrate  may  decrease  the  hypotensive  effect  of  guanethi- 
dine.  The  least  amount  feasible  should  be  prescribed  or  dis- 
pensed at  one  time  in  order  to  minimize  the  possibility  of 
overdosage. 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycar 
dia,  elevation  of  blood  pressure. 

Central  Nervous  System:  Overstimulation,  restlessness,  dizzi 
ness,  insomnia,  euphoria,  dysphoria,  tremor,  headache;  rarely 
psychotic  episodes  at  recommended  doses. 

Gastrointestinal:  Dryness  of  the  mouth,  unpleasant  taste, 
diarrhea,  constipation,  other  gastrointestinal  disturbances. 
Allergic:  Urticaria 

Endocrine:  Impotence,  changes  in  libido. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  with 
phendimetrazine  tartrate  include  restlessness,  tremor, 
hyperreflexia,  rapid  respiration,  confusion,  assaultiveness, 
hallucinations,  panic  states. 

Fatigue  and  depression  usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hypertension  or 
hypotension  and  circulatory  collapse.  Gastrointestinal  symp- 
toms include  nausea,  vomiting,  diarrhea,  and  abdominal 
cramps.  Fatal  poisoning  usually  terminates  in  convulsions 
and  coma.  Management  of  acute  phendimetrazine  tartrate 
intoxication  is  largely  symptomatic  and  includes  lavage  and 
sedation  with  a barbiturate.  Experience  with  hemodialysis  or 
peritoneal  dialysis  is  inadequate  to  permit  recommendation 
in  this  regard.  Acidification  of  the  urine  increases  phendt 
metrazine  tartrate  excretion.  Intravenous  phentolamine 
(Regitine)  has  been  suggested  for  possible  acute,  severe 
hypertension,  if  this  complicates  phendimetrazine  tartrate 
overdosage. 

DOSAGE  AND  ADMINISTRATION:  Since  Melfiat*  105  (phendi 
metrazine  tartrate)  105  mg  is  a sustained-release  dosage 
form,  limit  to  one  sustained  release  capsule  in  the  morning. 
Melfiat*  105  (phendimetrazine  tartrate)  is  not  recom 
mended  for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED:  Each  orange  and  clear  sustained-release 
capsule  contains  105  mg  phendimetrazine  tartrate  in  bottles 
of  100. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 


Copyright  i 1982  Reid-Provident  Laboratories,  Inc.  All  rights  reserved.  April,  1982 


Reid  Provident  Laboratories,  Inc. 
Atlanta,  Georgia  30318 


NEW 

MEMBERS 


Albemarle  County  Medical  Society 
Walter  B.  Beverly,  MD,  Family  Practice,  Box  425,  Stan- 
dardsville  VA  22973 

Steven  A.  Newman,  MD,  Ophthalmology/Neurology,  102 
Oak  Forest  Circle  Drive,  Charlottesville  VA  22901 

Alexandria  Medical  Society 

A.  Roy  Heron,  Jr.,  MD,  Family  Practice,  3701  S.  George 
Mason  Drive,  Falls  Church  VA  22401 
Tanya  J.  Korkosz,  MD,  Psychiatry,  614  South  Columbus 
Street,  Alexandria  VA  22314 

Arlington  County  Medical  Society 
Harry  F.  Ervine,  Jr.,  MD,  Obstetrics/Gynecology,  3321 
Sydenham  Street,  Fairfax  VA  22031 
James  S.  Panagis,  MD,  Orthopedic  Surgery,  PO  Box  564, 
Great  Falls  VA  22066 


Augusta  County  Medical  Society 

Douglas  B.  Degen,  MD,  Internal  Medicine,  Staunton 
Medical  Center,  Staunton  VA  24401 

Roger  D.  Tims,  MD,  Emergency  Medicine,  809  Fairway, 
Waynesboro  VA  22980 

Fairfax  County  Medical  Society 

Edmundo  G.  Morales,  MD,  Emergency  Medicine,  9004 
Glenn  Court,  Fairfax  VA  22030 

Fredericksburg  Area  Medical  Society 

Sam  B.  Heard,  MD,  Emergency  Medicine,  601  Lendall 
Lane,  Fredericksburg  VA  22405 

Hanover  County  Medical  Society 

John  P.  Sherrod,  MD,  Family  Practice,  Box  98,  Beaver- 
dam  VA  23015 


THE  HARD  PART 
COmES  AFTER  THE  DETOX 


Our  nationally  recognized  Alcoholism  Treatment  Program  at 
The  Arlington  Hospital  is  fully  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  We  are  successful  because  we  offer  a total 
treatment  program,  including: 

• 21-28  day  inpatient  treatment  including  detoxification 

• Separate  adolescent  program  for  patients  ages  13-18 

• Professional  counseling  staff 

• Primary  nursing  care 

• 1 5-week  aftercare  group  treatment 

• One-year  aftercare  follow-up 

For  an  informative  brochure  and  rate  information,  call  or  write: 

Alcoholism  Treatment  Program  Charles  G Smith,  M.D. 


© 


The  Arlington  Hospital 

1701  North  George  Mason  Drive 
Arlington,  Virginia  22205 
703/558-6536 


Medical  Director 
Morris  A.  Hill,  M.H.S. 
Program  Director 


The  Arlington  Hospital  is  a 350-bed  nonprofit  institution,  extending  a 
commitment  in  community  health  care. 
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Norfolk  Academy  of  Medicine 

Donald  C.  Edelheit,  MD,  Internal  Medicine,  5301  Provi- 
dence Road,  Virginia  Beach  VA  23464 
Richard  M.  Fornadel,  MD,  Pediatrics,  5121  Greenwich 
Road,  Virginia  Beach  VA  23462 
Zarine  Mistry,  MD,  Internal  Medicine,  106  Gary  Player 
Road,  Portsmouth  VA  23701 
Franklin  G.  Morgan,  Jr.,  MD,  Obstetrics/Gynecology, 
1042  South  Lexan  Crescent,  Norfolk  VA  23508 

Richmond  Academy  of  Medicine 

Mark  C.  Dooley,  MD,  Internal  Medicine/Gastroenterol- 
ogy, 900  North  Hamilton  Street,  Richmond  VA  23221 
H.  Thompson  Mann,  MD,  Family  Practice,  1617  Monu- 
ment Avenue,  Richmond  VA  23220 
Gerald  W.  Zaidman,  MD,  Ophthalmology,  809  North 
Tilden  Street,  Richmond  VA  23221 


Southside  Virginia  Medical  Society 

David  M.  Neifeld,  Family  Practice,  301  West  Broadway, 
Hopewell  VA  23860 

Tri-County  Medical  Society 

David  R.  Foreman,  MD,  Pulmonary  Diseases/Internal 
Medicine,  707  Gittings  Street,  Suffolk  VA  23434 

Virginia  Beach  Medical  Society 

Don  H.  Bivins,  MD,  Neurology,  1012  First  Colonial  Road, 
Virginia  Beach  VA  23454 

John  G.  Kenerson,  MD,  Cardiology,  1060  First  Colonial 
Road,  Virginia  Beach  VA  23451 

Michael  S.  Steinberg,  MD,  Oncology/Hematology,  1756 
Sir  William  Osier  Drive,  Virginia  Beach  VA  23454 

Tommy  Sun,  MD,  Family  Practice,  3386  Holland  Road, 
Virginia  Beach  VA  23452 


THE 

NATIONAL 

CHILDREN’S  REHABILITATION  CENTER 

a psychiatric  facility  for  children  and  adolescents 
accredited  by  JCAH  licensed  by  the  Commonwealth  of  Virginia 

The  Center  provides  a treatment  program  for  those  children  and  adolescents  who 
no  longer  need,  or  do  not  need,  an  acute-care  setting  but  require  ongoing  24-hour 
treatment  and  structure.  An  individual  treatment  plan  is  developed  for  each  patient, 
including  individual  and  group  therapy,  family  therapy  if  indicated,  and  a complete 
educational  and  activities  program. 

Bernard  Haberlein,  Blair  Jamarik,  M.D.,  Daniel  Steck  Riley, 

Executive  Director  Clinical  Director  Admissions  Director 

For  more  detailed  information  contact 
The  National  Children’s  Rehabilitation  Center 

301  Childrens  Center  Road,  Leesburg,  Virginia  22075,  (703)  777-3485 
a non-profit  corporation 
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For  Some  Patients  . . . 

THERE’S  NO  PLACE 
LIKE  HOME 


HomeCall  can  help 
patients  stay  where 
they  will  feel  better, 
at  ease,  and  in  a familiar 
and  comforting 
environment — Home . 

HomeCall  provides 
professional  home  health 
care  and  home  support 
services  to  anyone 
requiring  help. 

Homebound  patients 
in  need  of  nursing  care, 
physical,  speech  or 
occupational  therapy, 
medical  social  work, 
personal  care  or  health 
aide  services  can  be  so 
served. 

HomeCall’s  staff  of 
professionals  can  provide 
home  health  care  seven 
days  a week,  24  hours  a 
day. 


Some  patients  need 
companionship,  help  in 
maintaining  their  homes 
or  yards,  transportation 
for  shopping  or  errands. 

Some  patients  may 
only  need  attendant 
services.  HomeCall  serves 


as  an  extension  of  the 
family  where  there  may  be 
no  family  help  available. 

Patients  should  know 
that  HomeCall  is  a 
certified  home  health 
agency  and  the  cost  of 
many  of  our  services  are 


covered  by  Medicare, 
Medicaid,  and  private 
health  insurances. 

MEDICARE  PAYS  100% 
FOR  QUALIFYING 
HOME  HEALTH  CARE 
VISITS. 

Need  some  help? 
HomeCall  may  be  the 
answer  you’ve  been 
looking  for. 

For  more  information 
feel  free  to  contact  the 
HomeCall  office  nearest 
you,  as  shown  below. 

Make 
HomeCall 
your  next 
prescription. 


HomeCall  of 
Harrisonburg,  Inc. 

70  South  High  Street 
Harrisonburg,  VA  22801 
(703)  434-1345 

Waynesboro  Office 
504  Oak  Ave. 
Waynesboro,  VA  22980 
(703)  943-5457 


HomeCall  of  Southwest 

Virginia 

319  First  St. 

Radford,  VA  24 14 1 
(703) 731-1929 

Winchester 

105  North  Loudoun  Street 
Winchester,  VA  22601 
(703) 667-8750 


Gaithersburg 
Professional  Center 
19271  Montgomery 
Village  Ave. 

Gaithersburg,  MD  20879 
(301)926-1600 


© 1982,  HomeCall,  Inc 


VIRGINIA  SPECIALTY  OFF1CEKS 


Virginia  Allergy  Society 

President:  Burton  A.  Moss,  MD.  1 12  East  Little  Creek  Road,  Norfolk  VA  23505 
Secretary:  Herman  H.  Pinkerton,  Jr.,  MD,  Johnston-Memorial  Hospital,  Abingdon  VA  24210 
Executive  Secretary:  Donna  Strawderman,  4205  Dover  Road.  Richmond  VA  23221 

Virginia  Society  of  Anesthesiologists 

President:  Richard  Keenan,  MD,  Box  695,  MCV  Station.  Richmond  VA  23298 

Secretary:  Cosmo  DiFazio,  MD,  University  of  Virginia  Medical  Center,  Richmond  VA  22908 

Administrative  Officer:  John  A.  Hinckley,  PO  Box  11083,  Richmond  VA  23230 

Virginia  Dermatological  Society 

President:  Kenneth  E.  Greer,  MD,  University  of  Virginia  Medical  Center,  Charlottesville  VA  22908 
Secretary:  David  M.  Pariser,  MD,  406  Medical  Tower,  Norfolk  VA  23507 

Virginia  Chapter,  American  College  of  Emergency  Physicians 
President:  Joseph  L.  Dunford,  MD,  2013  Grove  Avenue,  Richmond  VA  23220 
Secretary:  Dennis  F.  Koziol,  MD,  1005  Ditchley  Road,  Virginia  Beach  VA  23451 
Executive  Director:  Miss  Gwen  E.  Messier,  PO  Box  317,  Highland  Springs  VA  23705 

Virginia  Academy  of  Family  Physicians 

President:  Benjamin  E.  Norfleet,  MD,  13347  Warwick  Boulevard,  Newport  News  VA  23602 
Secretary:  Alvin  J.  Ciccone,  MD,  5205  Colley  Avenue,  Norfolk  VA  23508 
Executive  Director:  Thomas  T.  Vinson,  Jr.,  4211  Dover  Road,  Richmond  VA  23221 

Virginia  Gastroenterological  Society 

President:  Alvin  Zfass,  MD,  Box  908.  MCV  Station,  Richmond  VA  23298 

Secretary:  A.  Sidney  Barritt  111,  MD,  Department  of  Medicine,  Veterans  Administration  Hospital,  Salem  VA  24153 
Virginia  Society  of  Hematology 

Program  Chairman:  Peter  Quesenberry,  MD.  Box  502,  University  of  Virginia  Medical  Center,  Charlottesville  VA  22908 
Secretary:  Nancy  B.  McWilliams,  MD,  Box  121,  MCV  Station.  Richmond  VA  23298 

Virginia  Society  of  Internal  Medicine 

President:  Gary  E.  Glontz,  MD,  1603  Franklin  Road,  SW,  Roanoke  VA  24016 
Secretary:  John  W.  Knarr,  MD,  810  Prospect  Avenue,  Pulaski  VA  24301 
Executive  Secretary:  Cynthia  Heide,  PO  Box  6264.  Norfolk  VA  23508 

Virginia  Neurological  Society 

President:  Harold  L.  Riley  III,  MD,  1933  Thomson  Drive.  Lynchburg  VA  24501 
Secretary:  William  O.  Harris,  MD,  500  J.  Clyde  Morris  Boulevard.  Newport  News  VA  23601 

Neuropsychiatric  Society  of  the  Virginias 

President:  Ruth  B.  Weeks,  MD,  1224  West  Main  Street,  Suite  501,  Charlottesville  VA  22903 
Secretary:  David  B.  Kruger,  MD.  160  Newtown  Road,  Suite  409.  Virginia  Beach  VA  23462 
Executive  Secretary:  Annette  S.  Boutwell,  PO  Box  10387.  Raleigh  NC  27605 

Neurosurgical  Society  of  Virginia 

President:  Italo  Rinaldi,  MD,  11  Bruton  Avenue,  Newport  News  VA  23601 
Secretary:  Robert  Singer,  MD,  7702  Parham  Road,  Richmond  VA  23229 

Virginia  Obstetrical  and  Gynecological  Society 

President:  David  W.  Branch,  MD,  2037  Crystal  Spring  Avenue  SW,  Roanoke  VA  24014 

Secretary:  Thomas  A.  Wash,  MD,  12511  Warwick  Boulevard,  Newport  News  VA  23606  continued  over 
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Virginia  Occupational  Medical  Association 

President:  Samuel  A.  Powers,  MD,  Naval  Regional  Medical  Center,  Building  206,  Portsmouth  VA  23708 
Secretary:  Robert  D.  Keeling,  MD,  1951  Reymet  Road,  Richmond  VA  23237 

Virginia  Society  of  Ophthalmology  and  Otolaryngology 

President:  Bernard  H.  Zeavin,  MD,  5055  Seminary  Road,  Alexandria  VA  22311 
Secretary:  Claiborne  G.  Whitworth  III,  MD,  1005  East  High  Street,  Charlottesville  VA  22901 
Executive  Secretary:  Donna  Strawderman,  4205  Dover  Road,  Richmond  VA  23221 

Virginia  Orthopaedic  Society 

President:  William  T.  Johnstone,  MD,  4315  Grove  Avenue,  Richmond  VA  23221 
Secretary:  Curtis  V.  Spear,  Jr.,  MD,  400  Gresham  Drive,  Norfolk  VA  23507 

Virginia  Society  for  Pathology 

President:  H.  Lee  Griffin,  MD,  Petersburg  General  Hospital,  Petersburg  VA  23803 
Secretary:  David  K.  Wiecking,  MD,  9 North  14th  Street,  Richmond  VA  23219 

Virginia  Chapter,  American  Academy  of  Pediatrics  and  the  Virginia  Pediatric  Society 
Chapter  Chairman:  Douglas  E.  Pierce,  MD,  1201  Third  Street  SW,  Roanoke  VA  24016 
Secretary:  Delosa  A.  Young,  MD,  8316  Traford  Lane,  Springfield  VA  22152 
Executive  Director:  Betty  G.  Prentice,  1001  East  Main  Street,  Suite  210,  Richmond  VA  23219 

American  College  of  Physicians,  Virginia 

Governor:  James  M.  Moss,  MD,  1707  Osage  Street,  Alexandria  VA  22302 
Secretary:  Donald  M.  Poretz,  MD,  8318  Arlington  Boulevard,  Fairfax  VA  22030 

Virginia  Society  of  Plastic  and  Reconstructive  Surgeons 

President:  Willcox  Ruffin,  Jr.,  MD,  41 1 Medical  Tower,  Norfolk  VA  23507 

Secretary:  Glenn  H.  Shepard,  MD,  314  Main  Street,  Newport  News  VA  23601 

Virginia  Chapter,  American  Association  of  Public  Health  Physicians 
President:  John  R.  Tietjen,  MD,  PO  Box  2081,  Petersburg  VA  23803 

Secretary:  Joanna  Hackman  Harris,  MD,  PO  Box  1011,  1900  Thomson  Drive,  Lynchburg  VA  24505 
Virginia  Chapter,  American  College  of  Radiology 

President:  Michael  C.  Beachley,  MD,  Box  2,  MCV  Station,  Richmond  VA  23298 
Secretary:  Palmer  W.  Fant,  MD,  199  Hospital  Drive,  Galax  VA  24333 

Virginia  Chapter,  American  College  of  Surgeons 

President:  Joseph  T.  Mullen,  MD,  7339  Ruthven  Road,  Norfolk  VA  23505 
Secretary:  David  P.  Minichan,  Jr.,  MD,  1234  Franklin  Road,  SW,  Roanoke  VA  24016 

International  College  of  Surgeons,  Virginia  Division 

Regent:  Thomas  W.  Sale,  MD,  3116  Victoria  Boulevard,  Hampton  VA  23661 
Virginia  Surgical  Society 

President:  Thomas  M.  Fulcher,  MD,  8301  Arlington  Boulevard,  Fairfax  VA  22031 
Secretary:  John  P.  Clarke,  MD,  PO  Box  3251,  Virginia  Beach  VA  23454 

Virginia  Thoracic  Society 

President:  Frank  D.  Fusco,  MD,  8320  Old  Courthouse  Road,  Vienna  Va  22180 
Secretary:  James  A.  Long,  MD,  Professional  Building,  Waynesboro  VA  22980 
Executive  Secretary:  Carl  C.  Booberg,  PO  Box  7065,  Richmond  VA  23221 

Virginia  Urological  Society 

President:  Nelson  S.  Teague,  MD  1234  Franklin  Road  SW,  Roanoke  VA  24016 
Secretary:  George  F.  Steinhardt,  MD,  1040  Main  Street,  Danville  VA  24541 
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600 mg  tablets 
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Good  mornings 
start  with  restful  nights. 


Dalmane  (flurazepam  HCI/ Roche) 

patients  fall  asleep  faster, 
sleep  longer  and  seldom  awaken 
with  morning  hangover. 

Feeling  well  rested  in  the  morning  usually  means 
having  slept  well  the  night  before.  And  for  insomniac 
patients  receiving  hypnotic  therapy,  a good  morning  also 
means  awakening  with  few  side  effects  from  their  medica- 
tion. Many  physicians  choose  Dalmane  for  their  patients 
who  suffer  from  insomnia  for  this  very  reason. 

Aside  from  enabling  patients  to  fall  asleep  more 
quickly  and  sleep  longer,  Dalmane  seldom  causes  morning 
hangover.  Most  Dalmane  patients  feel  alert  and  refreshed 
when  they  awaken.  In  53  paired-night  clinical  studies 
comparing  Dalmane  and  placebo  in  2010  insomniac 
patients  with  a variety  of  secondary  diagnoses,  most 
Dalmane  patients  awakened  more  alert  and  refreshed,  and 
less  groggy  and  drowsy,  than  on  nights  when  they  had 
taken  only  placebo. 1 In  a double-blind  crossover  study  of 


42  patients  in  private  practice,  approximately  three  times 
as  many  patients  reported  feeling  refreshed  and  alert  upon 
awakening  after  a night  on  Dalmane  (flurazepam/Roche) 
compared  to  placebo  nights.2  This  difference  was  highly 
significant  (p< 0.001).  And  a retrospective  study  of  2542 
hospitalized  patients  who  received  Dalmane  revealed  only 
a 3.1%  incidence  of  side  effects.3 

While  residual  effects  from  Dalmane  therapy  are 
infrequent,  patients  should  be  cautioned  about  drinking 
alcohol,  driving  or  operating  hazardous  machinery  after 
ingesting  the  drug. 

Efficacy  and  safety  in  a broad 
range  of  patient  types. 

Over  2000  clinical  trials  involving  more  than 
10,000  patients  have  shown  that  Dalmane  patients  fall 
asleep  sooner,  sleep  longer  and  experience  fewer  nocturnal 
awakenings.4  The  safety  and  efficacy  of  Dalmane  have 
been  demonstrated  in  medical  and  surgical  hospitalized 
patients,  in  patients  seen  in  office  practice  and  in  elderly 
patients.5  8 Since  the  risk  of  oversedation,  dizziness,  confu- 


Copyright  © 1982  by  Roche  Products  Inc.  All  rights  reserved. 


sion  and/or  ataxia  increases  with  larger  doses  in  the  elder- 
ly, it  is  recommended  that  the  dosage  be  limited  to  15  mg. 

Moreover,  the  efficacy  and  safety  of  Dalmane  for  the 
treatment  of  insomnia  have  been  demonstrated  in  thou- 
sands of  patients  with  a variety  of  primary  medical  condi- 
tions, including  cardiovascular,  neuropsychiatric,  endocrine- 
metabolic,  gastrointestinal,  genitourinary,  respiratory  and 
musculoskeletal  disorders.1  Dalmane  (flurazepam  HCl/Roche) 
is  contraindicated  in  pregnancy  and  in  patients  hypersensi- 
tive to  the  drug. 

Avoids  rebound  insomnia 
upon  discontinuation. 

Rebound  insomnia— a worsening  of  sleep  beyond 
pretherapy  levels  after  drug  discontinuation-has  been 
reported  as  a potential  clinical  problem  with  some  hypnot- 
ics.910 However,  this  problem  has  not  been  reported  with 
Dalmane.  In  eight  out  of  eight  sleep  laboratory  studies, 
there  were  no  reports  of  rebound  insomnia. 11  When  you 
prescribe  Dalmane,  you  can  be  confident  of  efficacy  that 
enhances  therapeutic  progress.  Your  insomniac  patients  can 
be  assured  of  a restful  night,  night  after  night— a good  start 
for  a good  morning. 


References:  1.  Data  on  file,  Hoffmann- 
La  Roche  Inc.,  Nutley.  N).  2.  Zimmer- 
man AM:  Curr  Ther  Res  1 3: 18-22.  (an 
1971.  3.  Greenblatt  D|,  Allen  MD, 

Shader  RL  Clin  Pharmacol  Ther 
21. 355-361,  Mar  1977.  4.  Data  on 
file,  Hoffmann-La  Roche  Inc.,  Nutley, 

N).  5.  Meyer  JA,  Kurland  KZ:  Mill!  Med 
735:471-474,  AuS  1973  6.  Feffer  HL. 
Gibbons  B:  Med  Times  101  (8):  130- 
135,  Aug  1973.  7.  Jacobson  A el  ah 
Psychophysiology  7:345,  Sep  1970. 

8.  Frost  JD  Jr.  DeLucchi  MR:  / Am  Geriatr 
Soc  27:541-546,  Dec  1979.  9.  Kales 
A,  Scharf  MB,  Kales  JD:  Science 
201  1039-1041,  Sep  1978  10.  Kales 
A el  ah  JAMA  247:1692-1695.  Apr 
1979.  11.  Monti  JM:  Methods  Tind  Exp 
Clin  Pharmacol  3(5):303-326,  1981. 


for  efficacy  from  the  beginning 
to  the  end  of  therapy 

15-mg/30-mg  capsules 


Dalmane  « 

flurazepam  HCl/Roche 

stands  apart 


Please  see  following  page  for  summary  of  product  information. 


Dalmane 

flurazepam  HCI/Roche 

15  mg/30-mg  capsules 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits; 
in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown 
effectiveness  for  at  least  28  consecutive  nights  of 
administration  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repealed  therapy  should 
only  be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HC1;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malforma- 
tions associated  with  benzodiazepine  use  during  the  first 
trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requinng  com- 
plete mental  alertness  (e  g. , operating  machinery,  driv- 
ing). Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  1 5 years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapenng  of  dosage  for  those  patients  on  medication  for 
a prolonged  penod  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  1 5 mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggenng,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  prun- 
tus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  sluned  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT.  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  eg.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HC1. 
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is  for  all  those 
who  ever  wonder 
where  the 
money  goes. 


Her  name  is  Dana.  And, 
she  was  born  with  impaired 
hearing.  But  this  year,  thanks 
to  the  therapy  she  will  receive 
at  her  local  hearing  and  speech 
center,  she’ll  be  able  to  clearly 
hear  the  world  around  her  for 
the  first  time. 

If  you’re  from  her  home- 
town, your  gift  to  your  local 
United  Way  went  to  help  make 
this  possible.  And,  it  was  also 
used  to  help  thousands  of  oth- 
ers in  your  community  who 
need  help. 

That’s  the  way  the  United 
Way  works.  One  gift,  one  time 
each  year,  helps  millions  of 
people  all  year  round.  Tens  of 
thousands  of  different,  good 
causes  in  communities  all 
across  the  country. 

Including  yours. 


Unibed  Wdy 

Thanks  to  you.  it  works,  for  ALL  OF  US. 
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easy  to  take 


125  mg/5  ml 
60,  100,  and 
200-ml  sizes 


Oral  Suspension 

250  mg/5  ml 
100  and  200-ml 
sizes 


Pediatric  Drops 


250-mg  Pulvules® 


Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 
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New  Palpation  Adjunct 

CAP™  test  for  breast  health  is  a valuable, 
objective  office  exam  innovation 


©1982  Vectra  Internationa)  Corporation 


ectra 

International  Corporation 

9150  Rumsey  Road  - Columbia,  Maryland  21045 


for  your  use.  Combined  with  an  initial  baseline  mammo- 
gram, periodic  CAP  tests  can  help  in  monitoring  patients  who 
present  with  various  breast  problems,  such  as  mastodynia  and 
fibrocystic  conditions.  CAP  tests  may  make  a valuable  con- 
tribution toward  answering  the  question,  “What  am  I feeling?” 

For  more  information,  call  (301)  995-0840  or  write: 


Mow  you  can  add  objectivity  and  consultation  to  breast  health  examinations  in  your  office.  A Cholesteric 
Analysis  Profile™  (CAP  test)  allows  you  to  visualize  and  quantify  the  comparative  biothermal  activity  of 
each  breast.  Provides  a safe,  non-invasive  follow-up  for  all  patients  whether  or  not  at  risk. 

Like  the  PAP  test,  the  CAP  test  is  not  diagnostic  for  cancer,  but  is  an  excellent  risk 
marker  to  identify,  classify  and  follow  breast  anomalies. 


How  the  test  works 


Your  nurse  or  technician  "takes  the  temperature”  of  each 
breast  via  a simple-to-operate  sensitive  cholesteric 
plate  system.  Four  instant  color  prints  become  a part 
of  the  patient’s  record  and  serve  as  a visual  guide 
for  attention  during  palpation.  These  four  Color- 
grams,™  along  with  patient  history  and  your 
clinical  impressions,  are  sent  to  the  laboratory 
for  expert  interpretation.  A report  is  provided 
to  you  with  commentary  for  future  action. 

Cost-effective  breast  health  program 

Advances  in  the  science  of  choles 
terics  have  reduced  the  costs 
of  this  test  considerably.  If  you 
have  10  patients  or  more  a 
month  who  participate  in 
a routine,  annual  pro- 
gram for  breast 
health  attention, 
the  CAP  test 
can  be 
practical 


MALPRACTICE  INSURANCE. 

CALL  TOLL-FREE  HOW 
TO  FIND  OUT  HOW  MUCH 
LOWER  YOUR  PREMIUMS 
COULD  DE  WITH  THE 
COVERAGE  EXCLUSIVELY 
FOR  VIRGINIA  PHYSICIANS. 


DIAL  1-800-552-3025  for  a premium  quotation. 
(In  Richmond,  dial  285-7354.) 

Call  us.  Or  have  your  bookkeeper,  accountant  or  office  manager 
do  it.  We’re  waiting  for  your  call  weekdays  from  8 a.m.  to  5 p.m. 
We’ll  give  you  an  estimated  premium  guotation.  And  tell  you  how 
much  more  you’ll  get  from  Virginia  Hospital  Insurance  Reciprocal. 
Including  a say  in  how  the  physician  program  operates.  And  a 
share  in  all  its  profits.  We’ll  send  full  facts  so  you  can  make  a 
careful  comparison.  But  you  won’t  know  just  how  much  you  could 
save  until  you  place  that  call.  Do  it  without  delay. 

V 

VIRGINIA! HOSPITAL 
INSURANCE  RECIPROCAL 

1904  Byrd  Avenue,  Suite  333,  Richmond,  VA  23230 


VIRGINIA 

MEDICAL 

NOVEMBER  1982 


The  subject  was 

breast  cancer  and  informed  consent 

Sam  Barton,  MD,  Richmond,  Virginia 


As  a special  project  during  his  fourth  year  at  the 
Medical  College  of  Virginia,  Sam  Barton  elected  to 
study  Virginia's  General  Assembly  and  in  the  month  of 
March  1982  visited  the  Capitol  Building  each  day  to 
watch  the  legislators  at  work.  His  visitation  began  just 

House  bill  406  would  have  added  to  the  Code 
of  Virginia  specific  requirements  for  Virgin- 
ia physicians  to  make  full  disclosure  of  prognosis 
and  alternative  forms  of  therapy  to  patients  who 
had  been  diagnosed  as  having  breast  cancer. 

Del.  Edythe  C.  Harrison  (D-Norfolk)  was  the 
chief  patron  of  this  bill  on  behalf  of  various  wom- 
en’s organizations,  whose  members  complain  that 
many  doctors  do  not  give  sufficient  disclosure  of 
prognosis  and  treatment  alternatives  in  cases  of 
breast  cancer,  thus  depriving  the  patients  of  their 
rights  to  participate  in  grave  therapy  decisions. 

The  bill  initially  was  referred  to  the  House  Com- 
mittee on  Health,  Welfare  and  Institutions.  There, 
an  amendment  was  adopted  deleting  a clause  that 

The  author  was  graduated  last  June  from  the  Medical 
College  of  Virginia  and  is  now  performing  there  the  first 
year  of  his  residency  in  general  practice.  Address  corre- 
spondence to  him  at  Box  1057,  MCV  Station.  Richmond 
VA  23298. 

On  the  opposite  page,  the  hall  of  the  House  of  Dele- 
gates in  Virginia’s  Capitol  Building,  Richmond.  Photo- 
graph courtesy  of  the  Virginia  State  Library. 


as  the  so-called  “informed  consent  bill ” was  precipi- 
tating great  contention,  and  he  followed  with  fascina- 
tion the  bill's  stormy  course.  Here  is  his  account  of  the 
final  legislative  action  when  the  bill  reached  the  Sen- 
ate. 

would  have  permitted  physicians  discretionary  ex- 
emption in  certain  cases. 

The  bill  as  amended  was  reported  out  of  the 
committee  by  a 16  to  1 vote. 

With  that  emphatic  endorsement,  it  went  to  the 
House  floor  and  was  passed  with  overwhelming 
ease,  97  votes  to  1 . 

The  single  dissenting  vote  both  in  committee  and 
on  the  floor  was  cast  by  Del.  Robert  C.  Scott  (D- 
Newport  News),  whose  father  is  C.  Waldo  Scott, 
MD,  Newport  News  physician  and  Medical  Society 
of  Virginia  member. 

On  communication  to  the  Senate,  the  bill  was 
referred  to  Sen.  Adelard  L.  Brault  (D-Fairfax), 
chairman  of  the  Committee  on  Education  and 
Health,  who  appointed  a subcommittee  of  these 
three  senators  to  study  the  bill:  Elmon  T.  Gray  (D- 
Waverly),  John  C.  Buchanan,  MD  (D-Wise),  and 
Thomas  J.  Michie,  Jr.  (D-Charlottesville).  The  ap- 
pointment to  the  subcommittee  of  Dr.  Buchanan, 
the  only  physician  in  the  General  Assembly, 
seemed  particularly  appropriate. 

After  a private  hearing  that  was  reported  to  be 
“testy,”  the  subcommittee  voted  unanimously  to 
defeat  the  measure.  Delegate  Harrison  and  her 
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Melissa  Grimes-Guy 


Del.  Edythe  Harrison  appears  at  left  in  this  picture  taken 
by  Virginia  Medical’s  photographer  during  the  1982 
General  Assembly.  Next  to  her,  with  back  to  camera,  is  The 


supporters  were  stunned  by  the  transition  from 
near-unanimous  approval  of  the  bill  in  the  full 
House  to  unanimous  disapproval  in  the  Senate 
subcommittee. 

Mrs.  Harrison  was  incensed,  she  indicated  to  me, 
by  certain  statements  made  by  Dr.  Buchanan.  He 
had  apparently  tried  to  place  breast  cancer  in  the 
perspective  of  all  health  problems  by  showing  that 
the  standard  textbook,  Gray's  Anatomy , devotes 
only  a few  of  its  1000-plus  pages  to  the  breast.  This 
was  interpreted  by  Mrs.  Harrison  as  reflecting  the 
casual  attitude  of  some  doctors  toward  patients 
with  breast  cancer. 

The  bill  then  went  to  the  Committee  on  Educa- 
tion and  Health  for  a hearing.  Of  15  members, 
14  were  present;  Sen.  Edward  E.  Willey  (D-Rich- 
mond)  was  at  home  recuperating  from  a heart 
attack. 

The  subcommittee’s  vote  of  3 to  0 to  defeat  the 
bill  was  reported  by  its  chairman.  Senator  Gray, 
who  then  recommended  a non-statuatory  solution 
to  the  problem  and,  to  explain  the  proposal,  extend- 
ed the  floor  to  J.  Shelton  Horsley  111,  MD,  profes- 
sor of  surgical  oncology  at  the  Medical  College  of 
Virginia. 

Dr.  Horsley  summarized  a plan  whereby  the 
American  Cancer  Society,  Virginia  Division,  would 
cooperate  with  The  Medical  Society  of  Virginia  and 
other  concerned  parties  to  form  a committee  for  the 
purpose  of  studying  how  physicians  should  best 
handle  the  informed  consent  of  breast  cancer  pa- 
tients and  of  developing  for  distribution  to  Virginia 


Medical  Society  of  Virginia’s  counsel,  Allen  C.  Goolsby  III. 
Seated  at  extreme  right  is  Sen.  Elmon  T.  Gray;  partially 
obscured  beside  him  is  Sen.  Richard  L.  Saslaw. 


physicians  an  appropriate  informational  brochure. 
Emphasizing  the  potential  for  cooperation  by  vari- 
ous concerned  groups  toward  a common  goal.  Dr. 
Horsley  expressed  the  hope  of  minimizing  the  ten- 
dency for  the  legislative  struggle  to  take  on  a 
"women-versus-doctors"  flavor. 

The  committee  chairman  then  extended  the  floor 
to  Delegate  Harrison,  who  began  by  saying  that  the 
informed  consent  bill  was  of  ’’top  concern"  to 
women  of  the  state.  She  went  on  to  cite  the  com- 
plaint that  surgeons  sometimes  are  too  quick  in 
going  straight  to  surgery  following  diagnosis  of 
breast  cancer  and  that  they  do  not  always  inform 
patients  adequately  of  the  prognosis  and  alternative 
treatment  methods.  Even  in  cases  of  relatively  good 
disclosure,  she  said,  patients  are  given  neither 
adequate  emotional  support  during  the  crisis  of 
diagnosis  of  breast  cancer  nor  adequate  time  to 
decide  on  therapeutic  measures.  A particularly  dif- 
ficult situation,  she  said,  is  the  one  in  which  a 
woman  undergoes  surgery  for  biopsy  of  a potential 
breast  cancer  and  awakes  from  anesthesia  to  learn 
that  she  has  had  a mastectomy. 

Then  Mrs.  Harrison  introduced  a series  of  propo- 
nents of  the  bill. 

First  was  a young  female  attorney  who  had  had  a 
mastectomy.  She  said  that  the  common  hospital 
practice  of  having  surgery  consent  forms  signed 
prior  to  operations  is  in  many  cases  an  abuse  of  the 
concept  of  informed  consent.  Some  women  facing 
mastectomies  on  short  notice,  she  went  on,  are  in 
too  much  emotional  turmoil  to  read  and  understand 
the  consent  forms  shoved  before  them,  and  verbal 
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explanations  of  the  forms  are  too  often  woefully 
inadequate. 

Next.  Ann  Lundy,  who  chairs  the  Committee  for 
the  Study  of  Women,  stated  briefly  that  the  commit- 
tee unanimously  supports  passage  of  an  informed 
consent  bill. 

Following  her,  Sylvia  Clute  picked  up  on  some  of 
the  discussion  that  had  occurred  at  the  subcommit- 
tee hearing.  Given  that  doctors  say  the  informed 
consent  bill  is  not  in  conflict  with  current  practice, 
why  then,  she  asked,  do  doctors  oppose  the  bill? 
Several  women  in  the  crowded  gallery  applauded  in 
agreement  with  this  comment. 

The  final  proponent  of  the  bill  was  Pat  Went, 
representing  the  National  Organization  of  Women, 
which,  she  began  by  saying,  was  supporting  the  bill. 
Today’s  woman  wants  to  be  able  to  participate  in 
deciding  her  destiny,  she  asserted,  including  decid- 
ing on  the  therapy  procedure  to  be  used  in  breast 
cancer,  and  women  are  tired  of  being  ordered  what 
to  do  by  male  surgeons.  She  challenged  the  all-male 
committee  to  consider  their  reactions  on  hearing 
that  they  had  to  have  their  testicles  cut  off. 

The  floor  was  then  given  to  Allen  C.  Goolsby  111, 
Richmond  attorney  and  counsel  for  The  Medical 
Society  of  Virginia.  He  observed  that  similar  legis- 
lation regulating  informed  consent  for  breast  cancer 
had  been  adopted  in  only  two  states,  Massachusetts 
and  California,  and  that  both  of  those  states  were 
experiencing  difficulty  with  the  new  laws.  He  regis- 
tered his  support  for  the  proposal  in  which  the 
Cancer  Society  would  work  with  interested  parties 
to  develop  an  appropriate  informational  brochure 
and  pointed  out  that  the  Cancer  Society  is  not 
merely  a physician’s  organization  but  that  about 
half  its  members  are  lay  persons,  many  of  whom  are 
breast  cancer  victims  themselves. 

Both  sides  of  the  issue  having  been  heard.  Sen. 

Elmon  Gray  then  moved  that  House  Bill  406 
be  “passed  by  indefinitely,’’  i.e.,  defeated.  During 
the  ensuing  debate.  Sen.  Stanley  C.  Walker  (D- 
Norfolk)  said  that  he  was  generally  in  favor  of 
passing  the  bill  but  suggested  its  chances  might  be 
improved  if  it  were  rereferred  to  the  Senate  Com- 
mittee on  Courts  of  Justice  in  order  to  iron  out  any 
legal  snags,  such  as  the  question  of  mental  compe- 
tency, and  he  offered  a motion  to  that  effect. 

Sen.  Richard  L.  Saslaw  (D-Annandale)  seconded 
the  motion,  stating  vehemently  that  he  did  not  think 
a committee  of  14  men  would  turn  down  a women’s 
issue. 

To  that.  Dr.  Buchanan  argued  that  the  suggestion 


that  House  Bill  406  applied  only  to  women  was 
wrong,  that  men  also  are  victims  of  breast  cancer. 
He  added  that  it  is  not  wise  to  legislate  for  one 
organ  and  disease  because  it  would  open  the  door  to 
crowding  the  Code  of  Virginia  with  laws  dealing 
with  all  other  organs  and  diseases. 

Senator  Michie  agreed  that  there  is  no  more  need 
for  new  statutes  regulating  informed  consent  for 
breast  cancer  than  in  other  cases,  for  example,  the 
loss  of  child  custody. 

But  Sen.  Edward  H.  Holland  (D-Arlington)  dis- 
agreed; he  felt,  he  said,  that  it  is  the  duty  of  each 
legislator  to  vote  his  conscience  on  each  issue 
brought  before  him  on  the  basis  of  that  issue’s 
merit. 

At  this  point  Senator  Brault,  as  chairman,  voiced 
his  concern  that  it  was  the  last  day  allowed  for 
committee  hearings,  and  there  remained  only  35 
minutes  for  the  committee  to  hear  14  additional 
bills.  Accordingly,  he  called  for  an  immediate  vote 
on  the  motion  to  rerefer  the  bill  to  the  Courts  of 
Justice  Committee.  In  a tense  roll-call  vote,  this 
motion  failed  by  6 to  8. 

Brault  then  presented  the  motion  to  “pass  the  bill 
by  indefinitely’’.  It  passed  8 to  6. 

The  senators  who  voted  for  passing  by  indefinite- 
ly, i.e.,  to  kill  the  bill,  were  Sen.  Hunter  B.  An- 
drews (D-Hampton);  Senator  Brault;  Senator  Bu- 
chanan; Sen.  A.  joe  Canada,  Jr.  (R-Virginia 
Beach);  Sen.  John  H.  Chichester  (R-Fredericks- 
burg);  Sen.  Elmon  Gray;  Sen.  Frederick  T.  Gray 
(D-Chesterficld);  and  Senator  Michie. 

And  these  voted  against  passing  by  indefinitely: 
Senator  Holland;  Sen.  Willard  J.  Moody  (D-Ports- 
mouth);  Sen.  Frank  W.  Nolen  (D-New  Hope); 
Senator  Saslaw;  Sen.  Elliot  S.  Schewel  (D-Lynch- 
burg);  and  Senator  Walker. 

Thus  died,  in  Senate  committee,  the  bill  that  had 
passed  the  House  by  a vote  of  97  to  I ! 

The  committee’s  audience  was  a large  one  and 
mostly  female.  As  they  left  the  committee 
room,  most  of  the  women  appeared  disappointed, 
frustrated,  angry.  At  once  there  was  a buzz  of 
indignant  voices  in  the  hallway,  where  some  of  the 
bill’s  proponents  were  interviewed  by  the  press. 

Mrs.  Harrison  was  not  able  to  conceal  her  bitter- 
ness over  the  defeat  of  the  bill  in  expressing  her 
intention  to  fight  the  battle  successfully  the  follow- 
ing year.  She  had  little  confidence,  she  said,  that  the 
distribution  of  a brochure  would  significantly  ame- 
liorate the  feelings  of  women’s  groups  on  the  issue 
of  informed  consent  for  breast  cancer  patients. 
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“A  woman  has  an  inherent  right..” 

Del.  Edythe  C.  Harrison  and  Lois  Stovall-Hurdle,  PhD, 

Norfolk,  Virginia 


More  and  more  women  hold  that  “frozen 
section"  diagnosis  of  breast  malignancy 
with  immediately  ensuing  radical,  or  even  modified 
radical,  mastectomy  is  a direct  usurpation  of  a 
women's  right  to  participate  in  a major  decision  that 
will  determine  her  fate  and  significantly  influence 
the  quality  of  the  rest  of  her  life. 

The  patient  in  whom  a breast  cancer  diagnosis 
has  been  made  is  a terribly  frightened  woman, 
frantic  with  anxiety,  feeling  alone,  forlorn  and  for- 
saken. Can  a woman  in  such  an  emotional  state  be 
adequately  advised  and  informed  of  what  is  to 
happen  if  the  biopsy  is  unfavorable?  She  may 
appear  to  understand,  as  she  sits  in  her  doctor's 
consultation  room,  but  as  the  fateful  proceedings 
unfold,  her  outlook,  like  that  of  the  frightened  child 
she  has  become,  is  subject  to  vast  change. 

Edythe  Harrison  was  elected  to  Virginia’s  House  of 
Delegates  in  1979.  In  this  fall's  Democratic  primary,  she 
sought  candidacy  for  a House  seat  in  Norfolk’s  new  88th 
district  but  lost  by  a narrow  margin  to  Thomas  W.  Moss, 
Jr.,  the  House  majority  leader.  Educated  in  the  liberal 
arts,  Mrs.  Harrison  has  an  impressive  record  of  volunteer 
activities,  primarily  in  education  and  the  arts.  Notably, 
she  founded  both  the  Virginia  Opera  Association  and  the 
Woman’s  American  Organization  for  Rehabilitation 
through  Training  in  Virginia.  Her  honors  include  the 
Brotherhood  Award  of  the  National  Conference  of  Chris- 
tians and  Jews  and  the  Award  for  Outstanding  Service  of 
the  Virginia  Vocational  Association.  She  is  married  to  a 
realtor  and  has  three  grown  children.  Address  correspon- 
dence to  her  at  7305  Barberry  Lane,  Norfolk  VA  23505. 

Dr.  Hurdle  is  an  assistant  professor  of  psychology  at 
Norfolk  State  University. 


The  surgeon  feels  justified.  He  has  told  his  pa- 
tient the  dreadful  consequences  that  will  follow  an 
unfavorable  biopsy  report.  He  is  ready  to  "stamp 
out  disease,”  based  on  his  knowledge  of  that  dis- 
ease. But  knowledge  is  not  a prevailing  factor  here. 
Experts  are  usually  experts  by  their  opinions  rather 
than  by  their  knowledge.  It  is  wrong,  we  think,  in 
medical  and  surgical  practice  to  focus  on  knowledge 
to  the  exclusion  of  opinion.  We  are  impressed  that 
the  practice  of  medicine  has  always  depended  more 
on  skilled  professional  opinion  than  on  knowledge.1 
When  we  seek  medical  or  surgical  care  for  someone 
near  and  dear,  we  want  more  than  knowledge. 

Knowledge  is  that  about  one  woman  out  of  every 
eight  will  develop  cancer  of  the  breast  some  time  in 
her  lifetime.2 

Knowledge  is  that  management  of  this  fearful 
disease  has  generally  been  based  on  these  prem- 
ises:3 1)  radical  mastectomy  for  the  patient  with  a 
small  lateral  lesion  who  does  not  have  axillary  me- 
tastases;  2)  radical  mastectomy  and  postoperative 
irradiation  for  patients  with  axillary  metasteses,  or 
those  with  centrally  or  medically  located  lesions;  3) 
radiotherapy,  with  or  without  simple  mastectomy, 
for  patients  with  lesions  grossly  disturbed  by  biopsy 
or  with  borderline  operability;  5)  non-surgical  alter- 
natives for  primary  tumors. 

Knowledge  is  that  in  recent  years  a more  con- 
servative, though  controversial  approach  to  the 
surgical  treatment  of  breast  cancer  has  prevailed.4'5 
Instead  of  the  classic  Halsted  radical  mastectomy,6 
many  surgeons  are  electing  to  perform  a modified 
radical  mastectomy,  a simple  mastectomy  with  or 
without  axillary  lymph  node  dissection,  segmental 
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mastectomy,  or  wide,  local  excision  of  the  carcino- 
ma. Reconstruction  of  the  breast  in  selected  cir- 
cumstances is  now  possible  through  the  use  of 
modern  plastic  surgery  techniques.7  These  more 
conservative  operations  are  judged  in  some  quar- 
ters to  be  as  satisfactory  as  the  classic  radical 
mastectomy. 

When  all  this  knowledge  has  been  assessed,  the 
cold  hard  fact  remains  that  the  breast  cancer  death 
rate  has  remained  essentially  constant  for  the  last  35 
to  40  years.8 

We  come  down,  then,  to  optimal  primary  therapy 
for  the  individual  woman.  We  agree  that  this  re- 
sponsibility rests  in  the  skilled  professional  judg- 
ment of  the  woman's  physician. 

But  we  do  forcefully  hold,  and  argue,  that  a 
woman  has  an  inherent  right  to  some  contribution 
to  the  doctor's  judgmental  deliberations.  It  is  she 
whose  self-image  is  to  be  shattered,  she  who  must 
weather  a most  traumatic  psychological  experi- 
ence.7 

Surgeons  tell  us  that  two,  three,  as  many  as  ten 
days  may  transpire  between  biopsy  and  definitive 
therapy  without  any  harm  done.11  May  not  a wom- 
an have  this  time  to  seek  an  alternative  opinion 
from  a radiologist-oncologist,  or  to  begin  to  under- 
stand the  significance  of  the  options  presented  to 
her,  or  to  seek  spiritual  comfort  for  herself  and  her 
family,  or  even  to  decide  on  non-surgical  treat- 
ment? 

How  many  letters  have  we  received  from  dis- 
traught women,  even  an  occasional  physician’s 
wife,  who  have  been  denied  this  short  period  of 
time  to  try  to  cope,  to  accommodate  to  their  dis- 
tressing situations. 

To  deny  them  this  time  is  to  flaunt  the  fundamen- 
tal biblical  ethic  that  underlies  all  of  medicine:  help 
to  the  suffering.4 

May  not  a woman  be  allowed  to  try  to  help 
herself?  May  she  not  be  given  time  to  try  to 
engender  hope,  participate  in  her  future? 

We  think  she  has  a right  to  these  things,  a legal 
right,  if  you  please,  and  that  is  why  House  Bill  406 
was  introduced  under  the  informed  consent  section 
of  the  Virginia  Code.  This  bill  was  introduced  as  a 
result  of  the  examination  of  this  issue  by  a task 
force  of  the  National  Conference  of  State  Legisla- 


tures. It  was  strongly  supported  by  the  Virginia 
Commission  on  the  Status  of  Women,  Business  and 
Professional  Women,  Virginia  Women’s  Political 
Caucus,  and  the  National  Organization  of  Women. 
It  was  apparent  that  this  issue  held  top  priority  in 
the  minds  of  women  and  must  be  addressed  by  The 
Medical  Society  of  Virginia  and  the  American  Can- 
cer Society,  Virginia  Division,  both  of  whom  op- 
posed the  bill  and  found  themselves  at  odds  with 
women’s  rights. 

Now  the  issue  is  under  special  study  by  commit- 
tees of  the  Virginia  House  and  Senate. 

Two  thousand  years  ago  Socrates  said:  “It  is  the 
great  error  of  our  day  in  the  treatment  of  the  human 
body  that  the  physicians  separate  the  soul  from  the 
body.”  Or,  in  the  modern  and  memorable  words  of 
Francis  Peabody,  “The  care  of  the  patient  is  caring 
for  the  patient.”1 1 

To  help  care  for  the  patient.  That  is  all  that  House 
Bill  406  purported  to  do. 
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The 

Unconscious 

Breast 

Eloise  C.  Haun,  MD,  Woodstock , Virginia 


The  breast  is  not  just  any  organ.  Flemish 
painters  shed  light  on  the  breast.  Chiseling 
Greek  sculptors  had  a way  with  breasts.  One  is 
scarcely  romantic  about  the  stomach.  Security  is 
not  found  close  to  mother’s  kidney.  Few  songs 
attempt  to  lyricize  the  liver.  Recent  oratory  in  the 
Virginia  General  Assembly,  recounted  elsewhere  in 
this  issue,  illustrates  the  point.  Both  men  and 
women  have  strong  conscious  and  unconscious 
processes  at  work  with  respect  to  the  breast.  The 
psychiatric  significance  of  the  breast  makes  its 
impact  virtually  at  birth. 

Dr.  Haun  conducts  a private  practice  of  adult  and  child 
psychiatry  at  336  South  Main  Street,  Woodstock  VA 
22664.  She  is  board  certified  in  pediatrics,  psychiatry,  and 
child  psychiatry. 

Photography  for  Virginia  Medical  by  Marsha  Polier. 


Whether  sustenance  flows  as  milk  or  succor,  the 
breast  remains  the  refuge  of  the  hungry,  desperate 
infant.  Its  representation  persists  in  the  fabric  of  the 
adult  psychic  structure. 

The  infant  reflexively  turns  to  the  nipple.  It  roots 
and  powerfully  sucks.  The  clutching,  clawing,  suck- 
ing, squealing  infant  expends  feverish  energy  in 
pursuit  of  nourishment — and,  even  beyond  nourish- 
ment, relief  from  tension.  The  original  major  tran- 
quilizer is  the  breast.  We  copy  it  with  pacifiers, 
bottles,  cans,  cigarettes,  chewables  and  coolers. 

The  breast  is  perceived  as  part  of  the  infant  by 
him.  In  early  development,  it  also  is  perceived  as  an 
object  to  project  upon.'  Projected  frustration  is 
literally  dumped  on  the  breast.  In  simple  terms,  the 
breast  initially  can  represent  the  self.  Soon  the 
breast  represents  all  the  feelings  the  infant  has. 

Observers  of  infants  note  that  after  the  first  few 
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minutes,  the  sucking  of  infants  is  not  for  nourish- 
ment but  for  aggression  and  sometimes  relief  of 
tension.  Weaning  becomes  war;  not  because  the 
infant  is  hungry,  but  because  he  feels  helpless  and 
angry.  Chewing  and  pulling  on  a breast  is  tension- 
relieving,  for  anxiety  and  for  hostility  as  well. 

What  is  a person  to  do  without  a breast  to  chew 
on?  Try  a blanket  or  a stuffed  toy;  something  soft, 
preferably  with  a distinctive  odor.  Endow  it  with 
some  personality.  Psychiatrists  refer  to  it  as  a 
transitional  object,  a representation  of  mother  or 
her  breast.  You  drag  this  transitional  object  around 
with  you,  chew  it,  ruffle  it,  smell  it,  stick  it  in  your 
ear,  between  your  legs.  . . sleep  with  it.  . . sit  it 
beside  you  in  the  swing.  Utter,  outrageous  protest 
is  manifested  by  the  2-year-old  who  is  separated 
from  the  transitional  object.  Frantic  search  for  the 
lost  breast  image  is  a family  crisis. 


Despair  at  the  loss  can  be  relieved  by  chewing  on 
yourself  or  sucking  your  thumb  until  it  bleeds  or 
bruises.  This  must  be  done  in  secret  unless  you 
enjoy  beratement.  Sometimes  you  can  regurgitate 
and  ruminate,  saving  your  food  in  your  cheeks, 
hamster  style.  It’s  like  having  a breast  in  your 
mouth. 

The  loss  of  a breast  in  the  adult  woman  may  well 
represent  the  loss  of  the  mother’s  breast  if  the 
rudimentary,  incorporated  breast  from  infancy  is 
still  pervading  the  unconscious.  When  a man  expe- 
riences the  loss  of  a breast  in  a love  object,  his 
loved  one,  he  may  well  have  extreme  anxiety  which 
has  little  to  do  with  loss  of  erotic  potential:  he  may 
personalize  the  loss  as  his  own  internalized  breast 
from  his  primitive,  infantile  fantasy.  Philip  Roth,  in 
his  book  The  Breast , brilliantly  describes  the  man 
Kepesh,  who  has  turned  into  a breast.  Roth’s 
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insight  into  the  most  primitive  male  identity  struc- 
ture is  both  humorous  and  alarming.2 

If  you  believe  infants  are  libidinal,  then  a natural 
conclusion  is  that  sexual  gratification  is  to  be  found 
in  relation  to  the  breast.  Psychiatrists  believe  this. 
If  you  believe  that  psychiatrists  are  voyeuristic,  you 
may  be  right.  Oral  eroticism  is  the  psychiatric  term 
for  the  sexual  focus.  The  oral  phase  of  development 
in  Freudian  terms  is  the  first. 

Psychiatrists  learn  that  every  individual  is  en- 
dowed with  libido  at  birth.  Libidinal  gratification  is 
achieved  with  the  mouth  in  infancy.  This  phase  is 
called  the  oral  phase.  Beyond  this  phase  lies  the 
anal  phase,  arriving  somewhere  in  the  second  year 
of  life.  Relinquishing  the  breast  and  attaching  to  a 
transitional  object  occurs  here.  Libidinal  focus  is 
said  to  be  anal.  Toilet  training  occurs  at  this  time 
and  should  have  immense  appeal  to  the  anal  young- 
ster. 

Somewhere  around  the  fourth  year  little  people 
become  curious  about  genitals.  They  are  aware  of 
differences.  They  are  also  quite  sure  of  their  own 
gender  identity.  Children  know  that  they  are  male 
or  female.  They  know  mother  is  female  and  that 
father  is  male.  They  become  attached  to  the  parent 
of  the  opposite  sex.  We  learn  that  children  attach  in 
this  way  because  they  feel  incomplete  with  the 
sexual  apparatus  they  have.  Bonding  with  the  par- 
ent of  the  opposite  sex  helps  to  alleviate  this 
anxiety.  This  phase  is  called  the  oedipal  phase. 

Neither  little  boys  nor  little  girls  have  breasts. 
Childhood  fantasy  about  the  breast  is  very  com- 
plex, and  bewilderment  about  the  situation  occurs. 
A child  may  wonder  if  he  or  she  had  breasts  and 
they  were  removed  or  fell  off.  A child  wonders  if 
one  or  the  other  parent  stole  the  breasts.  What  is 
the  breast  doing  there  if  it  is  not  for  food?  Why  do 
men  not  have  breasts?  Speculation  about  anatomi- 
cal differences  keeps  children  busy  and  confused. 
Sometimes  the  lack  of  an  organ  makes  them  feel 
angry,  jealous  and  powerless. 

Further  details  regarding  the  role  of  the  breast  in 
early  childhood  development  need  not  be  expound- 
ed here.  Let  us  settle  for  the  fact  that  the  breast  is 
an  object  of  considerable  relevance  objectively  and 
subjectively  in  the  process  from  symbiosis  to  auton- 
omy. 

Following  the  oedipal  phase  comes  the  laten- 
cy phase  and  pre-adolescence.  Kids  settle 
down  somewhat.  They  begin  to  accept  their  bodies 
and  identify  with  the  parent  of  the  same  sex.  The 
aggression,  if  healthy,  is  turned  to  pursuit  of  learn- 


ing. Play  with  kids  of  the  same  sex  and  the  forma- 
tion of  clubs  help  to  stabilize  the  psyche. 

Still,  the  girl  has  no  breasts.  Anxiety  about  this  is 
not  really  gone.  Full-figured  dolls  with  interchange- 
able costumes  become  an  obsession.  The  appear- 
ance of  breast  buds  at  age  9 or  10  causes  consider- 
able excitement  and  intense  modesty.  Anatomical 
asymmetry  can  cause  body-image  panic.  For  the 
girl  who  plays  football,  breast  buds  are  perceived 
with  ambivalence.  The  emergence  of  tender  bulges 
in  the  girl  who  made  the  team  can  be  a crisis.  At  this 
time,  both  boys  and  girls  are  especially  embar- 
rassed by  any  display  of  mother’s  breasts  at  the 
swimming  pool.  Anybody  else’s  mother  can  wear  a 
bikini  but  not  one’s  own  mother.  The  prepubertal 
boy  who  has  swelling  of  the  breast  lands  in  the 
pediatrician’s  office  for  a nervous  consultation.  The 
boy  usually  is  mute.  Nobody  seems  to  take  the  shirt 
off  to  be  examined  anymore.  The  stethoscope  must 
carefully  meander  under  the  clothing. 

Giggling  girls  compare  anatomy.  Humiliated  late 
bloomers  pathetically  stuff  their  shirts  with  socks. 
A brassiere  is  essential.  The  garment  may  be  bor- 
rowed from  a sister  or  a cousin.  Mother  may  have 
to  make  the  purchase  because  the  child  is  too 
embarrassed  to  appear  at  the  lingerie  table.  There  is 
something  called  a “training  bra’’  for  those  who 
have  little  to  train.  If  father  makes  any  comment 
about  breast  buds,  the  acquisition  of  a brassiere 
becomes  an  emergency. 

Boys  notice,  they  tease!  Brassieres  are  a status 
symbol  to  be  considered.3 

Somewhere,  the  bra  became  a symbol  of  female 
bondage.  Bra  burning  and  bralessness  became  sym- 
bolic of  liberation.  Reduction  mammoplasty  was 
requested  frequently.  The  “flat  look”  became  fad- 
dish and  padding  was  out.  Jane  Russell  disappeared 
from  bra  commercials.  All  of  this  did  not  impress 
the  pre-adolescent  female.  To  her,  the  bra  remained 
essential. 

The  fully  developed  teenager  experiences  new 
breast  problems.  If  she  is  fearful  of  sexual  over- 
tures, she  may  slump,  wear  blousy  blouses  (no  see- 
through)  or  cover  her  chest  with  a cardigan  or 
jacket  all  the  time.  Other  girls  are  “sweater  girls”, 
maximizing  the  frontal  features  to  gain  attention. 

With  development  achieved,  young  women  are 
faced  with  careers  and  motherhood.  The  profes- 
sional woman  is  carefully  dressed  so  as  to  minimize 
the  breast.  Such  visibility  could  detract  from  her 
credibility  as  a competent  executive  and  lead  to 
sexual  harassment  on  the  job. 

Motherhood  is  a different  story.  Breast  feeding  is 
now  the  urgent  call.  There  is  a sense  of  anxiety 
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about  it,  requiring  total  commitment  at  all  cost. 
There  is  a pervasive  sense  that  all  future  develop- 
ment will  collapse  if  the  breast  is  not  available  at 
birth  to  bond  the  mother  and  child.  To  suckle  one’s 
infant  anywhere  at  any  time  and  to  carry  it  in  a sling 
on  the  chest  has  become  a pattern  for  women  who 
read  psychology.  These  women  will  abandon  the 
stock  exchange,  courts,  operating  rooms,  and  cock- 
pits to  fulfill  the  calling  to  breast  feed. 

The  breast  is  not  just  any  organ. 

Sexually,  the  breasts  are  part  of  the  erotic 
mechanism,  Immediately  before  erotic  or- 
gasm, the  breasts  increase  one-fifth  to  one-fourth 
over  the  unstimulated  size.  Breasts  can  be  signifi- 
cant to  the  pre-erotic  excitement  of  the  woman. 
Breasts  which  have  undergone  lactation  do  not 
demonstrate  the  orgiastic  swelling. 

The  sexual  significance  of  the  breasts  to  their 
owner  varies  as  the  individual  does.  For  men,  the 
breast  is  also  a matter  of  personal  idiosyncracy.  The 
breast  is  visible  and  accessible.  Many  men  are 
anxious  when  their  wives  or  lovers  wear  revealing 
garments.  The  visible  breast  threatens  their  own 
security  in  the  relationship. 

Mastectomy  means  different  things  to  different 
people.  If  the  surgeon  is  perceived  as  a male 
chauvinist,  if  he  is  perceived  as  a legitimized  and 
licensed  sadist,  then  the  prospect  of  mastectomy  is 
horrifying.  No  matter  how  informed  the  patient  is 
regarding  treatment  modalities  for  the  various  tis- 
sue diagnoses  of  “breast  cancer”  and  its  metasta- 
ses,  the  choice  of  treatment  can  be  colored  by 
affect. 

If  a woman’s  self-esteem  is  strongly  tied  to  her 
body  image,  assimilation  of  volumes  of  scientific 
research  will  not  alter  this  factor  in  her  decision- 
making. 

If  a woman’s  marriage  partner  or  lover  is  strongly 
attached  to  the  breast,  research  into  medical  litera- 
ture will  be  focused  on  ways  to  preserve  the  breast 
so  as  to  save  the  relationship. 

Medical  scientists  have  been  earnestly  pursuing 
creative  alternatives  to  the  Halsted  procedure.  Plas- 
tic surgeons  have  devised  criteria  for  their  partici- 
pation in  the  care  of  the  patient.  Protocol  is  issued 
on  “if  this  is  the  case”,  then  “we  can  do  that”  and 
the  survival  rate  is  “comparable”.  Brochures  and 
pamphlets  are  distributed  and  counseling  is  prolific. 

The  fact  remains  that  cancer  is  a bad  disease. 
With  the  best  of  diagnosis  and  treatment,  the  elu- 
sive cells  escape  and  invade.  The  decision  of  the 
physician,  based  on  years  of  training  and  experi- 


ence, can  still  be  foiled  by  the  disease.  A treatment 
team  arriving  at  decisions  by  consensus  may  be 
defeated  by  the  disease.  We  are  gamblers,  skilled 
and  knowledgeable. 

When  treatment  judgement  is  contaminated  or 
modified  by  social  pressures,  financial  constraints, 
courts,  demands  of  the  patient  or  our  own  insecuri- 
ty and  self-doubt,  we  tread  on  dangerous  territory. 
We,  the  physicians,  are  forced  to  do  less  than  our 
best.  We  are  scientifically  and  morally  compro- 
mised. Our  integrity  and  self-respect  become  shat- 
tered. We  become  charlatans.  We  dispense  whatev- 
er drugs  make  people  happy.  We  operate  on  anyone 
who  wishes  to  be  operated  upon.  The  bill  will  be 
paid,  but  the  price  is  too  high  for  all  of  us,  physician 
and  patient  alike. 


The  breast  is  not  just  any  organ.  The  loss  of  a 
breast  can  mean  death  by  suicide  or  a living 
death  to  the  patient.  We  know  this.  We  know  that  if 
the  patient  has  no  hope  and  faith  and  trust,  that  the 
patient  will  die  regardless  of  our  skill.  We  know  that 
a compassionate  approach  to  the  patient  is  part  of 
the  protocol.  Information  is  helpful  if  there  is  trust, 
otherwise  it  becomes  a source  of  confusion,  panic, 
or  further  fiber  to  weave  a paranoid  fabric.4  Infor- 
mation is  not  what  is  missing,  it  is  trust.  All  of  us 
have  suffered  anguish  when  a patient  refuses  treat- 
ment, not  because  we  feel  rejected,  but  because  a 
life  is  lost. 

A life  is  complex.  We  are  privileged  to  be  healers. 
We  are  also  very  much  aware  of  the  delicate 
balance  the  psychiatric  dynamics  play  in  survival 
and  how  helpless  we  can  be  in  the  order  of  things.  A 
generation  of  angry  women  and  their  young  have 
much  to  lose  if  we  cannot  build  confidence  and 
understanding. 

The  breast  is  not  just  any  organ.  It  is  invested 
with  a multitude  of  emotions,  a formidable  propor- 
tion of  which  is  anger. 
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The 

Conscious 

Law 

Allen  C.  Goolsby  III,  LLB, 

Richmond , Virginia 

The  doctrine  of  informed  consent  is  based  on 
the  generally  accepted  view  that  every  adult 
of  sound  mind  has  a right  to  determine  what  shall  be 
done  with  his  or  her  own  body.1  This  right  has  been 
recognized  in  the  common  law  as  requiring  a physi- 
cian to  obtain  consent  from  the  patient  before 
initiating  medical  treatment.  Such  consent  is  not 
meaningful  unless  given  intelligently.  Generally,  the 
common  law  doctrine  requires  that  the  physician 
inform  the  patient  of  all  material  risks  of  the  pro- 
posed treatment  and  of  any  reasonable  alternatives 
to  the  proposed  course  of  treatment.  If  the  physi- 
cian fails  to  comply  with  the  informed  consent 
requirement,  civil  liability  can  ensue  even  if  there  is 
no  evidence  of  negligence  in  the  treatment  actually 
rendered. 

In  the  implementation  of  the  common  law  doc- 
trine of  informed  consent,  there  is  a majority  and 
minority  view.  The  majority  view,  which  is  fol- 

The  author  is  counsel  for  The  Medical  Society  of 
Virginia.  Address  correspondence  to  him  at  Hunton  & 
Williams,  PO  Box  1535,  Richmond  VA  23212. 

At  right,  five  judges  in  their  robes  were  photographed 
sitting  on  the  bench  in  Montpelier,  Vermont,  circa  1890. 
The  Bettmann  Archive 
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lowed  in  Virginia,  defines  the  duty  of  disclosure  as 
that  which  a reasonable  physician  would  have  made 
under  the  same  circumstances.  In  the  case  of  Bly  v. 
Rhoads ,:  the  Virginia  Supreme  Court  set  forth  the 
evidentiary  requirements  in  an  informed  consent 
case  as  follows:  [The  plaintiff  must]  show  by  experts 
that  prevailing  medical  practice  requires  disclosure 
of  certain  information;  that  the  information  is  mate- 
rial to  an  informed  decision  on  treatment,  and  that 
disclosure  would  not  pose  an  unreasonable  threat 
of  detriment  to  the  patient’s  well  being  or  to  his 
ability  to  make  a rational  decision.2 

The  minority  view  focuses  on  the  reasonable 
patient,  rather  than  the  reasonable  physician.  In  the 
primary  case  espousing  the  minority  view,  the  court 
held  that  all  material  risks  must  be  disclosed.3  A 
risk  was  defined  as  material  “when  a reasonable 
person,  in  what  the  physician  knows  or  should 
know  to  be  the  patient's  position,  would  be  likely  to 
attach  significance  to  the  risk  or  cluster  of  risks  in 
deciding  whether  or  not  to  forego  the  proposed 
therapy.’’3 

The  majority  view  requires  expert  testimony  to 
establish  the  prevailing  medical  standard.  Under 
the  minority  view,  no  expert  testimony  is  required, 
and  the  question  of  the  information  a reasonable 
patient  would  need  to  know  is  left  to  the  jury.  The 
fear  that  many  physicians,  lawyers  and  courts  have 
of  the  minority  view  is  that  the  jury  will  mix 
sympathy  for  the  patient  with  hindsight  as  to  the 
risks  involved  and  find  that  the  doctor  was  negligent 
for  failing  to  disclose  1 ) a risk  that  is  remote  but  may 
now  appear  to  be  material  in  light  of  the  resulting 
injury,  or  2)  an  alternative  course  of  treatment  that 
the  physician  did  not  consider  to  be  a reasonable 
alternative  for  the  patient.  A second  problem  for  the 
physician  with  the  minority  view  is  that  the  lack  of 
reference  to  the  prevailing  medical  standard  leaves 
the  physician  exposed  to  liability  without  providing 
a means  for  him  to  ascertain  in  advance  what  must 
be  disclosed  to  avoid  liability. 

As  introduced  in  the  1982  General  Assembly, 
House  Bill  406  appeared  to  substitute  the  minority 
view  on  informed  consent  as  the  legal  requirement 
for  treatment  of  breast  cancer  in  Virginia.  In  any 
event,  if  read  literally,  the  bill  would  have  placed  an 
all  but  impossible  burden  on  the  physician.  It  would 
have  required  the  physician  to  provide  the  patient 
with  “ complete  and  current  information  concerning 
the  diagnosis  and  prognosis’’  of  breast  cancer  in 
terms  the  patient  “can  be  reasonably  expected  to 
understand.”4  It  also  would  have  required  that  “a 
full,  reasonable,  and  comprehensible  medical  expla- 
nation as  to  the  meaning,  consequences  and  risks  of 
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the  proposed  course  of  treatment,  as  well  as  all 
alternative  methods  of  treatment”  be  given  to  the 
patient  by  the  physician  prior  to  initiation  of  treat- 
ment. 


Three  reasons  were  given  for  the  proposed 
legislation.  The  first  was  the  fear  of  unautho- 
rized mastectomies.  A number  of  proponents  of  the 
legislation  claimed  that  patients  who  have  consent- 
ed only  to  a biopsy  are  being  put  to  sleep  and  are 
waking  up  to  find  that  a mastectomy  has  been 
performed.  The  problem  with  this  rationale  is  that  it 
simply  does  not  reflect  prevailing  practice.  In  years 
past,  mastectomies  may  have  been  performed  with- 
out consent,  but  the  author  has  found  no  surgeon 
who  would  consider  performing  a mastectomy  to- 
day on  a patient  who  has  authorized  only  a biopsy. 
Further,  under  existing  Virginia  law  there  already 


is  a remedy  in  the  unlikely  event  that  a mastectomy 
is  performed  where  only  a biopsy  has  been  autho- 
rized. In  such  a case  the  problem  is  not  a lack  of 
informed  consent  but  a lack  of  any  consent  at  all.  A 
patient  treated  in  such  a fashion  would  probably 
have  a cause  of  action  against  the  physician  for 
battery  as  well  as  for  violation  of  the  common  law 
doctrine  of  informed  consent. 

A battery  is  an  unauthorized  touching  of  a per- 
son. A physician  who  performs  surgery  on  the  body 
of  a person  commits  a battery  unless  the  surgery  is 
done  with  the  consent  of  the  patient  or  some 
authorized  person.5  There  is  “general  agreement 
that  when  a surgeon  obtains  consent  to  perform  one 
type  of  procedure  and  subsequently  performs  a 
substantially  different  one,  a battery  has  been  com- 
mitted, since  there  was  no  consent  at  all  for  the 
different  procedure.”6  Therefore,  ”[a]n  unautho- 
rized operation  is  a wrongful  and  unlawful  act  for 
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which  the  surgeon  will  be  liable  in  damages."6  A 
mastectomy  which  is  performed  after  the  patient 
has  given  consent  only  to  a biopsy  is  unauthorized, 
and  the  physician  would  appear  to  be  exposed  to 
liability. 

A physician  who  performed  a mastectomy  when 
only  a biopsy  was  authorized  also  runs  the  risk  of  a 
malpractice  claim  under  the  Virginia  common  law 
doctrine  of  informed  consent.  The  Virginia  Code 
provides  that  the  standard  of  care  for  physicians  in 
Virginia  is  "that  degree  of  skill  and  diligence  prac- 
ticed by  a reasonably  prudent  practitioner  in  the 
field  of  practice  or  specialty  in  this  Common- 
wealth."7 I doubt  that  a reasonably  prudent  sur- 
geon would  perform  a mastectomy  today  after 
receiving  consent  to  perform  only  a biopsy. 

A second  rationale  for  the  legislation  was  the 
continuing  discovery  of  new  data  concerning  breast 
cancer  and  its  treatment.  Recently,  the  public  has 
been  made  aware  that  there  are  different  treatments 
for  breast  cancer.  The  traditional  radical  mastecto- 
my still  is  recommended  by  some  experts,  but  the 
less  invasive  total  mastectomy  generally  is  consid- 
ered the  normal  procedure  today.8  Also,  other  less 
invasive  alternatives  are  being  tried,  including  vary- 
ing degrees  of  surgery,  either  alone  or  with  varying 
amounts  of  radiation  therapy  or  chemotherapy,  or 
radiation  alone.8'9  The  supporters  of  HB  406  intend- 
ed to  require  physicians  to  discuss  alternatives  with 
their  patients  other  than  a radical  or  total  mastecto- 
my. 

One  of  the  principal  objections  to  mandating  such 
disclosure  is  that  the  effectiveness  of  these  alterna- 
tives has  not  been  clinically  established.  The  less 
invasive  procedures  are  being  tested,  but  they  are 
relatively  new  and  long-term  survival  rates  are 
needed  to  draw  definitive  conclusions.9  While  it 
may  be  appropriate  to  advise  certain  patients  about 
less  invasive  alternatives,  care  must  be  taken  that  a 
patient  is  not  misled  or  does  not  mislead  herself  into 
thinking  that  a non-surgical  procedure  may  work 
just  as  well  as  a surgical  one  when  it  does  not. 

While  there  are  early  indications  that  procedures 
short  of  a radical  or  total  mastectomy  will  produce 
acceptable  results  in  certain  situations,  the  prevail- 
ing view  at  the  present  time  is  that  there  still  is  not 
sufficient  data  to  say  with  comfort  that  there  are 
situations  where  the  less  invasive  procedures  are 
likely  to  be  as  successful  as  a total  mastectomy. 

It  is  not  suggested  that  discussion  of  the  less 
invasive  alternatives  is  inappropriate  in  every  case. 
The  nature  of  such  disclosure  must  depend  on  all  of 
the  relevant  circumstances,  including  the  physical 
and  mental  condition  of  the  patient.  But  it  is  another 


matter  to  pressure  physicians  to  discuss  alterna- 
tives that  they  may  consider  inappropriate  under 
the  circumstances. 

There  can  be  little  doubt  that  special  breast 
cancer  legislation  will  put  such  pressure  on  a physi- 
cian. Even  though  the  physician  may  believe  disclo- 
sure of  an  alternative  is  not  in  the  best  interest  of 
the  patient,  the  physician’s  risk  of  exposure  to  a law 
suit  has  to  increase  if  there  is  a statutory  mandate 
and  he  or  she  refuses  to  make  the  disclosure. 

The  third  argument  made  in  support  of  informed 
consent  legislation  is  the  most  disturbing  one.  Some 
proponents  suggest  that  the  consequences  of  a 
mastectomy  are  such  that  it  is  better  to  run  a greater 
risk  of  death  by  choosing  a less  invasive  procedure. 
While  the  suggestion  that  it  is  better  to  die  with  two 
breasts  than  to  live  with  one  may  not  make  sense  to 
many  people,  I will  assume  that  some  patients  want 
to  have  this  option.  Even  accepting  this  assump- 
tion, it  should  be  obvious  that  it  is  not  desirable  to 
enact  legislation  that  could  have  the  effect  of  en- 
couraging all  patients  to  consider  such  an  option. 

In  fact,  this  third  argument  made  in  support  of 
special  legislation  should  be  considered  as  the 
strongest  argument  against  it.  The  objective  of  any 
health  legislation  should  be  to  improve  quality  of 
care.  If  special  legislation  will  encourage  consider- 
ation of  less  effective  forms  of  treatment,  then  its 
contribution  to  quality  of  care  will  be  negative 
rather  than  positive.  This  risk  is  magnified  by  one  of 
the  greatest  misconceptions  about  breast  cancer, 
namely,  that  each  case  is  identical  and  requires  the 
same  treatment.  Each  patient  is  different.  The  way 
in  which  each  patient  reacts  to  treatment  is  differ- 
ent. The  cancer  also  varies.1'1  In  some  patients  it 
may  develop  quickly,  requiring  more  drastic  treat- 
ment, while  in  others  it  develops  slowly.  If  physi- 
cians are  pressured  to  discuss  alternatives  with 
patients  that  are  not  feasible  for  that  patient,  there 
could  be  tragic  results.  In  this  regard,  one  must  be 
concerned  about  encouraging  unrealistic  alterna- 
tives in  a context  where  any  patient  naturally  will 
have  a preference  for  the  least  invasive  procedure. 

Another  major  reason  for  objecting  to  any  at- 
tempt to  legislate  disclosure  is  that  it  puts  a legisla- 
tive body  dangerously  close  to  mandating  one  form 
of  medical  treatment  over  another.  Obviously,  a 
legislative  body  does  not  have  the  expertise  to  make 
decisions  of  this  type.  Nor,  I suspect,  would  the 
average  citizen  believe  that  is  it  the  proper  province 
of  a legislative  body.  A related  concern  is  whether 
special  legislation  would  set  a precedent  for  subse- 
quent legislation  concerning  other  types  of  medical 
treatment.  Coronary  bypass  operations  and  hyster- 
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ectomies  come  to  mind  as  possible  examples. 

Another  disadvantage  of  special  legislation  is  that 
it  exposes  physicians  to  unreasonable  risks  of  liabil- 
ity. That  there  is  uncertainty  as  to  what  should  and 
should  not  be  said  prior  to  treatment  for  breast 
cancer  is  perhaps  best  evidenced  by  the  experience 
in  California,  one  of  the  two  states  that  has  adopted 
legislation  relating  to  consent  to  breast  cancer  treat- 
ment. The  California  statute  states,  “The  failure  of 
a physician  and  surgeon  to  inform  a patient  by 
means  of  a standardized  written  summary  ...  of 
alternative  efficacious  methods  of  treatment  which 
may  be  medically  viable  . . . when  the  patient  is 
being  treated  for  any  form  of  breast  cancer  consti- 
tutes unprofessional  conduct.’’11  The  statute  was 
passed  in  1980  and  was  to  have  become  effective  on 
January  1,  1981.  It  has  not  yet  become  effective, 
because  compiling  a standardized  written  summary 
has  proven  impossible  to  date. 

According  to  the  California  Medical  Association, 
more  than  25  drafts  of  the  brochure  have  been 
prepared.  The  primary  area  of  controversy  has  been 
in  the  tone  and  style  of  the  pamphlet.  There  has 
been  disagreement  on  the  amount  of  weight  to  be 
given  to  each  procedure  discussed  and  on  the 
option  of  consenting  to  both  a biopsy  and  mastecto- 
my prior  to  surgery.12  The  surgeons  want  to  include 
the  Halsted  radical  mastectomy  as  an  alternative. 
The  radiologists,  on  the  other  hand,  want  the  Hal- 
sted method  deleted  and  more  emphasis  placed  on 
radiation  therapy  and  chemotherapy.  The  plastic 
surgeons  would  like  to  include  information  on 
breast  reconstruction.  Even  if  all  of  the  physicians 
agree,  the  brochure  must  still  be  acceptable  to  the 
constituency  behind  the  legislation.12 

If  it  has  taken  the  California  Department  of 
Health  Services  over  a year  to  compile  a brochure, 
is  it  proper  for  that  brochure  to  form  the  basis  for 
liability?  “Furthermore,  given  the  rapid  advance  of 
medical  science,  any  treatment  summary  will  soon 
be  outdated,  at  least  in  part.’’9  The  disagreement  in 
California  is  confirmation  that  the  information  dis- 
closed must  be  tailored  to  the  individual  patient  and 
not  legislated. 

While  mandating  disclosure  by  legislation  is 
not  appropriate,  education  of  patients  and 
doctors  is.  The  Medical  Society  of  Virginia  must 
strive  to  ensure  that  physicians  in  the  Common- 
wealth are  aware  of  current  developments  in  the 
treatment  of  breast  cancer.  The  Society  can  be 
especially  helpful  in  informing  physicians  who  do 
not  work  in  large  medical  centers. 


Where  there  may  be  uncertainty  as  to  the  effec- 
tiveness of  various  treatments,  it  is  important  that 
the  physician  and  patient  consider  all  reasonable 
treatment  options.  Since  the  physician-patient  rela- 
tionship is  a two-way  relationship,  a second  objec- 
tive should  be  to  provide  for  patient  education.  If 
the  patient  has  background  information,  the  quality 
of  the  discussion  between  physician  and  patient 
improves.  With  this  thought  in  mind,  the  Medical 
Society  and  the  Virginia  Division  of  the  American 
Cancer  Society  are  joining  together  to  produce  an 
introductory  brochure.  In  contrast  to  the  situation 
in  California,  this  brochure  is  designed  to  introduce 
the  patient  to  the  subject,  rather  than  provide  the 
final  answer. 

The  patient  with  a diagnosis  of  breast  cancer  does 
have  a right  to  know  what  alternative  treatments 
may  be  appropriate  so  that  she  can  participate 
intelligently  in  the  decision  as  to  her  course  of 
treatment.  It  is  the  physician’s  obligation  to  inform 
her  of  alternatives  and  the  patient’s  obligation  to 
learn  as  much  as  she  can  so  that  she  can  actively 
participate  in  the  discussion.  If  the  public  discovers 
that  physicians  are  as  anxious  to  inform  them  about 
the  treatment  of  breast  cancer  as  the  public  is  to 
know,  the  legitimate  objective  of  House  Bill  406  will 
be  satisfied  without  the  negative  consequences  as- 
sociated with  legislation. 
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Primavera,  Where  dormant 
lives  begin  to  flourish* 

In  classical  Greek  literature  Primavera  means 
rebirth.  That’s  why  we  chose  the  name  Primavera  for 
our  28  day  residential  treatment  facility.  Our  program 
is  designed  to  meet  the  special  needs  of  those  affected 
by  alcohol  and  drug  dependency.  We  offer  a full  range 
of  services  including: 

♦ Program  which  incorporates  the  principles  of  AA 

♦ Evaluation  services 

♦ Medically  supervised  detoxification 

♦ 4 day  intensive  family  therapy  program 

♦ Individualized  planning  for  aftercare 

♦ Coordination  of  treatment  with  E.  A.P  representatives 
k Admissions  are  accepted  24-hours,  7 days  a week. 
^Treatment  is  covered  by  Blue  Cross/Blue  Shield, 

^Champus  and  most  major  insurance  policies. 

^For  more  information,  please  call  (703)  937-5133. 

MAVERAat  Culpeper,  Virginia  (703)937-5133 

Free  Transportation  From  Anywhere  In  The  U.S.  A. 


Choices  in  Treatment 
for  Breast  Cancer 

A surgeon,  J.  Shelton  Horsley  III,  MD,  Richmond , 
and  a radiotherapist,  Nigel  Goodchild,  MD,  Charlottesville , 

answer  questions 

about  current  procedures  for  primary  breast  cancer. 


How  do  you  go  about  making  the  diagnosis  of  breast 
cancer? 

Dr.  Horsley:  I take  a careful  history  from  the 
patient  and  then  do  a breast  examination.  If  she  has 
any  signs  or  symptoms  of  disease,  I document  them 
as  carefully  as  possible  and  get  bilateral  xeromam- 
mograms.  After  this,  if  she  has  a discreet  lump  that 
would  require  a biopsy,  I request  fine-needle  aspira- 
tion biopsy  by  our  Division  of  Surgical  Pathology.  If 
they  can  make  the  diagnosis  of  cancer,  I proceed 
with  primary  treatment.  However,  if  there  is  ques- 
tion regarding  the  diagnosis  or  if  they  make  a 
diagnosis  of  a benign  lesion,  I proceed  with  an 
incisional  or  excisional  biopsy.  If  the  lesion  is  2 to  3 
cm,  I will  excise  it.  If  it  is  larger,  I might  simply 
incise  it  in  order  to  get  adequate  tissue  for  histologic 
diagnosis. 

Dr.  Goodchild:  Most  important  is  the  careful 
examination  of  the  breast,  with  mammography  and 
biopsy  if  a suspicious  mass  is  palpated.  I believe  all 

From  the  Division  of  Surgical  Oncology  at  the  Medical 
College  of  Virginia/Virginia  Commonwealth  University, 
Richmond  (Dr.  Horsley),  and  the  Division  of  Radiation 
Oncology,  University  of  Virginia,  Charlottesville  (Dr. 
Goodchild). 


women  should  be  encouraged  to  perform  regular 
self-examination  of  the  breast,  and  women  over  35 
should  have  a baseline  mammogram,  with  yearly 
mammography  for  women  over  50,  using  modern, 
low-dose  equipment. 

What  features  of  the  physical  examination  are  of 
importance  in  selecting  treatment? 

Dr.  Horsley:  If  the  patient  has  a typical  inflamma- 
tory carcinoma,  and  this  is  confirmed  by  tissue 
examination  by  the  pathologist,  I do  not  feel  any 
type  of  surgical  procedure  would  be  beneficial  to 
the  patient.  I accept  the  fact  that  this  patient  is  a 
candidate  for  palliative  treatment  of  metastatic 
breast  cancer. 

Status  of  the  axillary  nodes  is  of  critical  impor- 
tance. If  they  are  larger  (greater  than  2.5  cm)  and 
matted,  this  places  the  patient  in  a much  less 
favorable  category  for  cure,  whereas  the  absence  of 
any  palpable  axillary  nodes  is  a more  favorable 
prognosis.  I realize,  of  course,  that  in  the  absence 
of  palpable  nodes  there  is  a 30-40%  incidence  of 
microscopic  metastasis  in  the  axillary  nodes. 

The  presence  of  supraclavicular  nodes  carries  a 
very  poor  prognosis.  However  I would  always  get  a 
tissue  diagnosis  of  these  nodes  before  making  a final 
decision. 
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The  presence  of  satellite  nodules,  which  are 
infrequently  seen,  and  an  enlarged  nodular  liver, 
and  large  firm  suspicious  nodes  in  opposite  axilla 
also  are  ominous  signs.  If  these  are  confirmed  as 
metastatic  breast  cancer,  the  patient  would  be  inop- 
erable for  cure,  and  I would  select  a palliative  type 
of  treatment  program. 

Dr.  Goodchild:  In  considering  treatment  of  early 
breast  carcinoma  by  radiation,  the  most  important 
feature  is  the  relative  size  of  the  tumor  to  the  breast. 
If  a considerable  portion  of  the  breast  has  to  be 
removed  to  obtain  a clear  margin,  this  will  produce 
a poor  cosmetic  result,  and  the  patient  would  be 
better  served  by  a mastectomy. 

Skin  involvement  is  probably  better  treated  by 
surgery  and  postoperative  irradiation,  unless  it  is  a 
frank  inflammatory  carcinoma  when  irradiation 
alone  plus  chemotherapy  is  indicated.  Nodal  in- 
volvement, if  mobile,  is  not  a contraindication  to 
primary  irradiation  treatment  if  the  other  factors 
indicate  that  the  primary  can  be  removed  with  a 
margin  without  significantly  distorting  the  breast 
contour. 

Certain  physical  limitations  of  the  patient  may 
prohibit  the  successful  use  of  radiotherapy.  For 
example,  an  inability  to  rotate  the  shoulder  joint  on 
the  side  of  the  lesion  would  make  it  difficult  to 
deliver  appropriate  radiation  to  the  breast. 

Are  there  any  special  tests  needed  before  treatment  is 
decided  upon? 

Dr.  Horsley:  I think  every  patient  should  have 
bilateral  xeromammograms,  chest  X-ray,  and  liver 
function  studies  in  addition  to  a careful  history  and 
physical  examination.  In  women  who  have  breast 


cancers  larger  than  5 cm  and  clinical  evidence  of 
axillary  node  involvement,  I would  also  proceed 
with  a bone  scan.  I would  also  do  a bone  scan  in 
anyone  who  has  any  specific  boney  complaints.  If 
the  patient  has  hepatomegaly  or  liver  function  ab- 
normalities, a liver  scan  would  be  indicated.  I see 
no  indication  for  a brain  scan  unless  the  patient  has 
neurological  symptoms. 

Dr.  Goodchild:  For  small  tumors  the  patient 
should  have  bilateral  mammograms,  chest  X-ray, 
and  liver  function  tests.  A mammogram  is  particu- 
larly useful  if  primary  radiation  is  to  be  given,  for 
localizing  the  tumor  bed  for  a boost  dose  whether  it 
is  delivered  by  an  iridium  implant  or  by  external 
irradiation.  It  is  also  important,  if  radiotherapy  is 
the  primary  treatment,  to  exclude  other  mass  le- 
sions in  the  breast  since  the  dose  to  the  whole 
breast  is  sufficient  to  control  microscopic  disease 
but  insufficient  for  macroscopic  disease.  If  the 
axilla  is  involved  I would  also  obtain  a bone  scan. 
Other  organ-directed  investigations,  such  as  liver 
scan  and  brain  scan,  I would  obtain  only  on  clinical 
suspicion  of  metastatic  involvement. 

We  know,  and  recognize,  that  there  is  a great  deal  of 
variation  from  person  to  person  and  from  breast 
cancer  to  breast  cancer,  but  what  are  the  treatments 
you  commonly  recommend? 

Dr.  Horsley:  The  treatment  1 most  commonly 
recommend  is  modified  radical  mastectomy.  If  the 
patient  has  an  in  situ  carcinoma  (intraductal  carci- 
noma or  lobular  carcinoma  in  situ)  I would  recom- 
mend a total  mastectomy  since  they  infrequently  go 
to  the  nodes. 

If  the  patient  wishes  to  retain  her  breast,  I would 


“The  Achilles  heel  is  early  diagnosis” 


The  questions  on  these  pages  were  designed 
by  Dr.  Gerald  Goldstein,  medical  oncologist  at 
the  University  of  Virginia,  Charlottesville,  who 
comments  as  follows. 

Controversy  and  breast  cancer  appear  insepa- 
rable. Old  disagreements  are  rarely  resolved; 
new  developments,  such  as  mammography  and 
adjuvant  chemotherapy,  rapidly  become  en- 
meshed with  a stroma  of  valid  controversy  well- 
nourished  by  a flow  of  emotion. 

The  victims  of  breast  cancer  are  almost  equal- 


ly divided  into  those  who  are  cured  and  those 
who  are  not  cured.  Many  who  are  cured  think 
that  “too  much”  was  done  in  the  way  of  treat- 
ment. Many  who  are  not  cured  think  that  what 
was  done  was  “too  little  and  too  late". 

Improved  results  in  the  future  will  not  come 
from  changes  in  treatment.  The  Achilles  heel  of 
breast  cancer  is  early  diagnosis.  Better  cosmetic 
results,  more  frequent  preservation  of  the  breast, 
and  more  cures  will  be  obtained  by  the  use  of 
breast  self-examination  and  mammography. 

Gerald  Goldstein,  MD 
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recommend  a segmental  mastectomy,  which  in- 
volves getting  a margin  of  tissue  around  the  primary 
breast  cancer  that  is  free  of  cancer  as  proven 
histologically  and  then  do  an  axillary  node  dissec- 
tion. I would  then  discuss  with  the  patient  the 
possibilities  of  multicentric  breast  cancer  and  ex- 
plain to  her  that  we  do  not  know  whether  it  is  a 
clinical  problem  or  not  and  give  her  the  option  as  to 
whether  she  would  have  X-ray  treatment  to  the 
breast  or  simply  follow  her  closely  and  do  a mastec- 
tomy if  she  has  recurrence. 

Dr.  Goodchild:  Regrettably,  I don’t  often  get  the 
opportunity  to  recommend  a course  of  radiotherapy 
for  early  carcinoma  of  the  breast,  since  surgeons 
appear  reluctant  to  refer  patients.  Radiotherapy  is, 
however,  as  effective  a treatment  as  a mastectomy. 

The  treatment  consists  of  delivering  radiation 
from  a cobalt  machine  or  a linear  accelerator  to  the 
whole  breast  and  adjacent  nodal  areas,  with  a 
higher  dose  to  the  tumor  bed  delivered  either  by  a 
radioactive,  temporary  implant,  usually  with  iridi- 
um or  a small-field,  external-beam  boost.  The  treat- 
ment involves  a series  of  daily  treatments  five  times 
a week  for  five  or  six  weeks  and,  if  an  implant  is 
performed,  a hospital  stay  of  approximately  three 
days.  A patient  can  continue  to  work  through  the 
course  of  external  treatments. 

For  inoperable  lesions  the  basic  technique  is  the 
same,  although  if  there  is  skin  involvement,  a full 
dose  has  to  be  delivered  to  the  skin,  and  all  patients 
will  develop  some  reaction  over  the  treated  area, 
whereas  in  primary  treatment  the  acute  reaction 
will  in  general  be  less. 

What  are  the  results  to  be  expected  with  a mobile 
lesion  less  than  5 cm  in  diameter  and  in  which  all  the 
axillary  nodes  are  histologically  negative? 

Dr.  Horsley:  The  patient  can  expect  a 75%  chance 
of  being  free  of  disease  at  ten  years  if  treated  by 
modified  radical  mastectomy. 

Dr.  Goodchild:  Following  primary  irradiation  of  a 
T1  lesion,  there  is  a local  recurrence  rate  of  2-5%, 
and  these  patients  will  require  mastectomies.  The 
majority  will  have  normal  breasts  remaining  on  the 
treated  side;  a few,  although  retaining  normal  con- 
tours, will  have  some  degree  of  fibrosis  which  can 
be  appreciated  on  palpation.  In  T2  tumors,  if  an 
excisional  biopsy  is  performed  with  clear  margins,  a 
similar  control  rate  will  be  achieved,  but  if  the 
primary  is  not  excised  prior  to  irradiation,  a higher 
failure  rate  will  be  found  of  about  20%.  Because  of 


the  higher  dose  necessary  to  eradicate  a five-cm 
tumor,  compared  to  control  of  microscopic  disease 
after  excisional  biopsy,  the  cosmetic  result  is  less 
likely  to  be  excellent. 

What  are  the  expected  results  if  the  nodes  are  posi- 
tive? 

Dr.  Horsley:  The  expected  results  are  disease- 
free  survival  at  ten  years  of  35%  if  one  to  three 
nodes  are  positive  and  15%  if  more  than  four  nodes 
are  positive. 

Dr.  Goodchild:  For  T1  and  T2  tumors  treated  by 
excisional  biopsy  and  axillary  dissection  followed 
by  radical  irradiation,  the  local  control  rates  are  the 
same  if  the  nodes  are  involved  with  tumor,  but  the 
survival  at  five  years  will  drop  from  85%  for  the 
node-negative  patients  to  50%  for  the  node-positive 
patients. 

For  what  conditions,  if  any,  would  you  recommend 
chemotherapy  as  the  first  treatment? 

Dr.  Horsley:  I would  not  recommend  chemo- 
therapy as  the  initial  treatment  for  any  breast  can- 
cer that  is  potentially  curable  by  surgery.  I would 
recommend  this  treatment  if  the  patient  had  evi- 
dence of  breast  cancer  that  was  inoperable  for  cure 
and  the  lesion  was  estrogen-receptor-negative. 

Dr.  Goodchild:  Chemotherapy  as  an  initial  treat- 
ment can  be  indicated  in  patients  with  metastatic 
disease;  most  other  patients  should  first  have  local 
control  of  the  disease  with  either  radiation  or  sur- 
gery as  appropriate.  For  elderly  women  with  ad- 
vanced tumors,  particularly  if  they  are  estrogen- 
receptor-positive,  a trial  of  hormones  can  often 
obtain  a very  satisfactory  response. 

What  alternative  treatments  do  you  discuss  with  the 
patient? 

Dr.  Horsley:  I discuss  the  modified  radical  mas- 
tectomy, segmental  mastectomy  with  node  dissec- 
tion with  or  without  radiation  of  the  breast,  and 
lumpectomy  and  radiation  to  both  the  axilla  and 
breast. 

Dr.  Goodchild:  The  alternative  treatments  of 
mastectomy  or  radical  radiotherapy  should  both  be 
discussed  with  the  patient.  I believe  the  surgical 
options  can  most  successfully  be  presented  by  the 
surgeon,  and,  equally,  the  patient  should  have  the 
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opportunity  of  discussing  possible  radiation  with  a 
radiotherapist. 

Do  you  find  it  difficult  or  unethical  to  discuss  alterna- 
tive treatments  that  in  your  opinion  are  not  as  good  as 
your  recommended  treatment? 

Dr.  Horsley:  I find  this  somewhat  difficult  some- 
times. I do  make  every  attempt  to  explain  to  the 
patient  why  I feel  that  a particular  treatment  alter- 
native is  not  as  desirable  as  others  with  regards  to 
the  chance  of  cure. 

Dr.  Goodchild:  No.  It  is  the  patient’s  right  to 
decide  on  whatever  treatment  she  wishes  as  long  as 
the  patient  understands  the  implications  of  her 
decision.  There  should  be  a full  discussion  not  only 
of  the  treatment  recommended  but  of  any  alterna- 
tive. 

What  advantages  do  your  procedures  offer? 

Dr.  Horsley:  There  is  no  local-regional  treatment 
for  breast  cancer  that  gives  a better  survival  than 
modified  radical  mastectomy  (total  mastectomy 
plus  axillary  node  dissection).  Breast  cancer  occurs 
in  multiple  other  sites  in  the  same  breast  (multifo- 
cal) in  30  to  70%  of  patients.  This  is  not  detectable 
by  any  means  other  than  microscopic  examination. 
Although  these  foci  are  most  often  in  situ  cancers, 
invasive  cancer  is  also  found.  The  total  mastectomy 
treats  this  problem  definitively  by  removing  all  of 
the  breast  tissue. 

We  also  know  that  our  assessment  of  the  status  of 
the  axillary  nodes  is  highly  inaccurate.  Although 
clinically  there  may  be  no  evidence  of  axillary  node 
metastases,  microscopic  examination  of  these 
nodes  reveals  metastases  in  30  to  40%  of  patients. 
Since  the  status  of  the  axillary  nodes  is  the  most 
important  prognostic  factor  and  essential  to  accu- 
rate pathologic  staging  of  breast  cancer,  axillary 
dissection  is  necessary.  We  also  use  this  as  our 
basis  for  recommending  adjuvant  chemotherapy  or 
hormonal  therapy  for  those  patients  who  have  me- 
tastases in  their  axillary  nodes. 

Dr.  Goodchild:  The  woman  has  two  normal 
breasts. 

What  are  the  disadvantages? 

Dr.  Horsley:  The  principal  disadvantage  is  remov- 
al of  the  entire  breast.  We  might  have  a slightly 
higher  incidence  of  arm  swelling  since  we  do  a 


complete  axillary  dissection,  taking  the  pectoralis 
minor  muscle  but  sparing  the  pectoralis  major  mus- 
cle and  its  neurovascular  bundle. 

Dr.  Goodchild:  The  major  disadvantage  is  the  six 
week’s  duration  of  the  treatment  and  the  discomfort 
if  an  acute  reaction  develops. 

At  what  time  after  the  initial  treatment  do  you 
recommend  reconstruction  of  the  breast? 

Dr.  Horsley:  If  the  patient  has  negative  nodes  and 
wishes  to  have  breast  reconstruction  I recommend 
that  she  have  it  done  at  approximately  six  months. 
If  the  nodes  are  positive  and  she  is  undergoing 
adjuvant  chemotherapy  or  hormone  therapy,  I 
would  recommend  to  her  that  she  wait  until  that  is 
completed,  which  will  be  between  one  and  two 
years.  However,  if  she  is  adamant  about  recon- 
struction, I would  make  every  attempt  to  pick  a 
suitable  time  during  this  course  of  therapy  to  ar- 
range to  have  this  done. 

Dr.  Goodchild:  Radiotherapy  as  a primary  treat- 
ment obviates  the  need. 

Are  there  any  points  you  wish  to  emphasize? 

Dr.  Horsley:  We  should  continue  to  evaluate 
carefully  different  types  of  treatment  to  determine 
which  one  gives  the  best  survival  with  the  least 
deformity. 

Dr.  Goodchild:  Radical  irradiation  in  early  carci- 
noma of  the  breast  is  just  as  effective  as  surgery  as  a 
local  curative  treatment,  and  the  only  way  the 
patient  can  make  an  informed  decision  is  by  having 
the  opportunity  to  discuss  the  treatment  options 
with  a radiotherapist  as  well  as  with  a surgeon. 
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Adjuvant  Chemotherapy 
for  Breast  Cancer 

Roy  E.  Smith,  MD,  Charlottesville , Virginia 


Disseminated  breast  cancer  is  the  major 
cause  of  cancer-related  deaths  of  females  in 
the  United  States.  It  is  estimated  that  in  1982  there 
will  be  112,000  new  cases  of  breast  cancer  and 
37,000  deaths  related  to  breast  cancers.1  Five-year 
survival  rates  are  related  to  the  presence  or  absence 
of  metastatic  disease,  the  probability  of  which  can 
be  ascertained  by  the  absolute  number  of  lymph 
nodes  involved  and,  to  a lesser  degree,  by  tumor 
size.2  3 Other  variables  often  considered  include 
age,  estrogen-receptor  status,  tumor  necrosis,  and 
vascular  invasion,  but  these  remain  controversial 
and  their  use  in  determining  adjuvant  therapy  is 
unproven. 

Microscopic  examination  of  the  axillary  nodes  is 
essential  since  as  many  as  one  third  of  patients  with 
palpable  nodes  will  not  have  tumor  involvement, 
while  an  equal  number  without  palpable  nodes  will 
have  disease  present  in  a node  or  nodes. 

In  node-positive  women  the  first  recurrence  will 
be  local-regional  in  20%  and  distant  in  60%.  In 
addition,  after  a 2-year  followup,  70%  of  those  with 
local-regional  first  recurrence  will  also  develop  dis- 
tant disease.  In  other  words,  in  the  majority  of 
patients  the  first  relapse  will  be  with  distant  metas- 
tases,  and  over  one-half  of  patients  with  local- 
regional  relapse  will  eventually  develop  metastatic 

From  the  Department  of  Medicine,  Division  of  Hema- 
tology-Oncology, University  of  Virginia.  Address  corre- 
spondence to  Dr.  Smith  at  Box  465,  University  of  Virgin- 
ia Medical  Center,  Charlottesville  VA  22908. 


disease.4  It  is  obvious  that  most  node-positive  pa- 
tients have  systemic  disease  at  presentation.  One- 
half  of  American  breast  cancer  victims  will  present 
with  positive  axillary  nodes.  Therefore,  surgery 
with  or  without  postoperative  radiation  therapy  can 
be  expected  to  be  unsuccessful  in  a large  number  of 
this  group.  Treatment  should  be  designed  to  pro- 
vide both  local  and  systemic  control. 

Results  of  Studies 

Various  adjuvant  chemotherapy  trials  have  been 
used.  Unfortunately,  only  a small  number  of  these 
investigations  have  been  done  in  a randomized 
fashion  using  untreated  controls.  The  earliest  trials 
used  single  agents  either  during  or  after  mastecto- 
my. Perioperative  thiotepa  produced  a 20%  survival 
advantage  in  pre-menopausal  women  with  four  or 
more  nodes  involved,  while  cyclophosphamide, 
given  within  three  weeks  of  mastectomy,  was  effec- 
tive in  both  pre-  and  post-menopausal  patients.5-6 
Cyclophosphamide  was  not  effective  if  treatment 
was  delivered  more  than  three  weeks  after  mastec- 
tomy. 

Recent  studies  have  produced  more  dramatic 
results.  In  1972,  the  National  Surgical  Adjuvant 
Breast  Project  (NSABP)  launched  a large-scale  trial 
comparing  L-phenylalanine  mustard  (L-PAM)  to 
placebo  in  women  after  mastectomy.7  During  the  2- 
year  treatment  period,  it  appeared  that  pre-meno- 
pausal women  with  one  to  three  nodes  had  a lower 
relapse  rate  than  the  placebo-treated  group  (6%  vs 
26%,  P-value  0.04).  Unfortunately,  during  followup 
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after  the  completion  of  treatment  the  relapse  rates 
were  the  same.8 

Based  upon  these  early  results,  the  NSABF  de- 
signed several  studies  comparing  L-PAM  to  5-FU  + 
L-PAM,  L-PAM  + 5-FU  to  L-PAM  + 5-FU  + 
methotrexate,  and  L-PAM  + 5-FU  to  L-PAM  + 5- 
FU  + tamoxifen.8-9  These  last  studies  did  not 
involve  the  use  of  randomized,  concurrent,  untreat- 
ed controls  and,  therefore,  are  difficult  to  interpret. 
Their  early  results  indicated  an  advantage  for  pre- 
menopausal, node-positive  women  treated  with  L- 
PAM  and  5-FU.  As  with  the  L-PAM  versus  placebo 
study  with  continued  followup,  there  was  no  advan- 
tage to  any  group.  The  L-PAM  + 5-FU  comparison 
to  L-PAM  + 5-FU  + tamoxifen  is  too  recent  to 
interpret  properly  but  has  been  reported  to  demon- 
strate an  early  advantage  to  post-menopausal, 
node-positive,  estrogen-receptor-positive  women 
receiving  tamoxifen.  Again,  randomized,  concur- 
rent, untreated  controls  were  not  used.9 

Bonadonna  and  co-workers 10  have  investigated 
combination  chemotherapy  consisting  of  cyclo- 
phosphamide, methotrexate,  and  5-FU  (CMF).  Af- 
ter 6-year  followup,  65%  of  women  receiving  CMF 
were  disease-free,  in  contrast  to  45%  of  untreated 
controls.  The  best  results  were  seen  in  pre-meno- 
pausal  women  with  less  than  four  positive  nodes, 
and  the  worst  results  in  women  with  four  or  more 
positive  nodes.  Six  months  of  CMF  appeared  to  be 
as  good  as  12  months.  Post-menopausal  women  did 
not  benefit  unless  they  received  85%  or  more  of  the 
optimum  dosage.  The  role  of  CMF  adjuvant  therapy 
in  post-menopausal  women  remains  controversial. 

Hubay  and  co-workers"  prospectively  examined 
the  role  of  CMF  or  CMF  and  tamoxifen.  In  both 
pre-  and  post-menopausal  patients  who  were  estro- 
gen-receptor-positive,  CMF  + tamoxifen  was  sig- 
nificantly more  efficacious  than  CMF  alone.  There 
was  no  difference  noted  in  estrogen-receptor-nega- 
tive patients  treated  either  with  or  without  tamoxi- 
fen. 

The  Mayo  Clinic  compared  L-PAM  to  cyclophos- 
phamide, 5-FU  and  prednisone  in  pre-  and  post- 
menopausal patients.  As  with  both  the  NSABP  and 
Bonadonna  studies,  there  were  distinct  advantages 
for  pre-menopausal  patients  receiving  combination 
therapy,  with  85%  disease-free  at  two  years  of 
followup  compared  to  58%  treated  with  L-PAM 
alone.12 

In  1982,  the  Southwest  Oncology  Group  pub- 
lished a 42-month  followup  of  their  prospective, 
randomized  comparison  between  L-PAM  and 
CMFVP  (CMF  + vincristine  and  prednisone).  They 
found  significantly  longer  disease-free  survival  in 


both  pre-  and  post-menopausal,  node-positive 
women  treated  with  CMFVP.  In  this  study  the 
continuous  administration  of  CMFVP  was  particu- 
larly beneficial  in  women  with  one  to  three  nodes 
involved. 1 1 

Adriamycin  combinations  (adriamycin  and  cyclo- 
phosphamide +/-  5-FU)  have  also  been  evaluated 
in  adjuvant  trials.  These  regimens  have  been  report- 
ed to  be  effective  in  both  pre-  and  post-menopausal, 
node-positive  patients. I4,|S  Adriamycin  and  cyclo- 
phosphamide have  been  reported  in  separate  trials 
to  be  effective  in  node-negative  patients.16  These 
studies  were  done  in  non-randomized,  non-con- 
trolled  settings. 

The  role  of  postoperative  radiation  therapy  in  the 
setting  of  adjuvant  chemotherapy  is  debatable.  Hol- 
land and  co-workers  retrospectively  analyzed  the 
results  of  27  women  treated  with  adjuvant,  combi- 
nation chemotherapy  and  postoperative  radiation 
and  compared  them  with  73  women  receiving  che- 
motherapy alone.  They  found  a significantly  greater 
relapse  rate  in  the  irradiated  group.17  A number  of 
recent,  prospective,  randomized  studies  have  refut- 
ed this  finding  by  demonstrating  no  difference  in 
relapse  rate  or  survival  in  the  two  groups.  In 
addition,  these  studies  showed  a need  for  a de- 
crease in  dosage  for  chemotherapy  given  with  post- 
operative radiation.18-19 

In  1982,  Chu  and  Kiel20  compared,  in  a non- 
randomized  fashion,  patients  treated  with  radical  or 
modified  radical  mastectomy  who  subsequently  re- 
ceived either  postoperative  radiotherapy  or  adju- 
vant chemotherapy.  Interestingly,  there  was  no 
significant  difference  in  disease-free  or  over-all  sur- 
vival or  in  local  recurrence  rates  in  either  pre-  or 
post-menopausal  patients. 

Discussion 

When  considering  adjuvant  chemotherapy  for 
breast  cancer,  the  clinician  is  confronted  with  a 
confusing  array  of  information  and  there  are  a 
limited  number  of  adequately  designed  trials  using 
concurrent,  untreated  controls.  Chemotherapy  tri- 
als comparing  different  regimens  or  using  historical 
controls  without  a no-treatment  limb  are  flawed. 
Adthough  it  may  be  possible  to  determine  whether 
one  is  superior  to  another,  it  is  not  possible  to 
determine  whether  any  treatment  is  superior  to  no 
treatment.  For  the  most  part,  adjuvant  chemothera- 
py remains  an  investigational  tool  and  should  be 
reserved  for  patients  participating  in  investigational 
clinical  trials. 

Against  that  background,  I consider  only  node- 
positive, pre-menopausal  women  with  no  evidence 
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of  metastases  as  candidates  for  adjuvant  chemo- 
therapy. Node-negative  women  are  at  a very  low 
risk  for  disease  recurrence  even  without  chemo- 
therapeutic intervention,  and  the  benefit  of  chemo- 
therapy to  post-menopausal  women  has  not  been 
confirmed  by  prospective,  controlled  trials. 

1 usually  choose  combination  chemotherapy  con- 
sisting of  cyclophosphamide,  methotrexate,  and  5- 
FU  in  12  monthly  cycles.  I base  this  choice  on 
Bonadonna’s  published  reports,  the  ease  of  admin- 
istration, the  lack  of  toxicity,  and  the  observation 
that  combination  regimens  are  superior  to  single 
agents.  I will  not  use  CMF  in  six  monthly  cycles 
until  there  is  additional  followup  reported  and  inde- 
pendent confirmation  of  the  results. 

The  use  of  postoperative  radiation  therapy  in 
conjunction  with  adjuvant  chemotherapy  is  highly 
controversial  and  has  not  been  adequately  studied. 
Because  radiation  therapy  may  impair  the  patient’s 
tolerance  to  chemotherapy  and  increase  morbidity, 
1 choose  not  to  use  this  modality. 

The  use  of  hormonal  manipulation  in  the  adjuvant 
setting  is  promising  but  remains  unproven.  I defer 
this  type  of  intervention  since  it  may  be  a useful 
treatment  if  relapse  occurs. 
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Reconstruction  of  the  Breast 


John  B.  McCraw,  MD,  and  Charles  E.  Horton,  MD,  Norfolk,  Virginia 


The  question  as  to  whether  breast  reconstruc- 
tion should  be  considered  in  a patient  with 
breast  cancer  is  virtually  always  generated  by  the 
patient  herself,  rather  than  at  the  suggestion  of  a 
family  member  or  someone  involved  with  her  treat- 
ment. Since  breast  reconstruction  is  a topic  of 
distinct  interest  to  women  and  has  been  exploited 
by  the  lay  press,  mastectomy  patients  come  to  their 
physicians  and  surgeons  knowledgeable  about  the 
methods  of  breast  reconstruction,  even  if  it  is  a 
superficial  knowledge.  They  have  few  doubts  about 
the  purpose  of  breast  reconstruction:  to  feel  better 
about  themselves,  to  dress  normally,  i.e.,  in  a 
sundress  or  bathing  suit  if  they  choose;  to  counter- 
act a certain  sense  of  lost  femininity;  to  be  rid  of  an 
external  prosthesis;  and  to  "forget,”  in  a sense,  the 
cancer  and  get  on  with  living.1 

Women  do  not  seek  breast  reconstruction  be- 
cause they  are  particularly  vain  or  because  of  some 
need  to  enhance  their  sexual  allure,  which,  by  the 
way,  must  be  carefully  distinguished  from  the  need 
to  regain  femininity.  Their  acceptance  of  even  poor 
surgical  results  clearly  substantiates  this.  This  is  not 
to  say  that  they  are  non-critical,  for  they  are,  in 
fact,  exceedingly  particular  and  goal-oriented,  al- 
though no  more  so  than  men  in  similar  situations. 

Although  the  "whether”  and  "when”  questions 
have  already  been  answered  by  the  time  the  patient 
comes  to  the  plastic  surgeon,  they  usually  have 
been  answered  without  prior  consultation  with  the 

Address  correspondence  to  Dr.  McCraw  at  400  West 
Brambleton  Avenue,  Norfolk  VA  23510,  where  he  is  in 
the  private  practice  of  plastic  surgery. 
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treating  physician,  for  fear  he  may  perceive  the 
patient  as  either  ungrateful  or  vain.  The  plastic 
surgeon  must  dismantle  this  secrecy  and  establish  a 
joint  consultation,  since  all  involved  seek  the  same 
goal  for  the  patient.  Under  no  circumstances  should 
the  plastic  surgeon  voice  any  significant  differences 
between  himself  and  the  treating  physician  and 
surgeon. 

The  nature  of  the  disease  and  the  timing  of 
reconstruction  are  the  most  critical  factors  in  deter- 
mining candidacy  for  reconstruction  of  the  breast. 
The  present  goal  is  to  reconstruct  only  patients  with 
expectation  of  reasonable  longevity,  so  that  the 
result  won't  be  lost  through  a disturbingly  brief 
disease-free  interval.  The  most  liberal  oncologic 
school  of  thought,  however,  would  offer  recon- 
structive surgery  first  to  those  with  but  a few  years 
to  live,  with  the  idea  that  the  quality  of  life  is  even 
more  important  in  this  set  of  patients.  This  school 
says  that  "if  she  has  only  three  years  to  live,  let 
them  be  good,  optimistic  years.” 

Although  the  trend  is  to  liberalize  the  indications 
for  reconstruction  of  the  breast  vis  a vis  accepting 
those  with  less  favorable  disease,  most  oncologists 
prefer  to  complete  one  year  of  uninterrupted  che- 
motherapy treatment,  and  most  surgeons  prefer  to 
wait  for  a two-year  disease-free  interval  because 
about  80%  of  patients  are  "determinate”  at  that 
point. 

The  plastic  surgeon  usually  prefers  a delay  of 
even  a few  days  because  patients  generally  don’t 
appreciate  the  difficulty  of  producing  a good  surgi- 
cal result  if  it  is  done  at  the  time  of  mastectomy. 
This  observation  may  be  related  to  poor  psychologi- 

l 
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cal  preparation,  too  much  happening  at  one  time, 
never  seeing  the  mastectomy  deformity,  never  ex- 
periencing the  mastectomy  "grief  reaction,”  or 
comparing  the  reconstruction  to  the  normal  breast.2 

Most  oncologic  surgeons  feel  that  immediate 
reconstruction  interferes  with  their  initial 
management  of  the  disease  because  permanent 
pathological  assessment  cannot  be  completed. 
Also,  decisions  regarding  chemotherapy  and  radio- 
therapy would  be  pending  while  the  reconstruction 
was  being  performed.  Logistically,  it  is  more  diffi- 
cult to  coordinate  two  surgical  teams  on  an  urgent 
basis,  and  the  operation  is  prolonged  by  two  hours. 
The  former  problem  is  surmountable  and  the  latter 
holds  little  relevance  for  the  patient,  unless  there 
are  special  considerations. 

There  remains  a persistent  fear  that  the  patient 
will  have  significant  wound-healing  problems  if,  in 
immediate  reconstruction,  the  necessity  for  the 
application  of  new  myocutaneous  flaps  occurs.  In 
fact,  the  blood  supply  to  these  new  flaps  is  much 
more  robust  than  the  blood  supply  to  the  necessari- 
ly thinned  mastectomy  skin  flaps.3-5  Experience 
has  shown  that  fewer  wound-healing  problems  are 
associated  with  these  exceedingly  healthy  myocuta- 
neous flaps  than  with  the  tenuous  skin  flaps  devel- 
oped in  the  course  of  a standard  mastectomy.  In 
many  cases,  adequate  skin  excision  will  allow 
enough  local  tissue  remaining  to  reconstruct  the 
breast  without  flap  coverage.  This  type  of  recon- 
struction is  simple,  brief,  and  will  become  more 
common  if  general  surgeons  accept  the  philosophy 
that  the  modified  mastectomy  with  axillary  node 
sampling  is  the  appropriate  treatment  for  most  early 
breast  cancers.6'7 

For  whatever  reason,  patient  acceptance  of  im- 
mediate reconstruction  may  not  be  good,  particular- 
ly in  younger  patients.  The  only  positive  report  in 
this  respect  is  by  Noone,8  who  succeeded  in  28  out 
of  30  young  patients;  these  patients  were  carefully 
selected  and  were  referred  by  a single  surgeon.  This 
has  not  been  the  general  experience,  and  we  are  left 
to  hypothesize  why.  It  is  clear  that  patients  have  to 
decide  too  many  things  at  once,  and  they  cannot 
perceive  the  mastectomy  deformity  as  their  own. 
There  is  no  reason  to  think  that  mastectomy  recon- 
struction can  be  expected  to  replace  the  unavoid- 
able grief  reaction  because  that  is  an  obligatory 
response  in  these  patients.  This  is  compounded  by 
the  fact  that  these  patients  are  left  to  compare  the 
imperfect  reconstruction  to  the  normal  breast  with- 
out ever  seeing  the  mastectomy  deformity. 


If  immediate  reconstruction  is  planned,  it  is  most 
important  that  the  patient  not  awaken  from  the 
mastectomy  disappointed  by  absence  of  the  expect- 
ed reconstruction,  and  there  can  be  several  reasons 
for  not  carrying  it  out,  all  of  which  should  be 
thoroughly  understood  by  the  patient  beforehand. 
The  extent  of  the  disease  may  not  be  known  or  may 
be  unfavorable.  Technical  problems  can  intervene, 
such  as  the  questionable  viability  of  tissue.  The 
unprepared  patient  not  only  will  be  disappointed 
but  will  be  left  to  presume  that  "the  cancer  was  too 
bad  to  do  the  reconstruction.”  These  definitions  of 
propriety  should  be  well  settled  in  advance. 

The  plastic  surgeon  would  prefer  to  see  a candi- 
date for  breast  reconstruction  in  a preoperative 
consultation  so  that  the  mastectomy  can  be  dis- 
cussed frankly,  in  all  its  anatomical  and  psychologi- 
cal aspects  and  in  a setting  of  optimism.  The  patient 
can  then  know  that  all  favorable  options  are  open, 
and  the  general  surgeon  is  projected  as  a caring 
person  who  still  remains  in  control  of  the  patient’s 
problem. 

In  this  pre-mastectomy  consultation,  the  plastic 
surgeon  can  make  his  most  important  anatomical 
contribution  by  advocating  a favorable  incision  of 
the  mastectomy  closure.  With  the  advent  of  the 
modified  radical  mastectomy,  the  transverse  inci- 
sion became  standard;  it  could  not  be  worse,  from  a 
standpoint  of  three-dimensional  volume  expansion, 
for  breast  reconstruction.  The  oblique  and  low 
closures  are  just  as  satisfactory  for  operative  access 
and  usually  can  be  expanded  later  to  reconstruct  the 
breast  with  adding  outside  flaps.  This  makes  a 
tremendous  difference  in  the  nature  of  eventual 
reconstruction,  and  this  difference  alone  may  be  the 
best  reason  for  preoperative  consultation  with  a 
plastic  surgeon. 

There  are  four  methods  of  breast  reconstruction 
that  may  be  used,  depending  on  various  conditions: 
• Subcutaneous  implantation  of  a silicone  pros- 
thesis, which  is  rarely  done  today.7-9 

• Subpectoral  reconstruction,  in  which  the  im- 
plant is  placed  beneath  the  pectoralis  major  and 
minor  muscles  and  the  serratus  muscle  and  fas- 
cia.2,10 

• Latissimus  dorsi  myocutaneous  flap  recon- 
struction.412-14 

• Rectus  abdominis  reconstruction. 15-16 
Nipple  reconstruction  may  be  done  primarily  or 
at  a later  time.  Present  efforts  are  directed  toward 
restoring  sensation  to  the  reconstructed  nipple  with 
microsurgical  techniques.  continued 
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The  pyschological  results  of  breast  reconstruc- 
tion are  relatively  uniform.  Even  with  a less  than 
ideal  anatomical  result,  the  patient  usually  is 
pleased,  if  the  treating  physician  and  family  are 
supportive  and  concordant  in  their  approaches.  In 
our  experience  no  patient  has  regretted  attempting  a 
reconstructive  effort,  even  though  more  than  a few 
have  been  disappoined  by  the  anatomical  result.  We 
plastic  surgeons  must  continue  to  criticize  our  best 
efforts,  to  search  for  more  elegant  solutions  to  the 
replacement  of  lost  tissues,  and  to  recognize  and 
diminish  every  risk  related  to  reconstruction. 

Every  elective  operation  must  be  considered 
carefully  in  light  of  expected  benefits,  known  risks 
and  reasonable  alternatives,  and  only  a well-in- 
formed patient  can  make  such  a choice.  Breast 
reconstruction  is  a major  operation  and  should 
provide  concomitant  benefits.  Our  efforts  are  pale 
in  comparison  with  nature’s  gift,  but  future  efforts 
in  restoring  sensation  should  eclipse  the  recent 
contributions  of  myocutaneous  flaps  to  the  form 
and  softness  to  the  reconstructed  breast. 
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Helping  Women  Cope 
with  Breast  Cancer  Treatment 


Morton  C.  Wilhelm,  MD,  Charlottesville,  Virginia 


In  1953,  the  majority  of  women  treated  for  breast 
cancer  had  a mastectomy.  Teresa  Lasser,  her- 
self a mastectomy  patient,  found  little  help  available 
in  adjusting  to  the  psychologic  and  physical  impact 
of  a mastectomy.  The  Reach  to  Recovery  Program 
was  developed  by  Mrs.  Lasser  to  fill  this  crucial 
need. 

In  1982,  the  management  of  breast  cancer  has 
become  quite  variable.  Treatment  itself  may  consist 
of  a form  of  mastectomy  or  a lesser  operative 
procedure,  with  radiation  the  primary  treatment. 
The  need  for  psychologic  and  physical  rehabilita- 
tion is  as  great  as  in  1953,  and  the  Reach  to 
Recovery  Program,  a vital  part  of  the  American 
Cancer  Society’s  rehabilitation  service,  has  grown 
to  meet  these  needs. 

Biopsy  frequently  precedes  definitive  treatment 
by  several  days,  allowing  the  patient  time  to  consid- 
er not  only  her  diagnosis  but  also  how  she  will  be 
affected  by  treatment.  Reach  to  Recovery  volun- 
teers are  trained  to  visit  before  treatment  and 
provide  reassuring  support.  This  makes  the  adjust- 
ment after  treatment  better  understood  and  more 
smoothly  accomplished. 

Mastectomy  patients  can  benefit  considerably 
from  continuing  developments  in  prostheses.  Var- 
ied exercises  and  exercise  programs  are  being  de- 
veloped on  an  ongoing  basis  to  assure  more  com- 
plete physical  recovery.  Concentrated  effort  has 
been  directed  toward  the  updating  of  reading  mate- 

From  the  Department  of  Surgery.  University  of  Virgin- 
ia, Charlottesville  VA  22908.  Dr.  Wilhelm  is  advisor  to 
the  Reach  to  Recovery  program. 
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rial  to  aid  the  patient  and  her  family  in  emotional 
recovery  following  treatment  for  breast  cancer.  The 
volunteer  is  continually  brought  up-to-date  on  all  of 
these  developments  and  can  transmit  the  informa- 
tion to  the  patient. 

Reconstruction  after  mastectomy  is  now  avail- 
able and  suitable  for  many  women.  Recognition  of 
the  patient's  need  for  a comprehensive  understand- 
ing of  what  the  operation  entails  and  a realistic 
appreciation  of  results  to  be  expected  led  to  the 
development  of  a specific  program  for  those  women 
who  might  be  interested  in  reconstruction.  This 
program  draws  on  a perceptive,  highly  motivated 
volunteer  group  of  reconstructed  mastectomy  pa- 
tients, and  these  trained  volunteers  are  now  avail- 
able to  visit  patients  who  are  considering  recon- 
struction. 

The  development  of  primary  radiation  as  a meth- 
od of  treatment  for  breast  cancer  incorrectly  led  to 
the  assumption  that  Reach  to  Recovery  programs 
would  soon  become  obsolete.  In  reality,  partially 
because  of  the  relative  newness  of  this  method  of 
treatment,  women  undergoing  primary  radiation 
require  considerable  emotional  and  even  physical 
rehabilitation.  Reach  to  Recovery  in  Virginia  is  now 
training  volunteers  to  meet  this  need. 

The  formula  for  the  success  of  the  Reach  to 
Recovery  program  continues  to  include  high  stan- 
dards for  selecting  and  training  volunteers,  quality 
control  of  the  program,  and  concerned,  involved 
participants.  Physicians  of  Virginia  are  indeed  for- 
tunate to  have  available  a program  of  this  caliber. 
All  breast  cancer  patients  should  be  offered  this 
superlative,  free  program. 
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Expanding  your  practice  doesn't  have  to  cost  a king's  ransom  when  you've  got  the 
Finance  One  solution. 

We're  part  of  Manufacturers  Hanover  Corporation,  one  of  the  nation's  largest  bank  hold- 
ing companies.  So  we've  got  the  resources,  the  expertise  and  the 
professionalism  you  expea.  And  the  competitive  rates  you  demand. 

Use  the  equity  in  your  home  to  buy  new  equipment.  To  buy  a 
share  in  a group  practice.  Or  to  do  anything  else  your  business  or 
pleasure  requires.  How-?  Just  call  us  today  toll-free  at  1-800-572-2484 
And  get  The  Solution.  Finance  One 


TOLL  FREE:  1-800-572-2484 

Finance  One  Mortgage  of  Virginia.  Inc  .6715  Backlick  Rd  Springfield.  VA  22150  (703)  569-6565 
Finance  One  Mortgage  of  Virginia.  Inc  . Holland  Office  Park,  Suite  109, 

4490  Holland  Office  Park,  Virginia  Beach,  VA  23452  (804)  490-0455 


Financial  Services  from 
Manufacturers  Hanover 

THE  SOLUTION 


Equal  Housing  Lende 


.t=r 


How  can  I expand  my  practice 
when  financing  costs  so  much? 

Manufacturers  Hanover 
has  The  Solution. 

Finance  One.' 
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When  mild 
to  moderate  pain 
is  a side  effect 
of  “Fitness” 


RUFEN 

ibuprofen 


® 


measures  up... 
at  a reasonable 
cost! 


A Single-Entity  Pain  Reliever 
As-Good-As  or  Better-Than  Codeine 
Combinations 

“...particularly  effective  in  soft  tissue  disorders 
including  sports  injuries,”1  Rufen  stops  pain  at  the 
site  of  injury  and  inflammation,  not  at  the  level  of 
central  perception.  There  is  no  dulled  sensorium, 
no  special  need  for  warnings  about  driving  or  cau- 
tions about  use  of  machinery.  Your  patient  gets  fast, 
effective  pain  relief . . .potent  anti-inflammatory 
action. . .excellent  tolerance. . .plus  the  exceptional 
economy  that  only  Rufen  offers.  Next  time  one  of 
your  patients  asks  for  pain  relief,  let  Rufen  show 
you  how  it  measures  up. 


Boots  Pharmaceuticals,  Inc. 

Shreveport.  LA  71 106 

Pioneers  in  medicine  for  the  family 


See  next  page  for  brief  summary  of  prescribing 
information. 


-v. 


Measure 

RUFEN 

(ibuprofen) 

against  “standard” 
mild  to  moderate  pain 


Measure 


RUFEN 

(ibuprofen) 

against  any 
mild  to  moderate  pain 


Dental  pain  and  episiotomy  pain  are  predictable,  repro- 
ducible “standards”  that  make  possible  objective  com- 
parisons of  effectiveness  of  different  analgesic  agents. 

• Measured  against  15,  30  and  60  mg  doses  of  codeine 
phosphate  in  a double-blind  study  of  287  patients, 
400-mg  doses  of  ibuprofen  proved  “significantly  better 
than  codeine  on  almost  all  pain  intensity,  degree  of 
relief  and  duration  of  analgesia  parameters.”2 

• Measured  against  a propoxyphene-acetaminophen 
combination  for  pain  relief  after  3rd  molar  extractions, 
ibuprofen  proved  equally  effective  and  caused 

fewer  side  effects.  Ibuprofen  was  associated 
with  faster  recovery,  evidenced  by  more 
rapid  reduction  of  trismus  and  return  to 
normal  function.3 

• Measured  against  post-episiotomy  pain  in  30 
patients,  “ibuprofen  was  effective  in  treating 
the  swelling  as  well  as  pain... during  the 
first  and  worst  days.  Therefore,  it  is  not 
only  the  analgesic  but  also  the  anti- 
inflammatory effect  of  ibuprofen  that  are 
the  beneficial  factors...”4 


RUFEN 

Acetaminophen  + codeine  combinations 

• single-entity,  peripheral- 
acting analgesia 

• combined  drugs  act  partly  through 
central  opioid  pathways 

• powerful  treatment  of  both 
pain  and  inflammation 

• virtually  no  treatment  of  the  inflam- 
matory component 

• better  tolerated  than 
aspirin 

• combined  side  effects  of  two  drugs  — 
warning  required  about  driving  or 
operating  machinery;  possible  respira- 
tory depression  with  alcohol,  tranquil- 
izers, other  common  medications 

• no  narcotic  risk,  red  tape, 
records 

• narcotic  precautions  required 

• matchless  economy  in  a 
modern  NSAID 

References: 

1.  Hart  FD,  Huskisson  EC,  Ansell  BM  in  Hart  FD  (editor):  Drug 

Treatment  of  the  Rheumatic  Diseases,  2nd  Ed,  Adis  Press,  Balgowlah, 
Australia,  1982,  p.  30. 

2.  Rondeau  PL,  Yeung  E,  Nelson  P:  Canad  Dent  Assoc  J 46:433-439,  1980. 
3.  Selwyn  P and  Giles  AD:  Br  Jrl  of  Clin  Practice,  Supplement  6, 

Safe  and  effective  analgesia  following  dental  surgery:  A comparison 
of  brufen  and  distalgesic.  Pg  87-90.  1980. 

T^ina  E:  Curr  Med  Res  Opinion,  7:423-428,  1981. 
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And  Ruferi  Measures  Up  Best 


RUFEN'1  (ibuprofen)  Tablets 

INDICATIONS  AND  USAGE:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during  acute  flares  and  in  the  long-term  management  of  these  diseases.  Safety  and  effectiveness  have  not 
been  established  for  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain  Treatment  of  primary  dysmenorrhea 

CONTRAINDICATIONS:  Patients  hypersensitive  to  ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angio-edema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS). 
WARNINGS:  Anaphylactoid  reactions  have  occurred  in  patients  hypersensitive  to  aspirin  (see  CONTRAINDICATIONS).  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been  reported.  Peptic 
ulceration,  perforation,  or  gastrointestinal  bleeding  can  end  fatally,  however,  an  association  has  not  been  established.  Rufen  should  be  given  under  close  supervision  to  patients  with  a history  of  upper  gastro- 
intestinal tract  disease,  and  only  after  consulting  the  ADVERSE  REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogemc  drugs,  such  as  gold,  should  be  attempted.  If  Rufen  must  be  given,  the  patient  should  be  under  close  supervision  for  signs  of  ulcer 
perforation  or  gastrointestinal  bleeding. 

PRECAUTIONS:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have  been  reported.  If  developed,  discontinue  Rufen  and  administer  an  ophthalmologic  examination 
Fluid  retention  and  edema  have  been  associated  with  Rufen;  caution  should  be  used  in  patients  with  a history  of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in  patients  with  intrinsic  coagulation  defects  and  those  taking  anticoagulants. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insutficiency,  patients  on  prolonged  corticosteroid  therapy,  this  therapy  should  be  tapered  slowly  when  adding  Rufen 
DRUG  INTERACTION:  Coumarintype  anticoagulants  The  physician  should  be  cautious  when  administering  Rufen  to  patients  on  anticoagulants 
Aspirin.  Concomitant  use  may  decrease  Rufen  blood  levels. 

PREGNANCY  AND  NURSING  MOTHERS:  Rufen  should  not  be  taken  during  pregnancy  nor  by  nursing  mothers. 

ADVERSE  REACTIONS:  Incidence  greater  than  1%.  Gastrointestinal:  The  most  frequent  adverse  reaction  is  gastrointestinal  (4  to  16%).  Includes  nausea*,  epigastric  pain*,  heartburn*,  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System:  dizziness*,  headache,  nervousness.  Dermatologic:  rash* 

(including  maculopapular  type),  pruritus  Special  Senses:  tinnitus.  Metabolic:  decreased  appetite,  edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see  PRECAUTIONS). 
'Incidence  3%  to  9% 

Incidence  less  than  1 in  100.  Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena  Central  Nervous  System:  depression,  insomnia,  confusion,  emotional  lability,  som- 
nolence, aseptic  meningitis  with  fever  and  coma.  Dermatologic:  vesiculobullous  eruptions,  urticaria,  erythema  multiforme,  Stevens-Johnson  syndrome  and  alopecia.  Special  Senses  hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata  and/or  changes  in  color  vision)  [see  PRECAUTIONS]  Hematologic:  neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (sometimes  Coombs  positive), 
thrombocytopenia  with  or  without  purpura  eosmophilia,  decreases  in  hemoglobin  and  hematocrit.  Cardiovascular:  congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood  pressure  Allergic: 
syndrome  of  abdominal  pain,  fever,  chills,  nausea  and  vomiting,  anaphylaxis,  bronchospasms  (see  CONTRAINDICATIONS).  Renal:  acute  renal  failure  in  patients  with  preexisting  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous:  dry  eyes  and  mouth,  gingival  ulcers,  rhinitis. 

Causal  relationship  unknown  Gastrointestinal:  pancreatitis.  Central  Nervous  System:  paresthesias,  hallucinations,  dream  abnormalities,  pseudotumor  cerebri.  Dermatologic:  toxic  epidermal  necrolysis,  photo- 
allergic  skin  reactions.  Special  Senses  conjunctivitis,  diplopia,  optic  neuritis.  Hematologic:  bleeding  episodes.  Allergic:  serum  sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlein  vasculitis.  Endocrine: 
gynecomastia,  hypoglycemia  Cardiovascular  arrhythmias  (sinus  tachycardia,  bradycardia,  and  palpitations).  Renal:  renal  papillary  necrosis. 

OVERDOSAGE:  Acute  overdosage,  the  stomach  should  be  emptied.  Rufen  is  acidic  and  excreted  in  the  urine,  alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION  Rheumatoid  arthritis  and  osteoarthritis,  including  flareups  of  chronic  disease  Suggested  dosage  400  mg  t.i.d  or  q.i  d 
Dysmenorrhea:  400  mg  every  4 hours  as  necessary. 

Mild  to  moderate  pain  400  mg  every  4 to  6 hours  as  necessary  for  the  relief  of  pain.  Do  not  exceed  2,400  mg  pet  day 
CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
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Tuberculosis  travels  without  restrictions . . . 


V 


Lederle  Tuberculin, 

Old,  TINE  TEST® 

95.8%  Agreement  With  Mantoux 

ACCURACY  DOCUMENTED  in  over  30,000  clinical  comparisons 
BENEFITS  CONFIRMED  in  over  150,000,000  office  uses 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Wayne,  New  Jersey  07470- 


•Data  on  file— Lederle  Laboratories,  Pearl  River,  N.Y. 
© 1982,  Lederle  Laboratories 


Please  see  following  column  for  brief  summary  of  prescribing  information. 
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Proven  Clinical 
Accuracy 

THE  CRITICAL  FACTOR  IN  TB  SCREENING 


. . . and  no  easier  method 
to  confirm  the  results. 

Lederle  Tuberculin,  Old, 
TINE  TEST 


Indications:  for  screening  for  tuberculosis. 

Precautions:  Use  with  caution  in  persons  with  acute 
tuberculosis  (activation  of  quiescent  lesions  is  rare);  and  in 
patients  with  known  allergy  to  acacia.  Reactivity  to  the  test  may 
be  suppressed  in  those  receiving  corticosteroids  or 
immunosuppressive  agents,  or  those  who  have  recently  been 
vaccinated  with  live  virus  vaccine  such  as  measles,  mumps, 
rubella,  polio,  etc.  With  a positive  reaction,  further  diagnostic 
procedures  must  be  considered,  i.e.,  chest  x-ray,  microbiologic 
examinations  of  sputum  and  other  specimens,  confirmation  of 
positive  tine  test  (except  vesiculation  reactions)  by  Mantoux 
method.  When  vesiculation  occurs,  the  reaction  is  to  be 
interpreted  as  strongly  positive  and  a repeat  test  by  the 
Mantoux  method  must  not  be  attempted.  If  a patient  has  a 
history  of  occurrence  of  vesiculation  and  necrosis  with  a 
previous  tuberculin  test  by  any  method,  tuberculin  testing 
should  be  avoided.  Similar  or  more  severe  vesiculation  with  or 
without  necrosis  is  likely  to  occur. 

Pregnancy  Category  C.  Animal  reproduction  studies  have  not 
been  conducted;  whether  Tuberculin,  Old,  TINE  TEST®  can 
cause  fetal  harm  when  administered  to  a pregnant  woman  or 
can  affect  reproduction  capacity  is  unknown. Tuberculin,  Old, 
TINE  TEST  should  be  given  to  a pregnant  woman  only  if  clearly 
needed.  During  pregnancy,  known  positive  reactors  may 
demonstrate  a negative  response. 

Adverse  Reactions:  Vesiculation,  ulceration,  or  necrosis  may 
appear  at  test  site  in  highly  sensitive  persons.  Pain,  pruritus 
and  discomfort  at  test  site  may  be  relieved  by  cold  packs  or  by 
topical  glucocorticoid  ointment  or  cream  Any  transient 
bleeding  at  puncture  site  is  not  significant. 


Symposium  on 

LOW  BACK  PAIN 

sponsored  by 

NMIONM 
HOSPITAL 

for  Orthopoedics 
and  Rehdbtlitation 

and  the  Northern  Virginia  Consortium  for 
Continuing  Medical  Education 

Saturday,  December  4,  1982 
8 a.m.  to  5 p.m. 

Pentagon  City  Quality  Inn 
Arlington,  Virginia 

To  register  or  for  more  information, 
contact  Irma  Simpson 
Medical  Staff  Coordinator 
National  Hospital 
2455  Army  Navy  Drive 
Arlington,  Virginia  22206 
(703)  553-2412 


Start  with  a central  location,  minutes  from  Colonial 
Williamsburg  and  The  Old  Country/Busch  Gardens. 

Next,  demand  the  thorough  professionalism  of  an 
expenenced  staff.  And  insist  on  space  and  facilities 
with  the  flexibility  for  executive  seminars,  company 
banquets,  or  full-scale  exhibitions. 

It's  all  pan  of  the  service  at  Fort 
Magruder.  Where  you  can  plan  on 
a perfect  Williamsburg  meeting 
right  from  the  stan,  with  our 
Conference  Planning 
Booklet.  For  your  copy, 
write  Director  of  Sales, 

Box  KE,  Williamsburg, 

Va.  23187.  Or  call  toll- 
free:  800-446-4082.  (In 
Virginia:  800-582-1010.) 

fort 

Magruder 
Inn  G 

Conference 
Center  # 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Wayne,  New  Jersey  07470 


©1982,  Lederle  Laboratories 
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DOCTORS  OFFICE  COMPUTER  SYSTEMS 


DOCS  WORKS  FOR 
YOU,  YOUR  STAFF, 
YOUR  PATIENTS. 

DOCS  is  a computer  system  that  has  been 
designed  to  meet  the  needs  of  Medical  and  Dental 
professionals.  Installing  a computer  programmed 
with  DOCS  means  that  your  practice  runs  more 
economically.  Fewer  mistakes  are  made.  You  and 
your  staff  waste  less  time  on  tedious  paper  work. 
The  result?  Increased  return  on  receivables, 
improved  practice  information,  fewer  delinquent 
accounts.  And  that's  just  the  beginning. 

Because  the  computer  takes  care  of  menial 
paper  work,  your  staff  has  time  for  more  impor- 
tant duties,  and  you  have  more  time  for  your 
patients.  DOCS  is  simple  for  your  staff  to  use.  The 
computer  asks  a question;  your  office  person 
enters  the  answer.  DOCS  will  question  invalid 
numbers,  process  insurance  forms,  and  prepare 
billing,  just  to  mention  a few  functions.  Your 
patients  benefit,  too.  Patients  are  registered 
more  quickly,  their  records  are  immediately  avail- 
able without  searching  for  files,  and  accounts  are 
kept  up-to-date.  DOCS  does  all  this  and  much 
more. 


THE  DOCS  SYSTEM  PROVIDES: 

□ Patient  Inquiry 

□ Charge  and  Payment  Entries 

□ Patient  Super  Bills 

□ Universal  Claim  Forms 

Blue-Shield  — Champus*  Medicare  - Medicaid 

□ Detailed  Aging  Reports 

□ Selective  Aging  Reports 

□ Labels 

□ Collection  Letters 

□ Alphabetical  Computer  Look-Up 

□ Practice  Analysis 

□ Cycle  Billing 

□ Audit  Trails 

□ General  Ledger 

□ Word  Processing 

□ Tax  Benefits; 

Investment  Tax  Credit 
Depreciation 


(703) 366-5200 

□ Please  send  me  more  information  on  the  DOCS  System. 

□ Please  phone  me  to  schedule  a system  demonstration. 

Name  

Address — 


i City State  | 

I Zip Phone I 

i i 


KNOW  IT’S  REALLY 
X1ETY  SYMPTOMS 

symptoms:  palpitations,  chest  pain, 
exhaustion  and  occasional  difficulties  in  breathing, 
reason  for  concern.  A complete  workup  uncovers  no 
ic  dysfunction,  but  it  does  reveal  excessively  high 
of  anxiety  and  apprehension. 

rapid  relief  you  prescribe 
Vallum  (dla  zepam /Roche ) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 


Vauum 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU'RE  CONVINCED 
THE  FAT1ENT  NEEDS  IT 


Please  see  summary  of  product  information  on  the  following  page 


VALIUM  (diazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  ad- 
lunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff  man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient . 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patienls  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use.  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates.  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz 
epines  can  be  delayed  in  association  with  Tagamet 
(cimetidme)  administration  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  laundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d to  q i d . alcoholism,  10  mg  t i d.  or  q i d in 
first  24  hours,  then  5 mg  t.i.d.  or  q i d.  as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg' t.i.d 
or  q i d . adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q i d Geriatric  or  debilitated  patients:  2 to  2'/2 
mg.  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions.)  Children:  1 to  2'/2  mg  t i d. 
or  q.i  d.  Initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets— 2 mg,  white;  5 mg,  yellow;  10  mg,  blue- 
bottles of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100. 
available  in  Irays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  10.i 

♦Supplied  by  Roche  Products  Inc  , Manati,  Puerto 
Rico  00701 

•^Supplied  by  Roche  Laboratories.  Division  of 
Hoffmann-La  Roche  Inc,.  Nutley,  New  Jersey  07110 
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Richard  Foate  is  a valued  member  of  Heritage 
Associates,  Inc.,  whose  investment  counseling  skill, 
commitment  to  investment  performance  and  result- 
oriented  contributions  to  management  have  played  a 
key  role  in  the  growth  and  success  of  our  company. 

Heritage  Associates,  Inc.  is  a Virginia-based  company 
which  conducts  business  as  principals  on  a regional 
basis.  We  are  currently  seeking  to  acquire  apartment 
and  motel  complexes  located  in  the  sunbelt.  Properties 
should  be  of  100  or  more  units.  If  you  are  planning  to 
market  your  investment  property,  we  invite  you  to  con- 
tact our  company.  We  offer  a more  flexible  approach, 
immediate  cash,  and  prompt  response  to  submissions. 

Please  direct  your  communication  to: 

Heritage  Associates,  Inc. 

Brookfield/Southem  States  Building 
Post  Office  Box  26465 
Richmond,  Virginia  23261 
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The  Role  of  Radiation  Therapy  in  Carcinoma  of  the 
Lung.  Donald  R.  Eisert,  MD,  and  Tapan  A.  Hazra, 
MD,  Richmond. 

Radiation  therapy  is  not  a substitute  for  surgical 
treatment  in  patients  with  carcinoma  of  the  lung. 
However,  patients  who  are  not  surgical  candidates 
or  refuse  operation  and  whose  disease  appears 
confined  to  the  thorax  should  be  offered  the  option 
of  radiation  therapy,  even  delivered  with  curative 
intent.  The  results  are  not,  and  cannot  be,  com- 
pared with  surgical  series,  since  the  patient  popula- 
tions are  not  equivalent.  In  addition  to  radiation 
therapy  as  a definitive  treatment,  radiotherapy  is 
indicated  as  a postoperative  adjuvant  in  patients 
with  positive  hilar  or  mediastinal  lymph  nodes  or  in 
those  who  have  positive  resection  margins.  The 
effect  of  radiotherapy  as  an  adjuvant  to  chemo- 
therapy in  oat  cell  carcinoma  of  the  lung  is  largely 
unproved,  but  such  therapy  has  been  beneficial  in 
lessening  the  morbidity  of  the  disease.  Palliative 
radiotherapy  is  advantageous  although,  unfortu- 
nately, too  many  patients  are  best  served  by  this 


latter  role.  Clearly,  radiotherapy  can  contribute  to 
improvement  in  survival  and  the  quality  of  life  for 
the  patient  with  carcinoma  of  the  lung.  JAMA 
247:338-340,  1982 

Primary  Carcinoma  of  the  f emale  Urethra.  David 
Elkon,  MD,  Jung-Ah  Kim,  MD,  Alan  L.  Huddles- 
ton, PhD,  and  William  C.  Constable,  MBChB, 
Charlottesville. 

A retrospective  review  of  women  with  carcinoma 
of  the  urethra  is  reported.  Twelve  patients  treated 
between  1947  and  1978  have  been  characterized  as 
to  presenting  features,  therapy  and  prognosis.  The 
average  age  of  patients  at  diagnosis  was  68  years; 
the  most  frequent  presenting  symptom  was  bleeding 
(92%  of  patients);  average  duration  of  symptoms 
before  diagnosis  was  five  months.  Localized  tumors 
of  the  distal  urethra  have  been  effectively  controlled 
by  using  interstitial  implantation  of  radioactive 
sources,  five  of  five  patients  having  no  evidence  of 
disease  one  to  ten  years  after  treatment.  This  study 
agrees  with  reports  in  the  literature  on  the  results  of 


WE’RE  GROWING.  Our  old  name,  Petersburg  Psychiatric  Institute,  and  location  are 
both  things  of  the  past,  as  Poplar  Springs  I lospital  opens  it’s  new,  modern,  100  bed,  private  facility 
on  a spacious  16  acre,  wooded  campus. 

Poplar  Springs  I lospital  is  a 100-bed  private  hospital  providing  30 
beds  for  adolescent  psychiatric  treatment,  40  beds  for  adult  psychiatric 
treatment,  and  30  beds  for  alcohol  and  drug  treatment. 

Call  us  or  write  for  our  information  packet.  Poplar  Springs  Hospital, 

350  Wagner  Road,  Petersburg,  pop|ar  Springs  Hospital 
VA  23803.(804)733-6874.  K TheCadng 

Community  

an  a/Tiliaie  of  Hosprtaf  Corporation  of  America 
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interstitial  implantation  of  radioactive  sources.  Pa- 
tients with  tumor  involving  the  entire  urethra  have  a 
poor  prognosis;  four  of  five  patients  died  within  one 
year  after  therapy.  South  Med  J 73:1439-1442,  1980 

The  Role  of  Prophylactic  Gastrojejunostomy  for  Un- 
resectable  Periampullary  Carcinoma.  Stephen  W. 
Blievernicht,  MD,  James  P.  Neifeld,  MD,  Jose  J. 
Terz,  MD,  and  Walter  Lawrence,  Jr.,  MD,  Rich- 
mond. 

One  hundred  and  fifteen  patients  undergoing  pal- 
liative bypass  for  unresectable  periampullary  carci- 
noma were  reviewed.  Postoperative  mortality  and 
subsequent  length  of  survival  correlated  with  both 
presenting  symptoms  and  operative  findings. 
Among  93  patients  presenting  with  biliary  obstruc- 
tion alone,  42  underwent  a biliary  bypass  only,  and 
51  underwent  a biliary  bypass  with  a prophylactic 
gastrojejunostomy.  Operative  mortality  and  the 
postoperative  hospital  stay  were  similar  for  these 
two  groups;  postoperative  complications  tended  to 
be  more  common  in  patients  undergoing  the  double 
bypass.  Patients  undergoing  a biliary  bypass  alone 
required  significantly  more  subsequent  operations, 
usually  for  gastroduodenal  obstruction.  Thus  it  ap- 
pears that  a prophylactic  gastrojejunostomy  should 


be  performed  on  most  patients  with  unresectable 
periampullary  carcinoma  presenting  with  biliary 
obstruction  alone  to  decrease  the  number  of  subse- 
quent paliative  operative  procedures  required.  Surg 
Gynecol  Obstet  151:794-796,  1980 

Esthesioneurblastoma  Presenting  as  an  Intracranial 

Mass.  Thomas  Lee  Pope,  Jr.,  MD,  J.  Leon  Morris, 
MB,  Wayne  S.  Cail,  MD,  and  David  Elkon,  MD, 
Charlottesville. 

Esthesioneuroblastoma  is  an  uncommon  neo- 
plasm arising  from  the  neurosecretory  cells  of  the 
olfactory  epithelium.  Most  often,  local  extension  of 
the  tumor  causes  symptoms  which  eventually  lead 
to  its  diagnosis.  Rarely  signs  of  intracranial  exten- 
sion will  be  the  first  manifestation  of  the  disease. 
We  report  a case  of  this  tumor  initially  presenting  as 
an  intracranial  mass  and  producing  the  syndrome  of 
inappropriate  secretion  of  antidiuretic  hormone 
(SIADH).  South  Med  J 73:643-645,  1980 

Radiation  Therapy  for  Esophageal  Cancer:  The  Med- 
ical College  of  Virginia  Experience.  Beatriz  Amen- 
dola,  MD,  Tapan  A.  Hazra,  MD,  Richard  Belgrad, 
MD,  and  E.  Richard  King,  MD,  Richmond. 

In  a retrospective  review  of  70  patients  with 
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carcinoma  of  the  esophagus  treated  by  external 
beam  irradiation  therapy  from  1968  to  1977  at  the 
Medical  College  of  Virginia,  the  authors  correlated 
survival  with  race,  age,  sex,  histology,  and  site  of 
tumor.  Results  of  treatment  were  also  analyzed  in 
relation  to  the  length  of  the  esophagus  treated,  the 
total  area  of  the  treatment  field,  and  the  total  tumor 
dose.  From  this  analysis  it  appears  that  radiothera- 
py has  a place  in  the  palliative  treatment  of  esopha- 
geal cancer  and  that  palliation  is  independent  of  the 
total  volume  and  dose.  There  is  indication  that  with 
higher  dosage  the  survival  rate  is  slightly  higher. 
South  Med  J 73:1481-1483,  1980 


Addison’s  Disease  as  the  Sole  Clinical  Manifestation 
of  Recurrent  Bronchogenic  Carcinoma.  Solomon 
Zimm,  MD,  David  F.  Gardner,  MD,  James  W. 
Walsh,  MD,  Charles  P.  Maine,  MD,  Robert  H. 
Ferguson,  MD,  and  Wade  K.  Smith,  MD,  Rich- 
mond. 

A patient  with  bronchogenic  carcinoma,  large  cell 
type,  was  in  apparent  remission  when  he  presented 
with  clinical  and  biochemical  evidence  of  adrenal 
insufficiency.  Bilateral  adrenal  metastases,  docu- 
mented by  CT  scan,  were  the  only  demonstrable 
recurrence.  This  case  emphasizes  the  importance  of 


considering  the  diagnosis  of  Addison’s  disease  in 
the  cancer  patient  whose  condition  becomes  pro- 
gressively worse  than  the  extent  of  the  malignant 
process  seems  to  warrant.  South  Med  J 74:1016- 
1017,  1981 

Aspiration  Biopsy  of  the  Breast.  William  J.  Frable, 
MD,  Richmond,  Virginia. 

Needle  aspiration  biopsy  of  the  breast  both  for 
evacuation  of  cysts  and  for  diagnosis  of  solid  tu- 
mors is  increasingly  popular.  The  author  presents 
his  experience  with  600  cases,  discussing  indica- 
tions, technique  and  limitations  of  the  procedure, 
which  offers  these  advantages:  1)  It  is  an  outpatient 
office  procedure  that  is  fast,  easy  and  economical. 
2)  The  patient  may  know  her  diagnosis  in  advance 
of  major  therapy  and  may  therefore  participate 
intelligently  in  therapeutic  decisions.  3)  Time  and 
expense  may  be  saved  in  evaluating  the  patient  with 
breast  cancer.  The  author  warns  that  some  cases 
require  open  biopsy  for  confirmation  of  malignancy 
and  recommends  surgical  biopsy  of  a solid  breast 
tumor  even  when  the  aspiration  biopsy  is  negative, 
although  the  chance  of  finding  cancer  in  such  cases 
is  only  about  3%.  Needle  tract  seeding  or  dissem- 
ination of  tumor  cells  has  not  occurred  in  breast 
aspirations.  Va  Med  109:  452-455,  1982 


Since  7 976,  Saint  Albans  Psychiatric  Hospital  has  been  building  a 
tradition  of  quality  care  for  adults  and  adolescents.  A private , not-for- 
profit  hospital , Saint  Albans  is  dedicated  to  meeting  the  unique 

needs  of  each  patient. 


THE  FUTURE  COMES  FAST. 


In  1980,  Saint  Albans  opened  a $7.8 
million  building  with  162  beds  and 
expanded  clinical  facilities.  Special- 
ized services  include  adolescent,  sub- 
stance abuse,  and  geriatric  programs. 
Saint  Albans  is  studying  expansion  in 
other  areas  in  preparation  for  a 
new  era  of  service. 

ACTIVE  MEDICAL  STAFF  — December,  1981 
Rolfe  B.  Finn,  M D. 
William  D.  Keck,  M.D. 
Morgan  E.  Scott,  M.D. 

Don  L.  Weston,  M.D. 
Davis  G.  Garrett,  M.D. 
D.  Wilfred  Abse,  M.D. 
Hal  G.  Gillespie,  M.D. 
Basil  E.  Roebuck,  M.D. 
Orren  LeRoyce  Royal,  M.D. 


Saint  Albans 
ftychiatric  Hospital 

Radford,  Virginia  703-639-2481 


Admission  to  Saint  Al- 
bans can  be  arranged 
24  hours  a day  by  call- 
ing 703-639-2481  Saint 
Albans  is  accredited  by 
the  lomt  Commission 
on  the  Accreditation  of 
Hospitals  and  is  ap- 
proved for  Blue  Cross 
Champus.  Medicare, 
and  most  maior  com- 
mercial insurance  com- 
panies For  more  infor- 
mation contact  Rolfe 
B Finn.  M D , medical 
director,  or  Robert  L 
Terrell,  lr , administra- 
tor. P O Box  3608, 
Radford.  Virginia 
24143 
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HOT  EXERCISING 
R RETIREMENT  PLAN 
CRN  BE  HAZARDOUS 
TO  YOUR  HEALTH 

Deciding  on  the  right  retirement  plan  is  like  pulling 
teeth.  You  might  put  it  off  until  it's  too  late.  Atlantic 
Permanent,  the  largest  savings  and  loan  association 
in  Tidewater,  may  have  just  the  prescription.  A wide 
variety  of  no-nonsense  retirement  plans,  each  offered 
at  very  competitive  rates.  Write  or  call  our  main  office 
and  we'll  send  you  details.  When  it  comes  to  retire- 
ment plans,  it's  wise  to  play  it  safe  today.  To  ensure 
you'll  rest  comfortably  for  the  rest  of  your  life. 

RA  KEOGH  CORPORATE  PUNS 


Oftdantk  Permanent 

Federal  Savings  and  Loan  Association,  Member  FSLIC. 

Serving  Tidewater  since  1894,  with  branches  in  Norfolk,  Virginia  Beach, 
Chesapeake,  Portsmouth,  Suffolk,  Hampton,  Newport  News  and  Williamsburg. 

Accounts  Insured  to  $100,000  * 740  Boush  Street,  Norfolk,  Virginia  23510  804/623-2400 


EDICAL 


Emotions  and  Ethics 


As  Dr.  Haun  comments  elsewhere  in  this  issue, 
l the  female  breast  engenders  in  all  of  us,  from 
the  day  we  are  born,  a multitude  of  emotions. 
Certainly  much  emotion  surrounded  the  consider- 
ation at  the  1982  General  Assembly  of  House  Bill 
406  relating  to  cancer  of  the  breast  and  informed 
consent.  This  issue  of  Virginia  Medical  was 
prompted  by  that  proposed  legislation. 

Breast  cancer  can  afflict  men,  but  it  occurs  with 
overwhelming  frequency  in  the  female  of  our  spe- 
cies. Accordingly,  the  authorship  of  women  has 
been  a particular  goal  for  this  issue.  We  heartily 
welcome  their  contributions  and  extend  special 
hospitality  to  Edythe  C.  Harrison,  who  introduced 
House  Bill  406,  so  that  she  may  present  her  point  of 
view. 

Physician  concern  about  the  passage  of  such 
legislation  comes  from  the  impact  it  might  have  on 


the  physician’s  ethical  responsibility  to  advise  the 
patient  on  the  mode  of  treatment  that  best  suits 
each  situation.  Patient  participation  in  the  therapeu- 
tic program  is  a significant  trend  on  modem  medi- 
cine. It  greatly  enhances  patient  compliance.  It 
markedly  enlarges  the  importance  of  clear  commu- 
nication and  understanding  between  patient  and 
physician.  Because  many  patients  react  to  this 
participation  with  fear  and  confusion,  it  increases 
the  responsibility  of  the  physician  to  offer  guidance 
and  advice  to  the  patient  in  making  choices.  To 
hamper  or  obstruct  the  physician’s  role  as  guide  and 
advisor  would,  in  my  opinion,  severely  interfere 
with  the  benefit  of  this  new  participation  and  jeop- 
ardize the  quality  of  medical  care. 

H.  C.  Alexander  III,  MD, 
President, 

The  Medical  Society  of  Virginia 


..a  Pandora’s  box./ 


As  recounted  elsewhere  in  this  issue,  the  1982 
l General  Assembly  defeated  a bill  that  would 
have  required  Virginia  physicians  to  disclose  to 


A neurologist  in  private  practice,  Dr.  Mella  is  a past 
president  of  the  Fairfax  County  Medical  Society. 


patients  with  breast  cancer  in  advance  of  treatment 
all  the  alternatives  and  risks  of  medical  and  surgical 
therapies. 

What  is  informed  consent? 

One  does  not  have  to  be  a physician  to  know  that 
what  is  being  said  is  not  always  understood.  This  is 
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especially  true  if  the  person  receiving  the  informa- 
tion has  just  been  told  she  is  a victim  of  cancer  of 
the  breast. 

Two  states,  Massachusetts  and  California,  have 
passed  laws  similar  to  the  one  that  was  proposed  for 
Virginia.  In  Massachusetts,  a brochure  explaining 
therapies  and  risks  has  been  developed  to  give  to 
patients  with  primary  breast  cancer.  In  California,  a 
similar  brochure  has  been  in  preparation  for  a year 
and  a half  by  that  state’s  medical  association,  health 
department  and  cancer  society,  but  its  publication 
has  been  held  up  by  differences  among  those 
groups;  that  impasse  is  described  in  detail  else- 
where in  this  issue. 

In  any  case,  many  feel  that  such  text  is  outdated 
as  soon  as  it  is  published,  or  that  the  risks  are 
underplayed,  or  that  the  material  is  incomprehensi- 
ble and  confusing  to  the  patients.  Is  then,  then  truly 
informed  consent? 

Proponents  of  the  bill  were  angered  by  its  defeat. 
They  felt  it  a feminist  issue. 

I don’t  agree.  I believe  the  best  treatment  of 
primary  breast  cancer  is  still  an  unresolved  issue. 
Physicians  inform  their  patients  of  this,  but  many 
patients  either  do  not  hear  or  do  not  understand 
what  is  being  said  to  them.  To  legislate  a bill  to 
demand  informed  consent  in  such  an  unresolved 
area  would  be  opening  a Pandora’s  box.  It  would 
make  primary  breast  cancer  therapy  a legal  issue 
rather  than  a medical  one. 

Barbara  A.  Mella,  MD 

3251  Old  Lee  Highway 
Fairfax  VA  22030 
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J.  R.  Beckwith,  MD 

Dr.  Julian  Ruffin  Beckwith,  long-time  professor 
of  internal  medicine  at  the  University  of  Virginia, 
died  September  17  in  Ivy  at  the  age  of  71.  He  served 
as  chief  of  the  university’s  cardiovascular  section 
from  1966  to  1977  and  twice  received  the  Robley 
Dunglison  award  for  teaching,  in  1970  and  in  1981. 

A native  Virginian,  Dr.  Beckwith  was  born  in 
Lynchburg  and  was  graduated  from  the  University 
of  Virginia  School  of  Medicine,  Class  of  1936.  He 
first  practiced  at  the  Chesapeake  and  Ohio  Railroad 
Hospital  in  Clifton  Forge,  leaving  to  serve  with  the 
US  Army’s  research  division  in  Panama  during 
World  War  II. 

A prolific  writer.  Dr.  Beckwith's  extensive  con- 
tributions to  the  literature  included  a book  titled 
Basic  Electrocardiography  and  Vectorcardiog- 
raphy. Governor  for  Virginia  of  the  American  Col- 
lege of  Physicians  from  1966  to  1972,  he  was 
recently  the  recipient  of  the  college’s  prized  master- 
ship, and  he  had  been  president  of  the  Virginia 
Heart  Association.  His  membership  in  The  Medical 
Society  of  Virginia  spanned  40  years. 

William  P.  Irvin,  MD 

Dr.  William  Paul  Irvin,  obstetrician  and  gynecol- 
ogist, died  August  26  at  his  home  in  Norfolk.  He 
was  57  years  old. 

A native  of  Norfolk,  Dr.  Irvin  was  graduated 
from  the  University  of  Texas  Southwestern  Medical 
School  in  Dallas  and  received  training  at  North 
Carolina  Memorial  Hospital  in  Chapel  Hill.  He  was 
a veteran  of  World  War  II  and  the  Korean  War.  For 
26  years  a member  of  The  Medical  Society  of 
Virginia,  Dr.  Irvin  was  also  a member  of  the  Nor- 
folk Academy  of  Medicine  and  the  American  Medi- 
cal Association. 


Robert  K.  Maddock,  MD 

Dr.  Robert  Kent  Maddock,  Norfolk  internist  for 
28  years,  died  August  27  in  Salt  Lake  City,  Utah, 
where  a son.  Dr.  Robert  K.  Maddock,  Jr.,  practices 
medicine. 


Born  77  years  ago  in  Utica,  New  York,  Dr. 
Maddock  Senior  was  graduated  from  the  University 
of  Colorado  School  of  Medicine  in  1930  and  during 
World  War  II  was  a physician  with  the  Public 
Health  Service.  He  was  a member  of  the  American 
College  of  Physicians,  American  Society  of  Internal 
Medicine  and  American  Diabetes  Association,  and 
came  to  membership  in  The  Medical  Society  of 
Virginia  through  the  Norfolk  Academy  of  Medicine. 

Samuel  T.  Adams,  MD 

Dr.  Samuel  Thompson  Adams,  for  37  years  a 
family  practitioner  in  The  Plains,  Virginia,  died 
August  13  in  a Fauquier  County  hospital.  He  was  65 
years  old.  Ill  health  had  forced  his  retirement  last 
year. 

A native  of  The  Plains,  he  was  graduated  from  the 
University  of  the  South  at  Sewanee,  Tennessee  and 
received  his  medical  degree  from  the  University  of 
Virginia.  Upon  completing  his  internship  at  Episco- 
pal Hospital  in  Philadelphia,  he  joined  the  Army 
Medical  Corps  and  served  in  the  101st  Evacuation 
Hospital  under  the  command  of  General  George 
Patton.  As  a combat  surgeon,  he  was  on  hand  at  the 
D-Day  invasion  of  Normandy  and  the  Battle  of  the 
Bulge. 

A member  of  the  American  Medical  Association 
and  the  Southern  Medical  Association,  Dr.  Adams 
was  also  a former  member  of  the  University  of 
Virginia  School  of  Medicine  Advisory  Board.  He 
came  to  membership  in  The  Medical  Society  of 
Virginia  through  the  Fauquier  County  Medical  So- 
ciety. 

Douglas  F.  Love,  MD 

Dr.  Douglas  F.  Love,  81  years  old,  died  August 
15.  A family  practitioner  in  Pearisburg,  Virginia,  for 
over  30  years,  he  had  retired  from  practice  in  1979. 

Dr.  Love  was  a graduate  of  Randolph  Macon 
College  and  the  Medical  College  of  Virginia.  He 
received  training  at  Pittsburgh  Childrens  Hospital 
and  Johns  Hopkins  Hospital.  Before  establishing 
practice  in  Pearisburg  in  1947,  he  was  located  in  the 
Virginia  towns  of  New  Market  and  Harmon. 
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For  5 1 years  a member  of  The  Medical  Society  of 
Virginia,  Dr.  Love  was  also  a member  of  the 
Southwestern  Virginia  Medical  Society. 

William  H.  Chapman,  MD 

Dr.  William  Hardee  Chapman,  long  a clinical 
instructor  in  psychiatry  at  the  University  of  Virgin- 
ia, died  August  25  at  Martha  Jefferson  Hospital, 
Charlottesville.  He  was  78. 

One  of  the  few  blind  psychiatrists  in  the  country. 
Dr.  Chapman  was  a graduate  of  the  University  of 
Maryland  School  of  Medicine.  He  had  served  as  a 
medical  officer  in  veterans  administration  hospitals 
in  Tennessee,  Iowa  and  South  Carolina,  and  as  a 
consultant  in  mental  hygiene  for  the  South  Carolina 
Board  of  Health. 

He  belonged  to  many  professional  organizations, 
including  the  American  Psychiatric  Association, 
American  Society  of  Clinical  Pathologists  and 
American  Society  of  Clinical  Hypnosis,  and  came 
to  membership  in  The  Medical  Society  of  Virginia 
through  the  Albemarle  County  Medical  Society. 

William  H.  Bandy,  MD 

Dr.  William  Henry  Bandy,  Hampton,  died  July  25 
at  the  age  of  65.  He  had  retired  in  June  from  his  post 
as  director  of  the  Hampton  Health  Department. 

A native  of  Maiden,  North  Carolina,  Dr.  Bandy 
began  his  public  health  service  in  Catawba,  Lincoln 
and  Alexander  Counties  in  North  Carolina.  Moving 
to  Virginia,  he  served  as  a public  health  official  first 
in  Williamsburg,  then  in  Hampton,  where  his  tenure 
spanned  ten  years.  He  was  educated  at  Appalachian 
State  University  and  Johns  Hopkins  University, 
then  earned  his  medical  degree  at  the  Medical 
College  of  Virginia.  During  World  War  II  he  was 
stationed  in  the  Pacific  as  a battalion  surgeon  with 
the  US  Army. 

In  addition  to  his  membership  in  The  Medical 
Society  of  Virginia,  Dr.  Bandy  belonged  to  the 
American  Association  of  Public  Health  Physicians 
and  American  College  of  Preventive  Medicine. 


Rawley  M.  Shelton,  Jr.,  MD 

Dr.  Rawley  M.  Shelton,  Jr.,  Edinburg,  died  De- 
cember 9,  1981,  at  the  age  of  76.  A general 
practitioner.  Dr.  Shelton  was  a graduate  of  the 
University  of  Virginia  School  of  Medicine  and  had 


been  a member  of  The  Medical  Society  of  Virginia 
for  35  years. 

Memoir  of  Philip  S.  Grant 
1924-1982 

By  A.  Erskine  Sprout , MD 

The  Augusta  County  Medical  Society  notes  with 
deep  sorrow  the  passing  of  Dr.  Philip  Shepherd 
Grant  on  January  31,  1982. 

Dr.  Grant  was  born  August  7,  1924,  in  St.  Paul, 
Minnesota,  son  of  O.  A.  and  Lenore  Shepherd 
Grant.  He  attended  the  University  of  Washington 
and  from  1942  to  1946  served  in  the  United  States 
Army  as  a medical  technician.  Dr.  Grant  was  gradu- 
ated from  the  Georgetown  University  School  of 
Medicine  in  1949.  After  an  internship  at  Gallinger 
Municipal  Hospital  in  Washington  DC,  Dr.  Grant 
entered  the  United  States  Air  Force  Medical  De- 
partment and  was  released  from  active  duty  in  1952 
in  the  grade  of  major.  For  the  next  three  years  he 
conducted  a general  practice  in  Anacortes,  Wash- 
ington. 

In  July  of  1955,  Dr.  Grant  began  a three-year 
residency  training  program  in  obstetrics  and  gyne- 
cology at  the  Hospital  for  the  Women  of  Maryland 
in  Baltimore.  Upon  completion  of  his  residency. 
Dr.  Grant  moved  to  Staunton  and  was  associated  in 
the  practice  of  obstetrics  and  gynecology  with  Dr. 
A.  Erskine  Sproul.  After  Dr.  Sproul’s  retirement  in 
1967,  Dr.  Grant  continued  the  practice,  most  re- 
cently being  associated  with  Dr.  Herbert  Bing. 

Dr.  Grant  had  been  a member  of  the  medical  staff 
of  King's  Daughters’  Hospital  since  1958,  and  he 
served  a term  as  president  of  that  body  in  1977.  For 
24  years  he  was  a member  of  the  Augusta  County 
Medical  Society  and  The  Medical  Society  of  Virgin- 
ia. 

Dr.  Grant  is  survived  by  his  parents;  his  widow, 
the  former  Carol  Brusegaard,  whom  he  married 
August  5,  1945;  three  sons,  the  Rev.  Theodore  P. 
Grant  of  Helvetia,  West  Virginia;  Bruce  M.  Grant 
of  Harrisonburg;  and  Evan  M.  Grant  of  Baltimore, 
Maryland;  and  a daughter,  Mrs.  Christine  Hanak  of 
Fairfax. 

Throughout  his  professional  career,  Dr.  Grant 
was  highly  regarded  by  his  professional  colleagues 
and  enjoyed  the  confidence  of  a large  number  of 
devoted  patients. 
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WHO’S  WHO 


Dr.  Leo  J.  Dunn,  Richmond,  has 
been  appointed  president  of  the 
American  Board  of  Obstetrics  and 
Gynecology  for  a four-year  term 
after  serving  since  1975  as  a direc- 
tor of  the  board. 

Chairman  of  the  Department  of 
Obstetrics  and  Gynecology  at  the 
Medical  College  of  Virginia.  Dr. 
Dunn  has  performed  major  assign- 
ments for  a number  of  professional 
organizations.  He  has  been  presi- 
dent of  the  Foundation  of  the 
American  Association  of  Obstetri- 
cians and  Gynecologists;  he  has 
been  chairman  of  the  Council  of 
Resident  Education  in  Obstetrics 
and  Gynecology;  and  for  the  Amer- 
ican Medical  Association  he  has 
been  a member  of  the  Residency 
Review  Committee.  He  headed 
The  Medical  Society  of  Virginia’s 
Maternal  Health  Committee  from 
1975  to  1980. 

A native  of  New  Jersey,  Dr. 
Dunn  was  educated  at  Hofstra  Uni- 
versity and  the  Columbia  Universi- 
ty College  of  Physicians  and  Sur- 
geons. He  came  to  the  Medical 
College  of  Virginia  from  the  Uni- 
versity of  Iowa  in  1967. 

At  the  American  Medical  Asso- 
ciation’s annual  meeting  earlier  this 
year.  Dr.  William  D.  Dolan,  Arling- 
ton, was  reelected  to  the  Council 
on  Scientific  Affairs  for  a three- 
year  term,  and  the  council's  mem- 
bers then  reelected  him  their  chair- 
man for  1982-1983.  Dr.  Dolan  has 
served  on  the  council  since  1976 
and  was  its  chairman  for  the  1981- 
1982  term. 

A 1962  graduate  of  the  George- 
town University  School  of  Medi- 
cine, Dr.  Dolan  is  director  of  pa- 


thology at  Arlington  Hospital  and 
clinical  professor  of  medicine  at  his 
alma  mater.  Other  AMA  efforts 
have  benefited  from  his  participa- 
tion, including  the  Cancer  Adviso- 
ry Panel  and  the  Section  Council 
on  Pathology. 

The  Council  on  scientific  affairs 
examines  current  developments  in 
medicine,  advising  in  the  prepara- 
tion of  AMA  policy  statements.  It 
also  proposes  and  evaluates  activi- 
ties for  scientific  projects. 

Dr.  Frank  S.  Royal,  Richmond, 
has  been  named  Alumnus  of  the 
Year  by  the  National  Alumni  Asso- 
ciation of  Meharry  Medical  Col- 
lege. Dr.  Royal,  a Meharry  gradu- 
ate Class  of  1967,  was  cited  for  his 
professional,  civic  and  community 
contributions. 

Gov.  Charles  S.  Robb  has  ap- 
pointed two  Medical  Society  of 
Virginia  members  to  the  Virginia 
State  Board  of  Medicine  and  reap- 
pointed another. 

The  two  new  members  are  Dr.  F. 
Jay  Pepper,  Alexandria  psychia- 
trist, and  Dr.  Joshua  P.  Sutherland, 
general  practitioner  in  Grundy.  Dr. 
Gerlad  J.  Bechamps,  Winchester 
surgeon,  won  the  reappointment. 

Dr.  Ira  R.  Lederman  is  the  new 
president  of  the  medical  staff  of 
DePaul  Hospital,  Norfolk,  and  Dr. 
Bruce  M.  Bucher,  Tappahannock, 
is  the  new  president  of  the  medical 
staff  of  Tidewater  Memorial  Hospi- 
tal. 

Newly  appointed  deputy  director 
for  medical  affairs  at  Western  State 
Hospital  is  Dr.  Garland  J.  Wam- 


pler, who  came  to  the  Staunton 
facility  in  1978.  A graduate  of  the 
University  of  Virginia  School  of 
Medicine,  Dr.  Wampler  formerly 
conducted  a private  practice  in 
family  medicine  in  Mt.  Jackson  and 
Bridgewater,  Virginia. 

Dr.  P.  Declan  Burke,  Culpeper, 
and  Dr.  Robert  M.  Allen,  Fairfax, 
have  been  elected  to  fellowship  in 
the  American  College  of  Radiolo- 
gy- 

Newly  elected  fellow  of  the 
American  Academy  of  Pediatrics  is 

Dr.  Rajni  R.  Patel,  Grundy. 

Winner  of  the  first  Distinguished 
Achievement  Award  conferred  by 
the  Center  Alumni  Council  of  Cor- 
nell University  Medical  College 
and  the  New  York  Hospital  was 
Dr.  Edward  W.  Hook,  Charlottes- 
ville, who  received  the  award  at  the 
biennial  Cornell  alumni  reunion  in 
New  York.  Dr.  Hook  headed  Cor- 
nell’s Division  of  Infectious  Dis- 
eases from  1959  to  1969  and  is  now 
chairman  of  the  Department  of  In- 
ternal Medicine  at  the  University 
of  Virginia.  He  is  president  of  the 
Association  of  Professors  of  Medi- 
cine and  a past  president  of  the 
Infectious  Diseases  Society  of 
America. 

New  president  of  the  Roanoke 
Council  of  the  Navy  League  of  the 
United  States  is  Dr.  Harry  I.  John- 
son, Jr.,  Roanoke,  who  is  a captain 
in  the  Navy  Medical  Corps  Re- 
serve. He  was  elected  at  the  coun- 
cil’s spring  dinner  meeting. 

At  the  meeting  this  fall  in  Boston 
of  the  American  College  of  Radiol- 
ogy, fellowship  will  be  conferred 
on  Dr.  Robert  M.  Allen,  Fairfax. 

Dr.  James  P.  Baker,  Norfolk, 
was  given  an  award  by  the  Virginia 
Society  of  Respiratory  therapy  at 
its  recent  meeting  in  Virginia 
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Beach.  The  award,  to  be  named  in 
Dr.  Baker’s  honor,  cited  his  “out- 
standing leadership  and  dedication 
in  promoting  excellence  in  patient 
care”  for  victims  of  lung  disease. 
Dr.  Baker  is  chairman  of  the  De- 
partment of  Internal  Medicine  at 
Eastern  Virginia  Medical  School 
and  is  a member  of  Virginia 
Medical’s  Editorial  Board. 

The  University  of  Virginia  Medi- 
cal Alumni  Association  selected 
Dr.  Daniel  D.  Talley  III,  Richmond, 
for  its  1982  Outstanding  Medical 
Alumnus  Award.  Dr.  Talley,  a ra- 
diologist, is  a past  president  of  the 
association  and  serves  on  the  board 
of  trustees  of  the  University  of 
Virginia  Medical  School  Founda- 
tion. 

When  Fredericksburg  city  offi- 
cials needed  to  fill  a vacancy  on  the 
city  council,  they  named  Dr.  T. 
Stacey  Lloyd,  Fredericksburg  ob- 
stetrician and  gynecologist,  who 
had  served  previously  as  a council- 
man from  1966  to  1978. 

Recently  appointed  medical  di- 
rector of  the  Roanoke  Valley  Psy- 
chiatric Center  is  Dr.  John  O. 


Chairman  Dolan 


Hurt,  Jr.,  Bent  Mountain.  A native 
of  Roanoke  Valley,  Dr.  Hurt  is  a 
University  of  Virginia  School  of 
Medicine  graduate  and  previously 
was  chief  of  neurology  and  psychi- 
atry at  the  US  Naval  Hospital  in 
Memphis. 

Hampton’s  city  council  has  ap- 
pointed Dr.  Jess  P.  Miller  as  a 
commissioner  of  the  Eastern  Vir- 
ginia Medical  Authority  to  succeed 
Dr.  Richard  F.  Clark,  whose  term 
had  expired.  Dr.  Miller,  who  prac- 
tices internal  medicine  in  Hamp- 
ton, has  been  president  of  the  East- 
ern Virginia  Health  Systems 
Agency. 

At  the  International  Congress  of 
Allerology  and  Immunology  this 
fall  in  London,  Dr.  Henry  J.  Pala- 
cios, McLean,  is  to  present  two 
papers,  one  on  air  pollution  as  a 
major  cause  of  allergy,  the  other  on 
aspects  of  baldness. 

At  the  University  of  Virginia,  the 
Board  of  Visitors  has  established 
the  DuPont  Guerry  HI  Professor- 
ship in  Ophthalmology  in  honor  of 
the  Richmond  ophthalmologist.  A 
1938  graduate  of  the  university’s 


President  Dunn 


School  of  Medicine,  Dr.  Guerry 
was  a member  of  the  board  for 
eight  years. 

Dr.  James  H.  Bowles,  Goochland 
County,  was  named  “Grand  Mar- 
shal” for  Goochland  Day  1982  by 
the  festival’s  committee.  Dr. 
Bowles  is  a Goochland  County  su- 
pervisor. 

Under  the  sponsorship  of  the 
Christian  Medical  Society,  Dr. 
Charles  Ives,  Norfolk  surgeon,  re- 
cently spent  two  weeks  working  in 
a hospital  in  Honduras,  South 
America.  Accompanying  him  was 
Mrs.  Ives,  who  is  a registered 
nurse. 

A special  teaching  award  was 
presented  by  the  University  of  Vir- 
ginia’s Class  of  1982  to  Dr.  H. 
Preston  Boggess,  Roanoke,  in  ap- 
preciation for  his  assistance  while 
the  medical  students  were  complet- 
ing elective  rotations  away  from 
Charlottesville.  Dr.  Boggess  is  a 
pediatrician  on  the  staff  of  Roanoke 
Memorial  Hospital. 

A variation  on  the  marathon 
theme  was  the  “Run  for  the  Chil- 
dren” organized  in  the  spring  by 
Dr.  William  P.  Magee  of  Norfolk  as 
a benefit  for  the  Children's  Hospi- 
tal of  the  King’s  Daughters. 

Dr.  Scott  Y.  Pharr,  Williams- 
burg, has  been  named  to  the  Wil- 
liamsburg Community  Hospital’s 
board  of  directors. 

Dr.  H.  Keith  Hellems,  Jr.,  War- 
renton,  has  been  elected  president 
of  the  medical  staff  of  Fauquier 
Hospital  in  Warrenton. 

Dr.  Ronald  K.  Davis  and  Dr.  Em- 
erson D.  Farley,  Jr.,  both  of  Rich- 
mond, have  been  elected  to  the 
policy-making  Subscribers  Adviso- 
ry Committee  of  the  Virginia  Hos- 
pital Insurance  Reciprocal. 
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VIRGINIA 
M EDICAL 
CLASSIFIED 

Virginia  Medical  classified  ads  accepted  at  the  discre- 
tion of  the  Editor.  Rates  to  Medical  Society  of  Virginia 
members:  $15  per  insertion  up  to  50  words,  25<f  each 
additional  word.  To  non-members:  $30  per  insertion  up  to 
50  words,  25<f  each  additional  word.  Deadline:  5th  day  of 
month  prior  to  month  of  publication.  Send  to  the  Adver- 
tising Manager,  4205  Dover  Road,  Richmond  VA  23221 . 


BOARD  ELIGIBLE  combined  internist/pediatrician  de- 
sires initial  part-time  association  with  active  group  practice 
following  residency  completion  in  June  1983.  Dr.  S.  Foster, 
Box  328,  North  Carolina  Memorial  Hospital,  Chapel  Hill 
NC  27514. 

WINTERGREEN — Five  bedroom,  three  full  hath,  moun- 
tainside chalet,  sleeps  14.  Large  Jacuzzi,  fireplace,  across 
road  from  ski  slope.  Convenient  to  tennis,  golf,  hiking, 
fishing,  dining  and  entertainment.  Ideal  for  large  or  multi- 
ple families.  Rent  from  owner — reduced  rates.  Call  (804) 
486-3214. 


FAMILY  PHYSICIAN  with  extensive  background  in  emer- 
gency medicine  is  seeking  to  acquire  an  ongoing  practice  in 
the  Washington  DC  metropolitan  area.  For  more  informa- 
tion, please  contact  George  L.  Chaplain  at  (703)  237-8311 
or  evenings  at  home,  (703)  369-5312. 

SKI  WINTERGREEN — Treeloft  home.  Rent  as  “guest  of 
owner”  and  save.  Spectacular  views  in  Blue  Ridge  Moun- 
tain resort.  3 bedrooms,  2 baths,  sleeps  8.  Skiing  starts 
mid-December.  Treeloft  Village  located  atop  “Big  Acorn.” 
Near  Mountain  Inn  with  dining,  shops,  entertainment,  etc. 
Call  (804)  293-9121. 

ESTABLISHED  PRACTICE  available,  associate  lease  or 
purchase,  FP,  GP  or  internist,  Norfolk.  For  information, 
call  (804)  420-9251  or  (804)  588-1326. 

FAMILY  PRACTICE,  Northern  Virginia — Excellent  op- 
portunity to  step  into  a prominent  and  lucrative  practice. 
Excellent  location.  Includes  all  office  equipment,  files,  etc. 
Will  introduce.  Terms  flexible.  Should  be  Board  certified 
or  eligible.  Reply  to  D.  F.,  101  S.  Whiting  St.,  Alexandria 
VA  22304,  (703)  751-6710. 

Consider  THE  RAGGEDY ASSMILITIA!  Your  service  in 
the  Virginia  National  Guard  is  an  exciting  way  to  fulfill 
patriotic  ambitions  and  provides  more  benefits  than  can  be 
listed  in  this  little  ad.  For  information,  call  or  write  Joseph 
D.  Brown  III,  MD,  224  Monticello  Avenue,  Williamsburg 
VA  23185,  (804)  229-0765  (office)  or  (804)  253-2532  (home). 


The  ultimate  answer  to  pollen,  dust  and  smoke. 


Today's  air  is  full  of  irritants  that  can  cause  watering  eyes,  runny  nose,  coughing  and  general  discomfort.  Allergy 
sufferers  are  even  more  severely  affected.  But  now  there  is  an  air  cleaner  that  is  almost  too  good  to  be  true 


NEWTRON®  Electrostatic  Air  Cleaner 

THE  MOST  EFFECTIVE 

Disposable  air  conditioning  filters  remove  only  20%  of  air-borne  pollutants.  Expen- 
sive powered  electronic  air  cleaners  have  an  effectiveness  that  ranges  from  50- 
85%.  But  the  NEWTRON " Electrostatic  Air  Cleaner  is  the  most  effective  of  all  The 
NEWTRON ® removes  over  90%  of  the  pollen,  dust,  and  cigarette  smoke  from  your 
home  or  business 

Per  Cent  (%)  Etticiency  0 10  20  30  40  50  60  70  80  90  100 


Throw  Away  Fiber  Glass  Filter 
Powered  Air  Cleaners 
Newtron  Electrostatic  Air  Cleaner 


The  air  cleaning  results 
shown  here  are  proven 
by  laboratory  tests 


(A  copy  of  the  independent  test  lab  results  that  prove  this  claim  is  available  upon  request.) 


SIMPLE  PERMANENT  NO  REPAIRS 


The  NEWTRON"  develops  its  internal  static  charge  simply  by  air  flowing  through 
grids  made  of  several  types  of  static-prone  plastic.  It  is  this  static  charge  that 
attracts  and  traps  the  irritating  air  pollutants. 

EASY  TO  CLEAN  NO  INSTALLATION 


b(ewtiffrl 

The  ultimate  air  cleaner 


■Clip  out  this  coupon. 


Mail  to:  Newtron  of  Virginia,  RO.  Box  4158, 

Lynchburg,  Virginia  24502  - (804)  237-2050 


□ Please  send  additional  information. 


Dr.  

Address 


City State Zip 

Specialty 
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Limbitrol 

Ibblets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Ibblets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitnptyline 
(as  the  hydrochloride  salt) 


In  anxious  depression, 


SPECIFIC  FOR  THE  NONPSYCHOTIC  PATIENT 


Fits  Itie  picture  of 

anxiety/depression 

correlation 

Most  patients  with  a mood  disorder  have  a 
mixture  of  anxiety  and  depression.  One 
clinician’  found  a correlation  of  0.7  in 
anxiety  and  depression  scores;  another2  has 
estimated  that  7 of  10  nonpsychotic 
depressed  patients  are  also  anxious.  For  the 
dual  symptomatology  of  anxious  depression, 
Limbifrol  provides  dual  medication. 


More  appropriate 
for  the  nonpsychotic 
depressed  and 
anxious  patient 

Limbitrol  contains  both  amitriptyline,  specific 
for  symptoms  of  depression,  and  a 
benzodiazepine,  specific  for  the  symptoms  of 
anxiety.  Thus  it  is  a better  choice  than  other 
dual  agents  for  anxious  depression  that 
contain  a phenothiazine,  a class  of 
antipsychotic  drugs  less  specific  for  anxiety 
and  now  generally  avoided  in  nonpsychotic 
patients.23 


Avoids  the  risk  of  tardive 
dyskinesia  carried 
by  the  phenothiazine 
combinations 

The  causal  relationship  between  the 
phenothiazines  and  other  extrapyramidal 
side  effects,  including  tardive  dyskinesia,  is 
well  established.  In  contrast,  the  reported 
incidence  of  these  adverse  reactions  with 
Limbitrol  or  either  of  its  components  is  rare. 

References:  1.  Claghom  J Psychosomatics  1 1 43844 1, 
Sept-Oct  1970  2.  Rickels  K:  Drug  treatment  of  anxiety,  in 
Psychopharmacology  in  the  Practice  of  Medicine,  edited  by 
JarvikME  New  York,  Appleton-Century-Crofts,  1977,  p 316 
3.  Boldessarini  RJ,  Torsy  D Tordive  dyskinesia,  in 
Psychopharmacology  A Generation  of  Progress,  edited  by 
Lipton  MA,  DiMascio  A,  Killam  KF  New  York,  Raven  Press, 
1978,  p 999 


Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression 
associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzo- 
diazepines or  tricyclic  antidepressants  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within 
14  days  following  discontinuation  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use.  then 
initiate  cautiously,  gradually  increasing  dosage  until 
optimal  response  is  achieved  Contraindicated 
during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  his- 
tory of  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  patients  taking  tri- 
cyclic antidepressants  and  anticholinergic-type 
drugs.  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antide- 
pressants, especially  high  doses  Myocardial  infarc- 
tion and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  and 
against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 
Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  the  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to 
chlordiazepoxide  have  been  reported  rarely,  use  cau- 
tion in  administering  Limbitrol  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage,  with- 
drawal symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  head- 
ache and  malaise  for  amitriptyline,  symptoms  [includ- 
ing convulsions]  similar  to  those  of  barbiturate  with- 
drawal for  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a his- 
tory of  seizures,  in  hyperthyroid  patients  or  those  on 
thyroid  medication,  and  in  patients  with  impaired 
renal  or  hepatic  function  Because  of  the  possibility  of 


suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients.  Periodic 
liver  function  tests  and  blood  counts  are  recom- 
mended during  prolonged  treatment  Amitriptyline 
component  may  block  action  of  guanethidine  or  simi- 
lar antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative 
effects  may  be  additive  Discontinue  several  days 
before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precau- 
tions about  pregnancy  Limbitrol  should  not  be  taken 
during  the  nursing  period  Not  recommended  in  chil- 
dren under  12  In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  overse- 
dation, confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are 
those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision 
dizziness  and  bloating  Less  frequently  occurring 
reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness, 
restlessness  and  lethargy  have  been  reported  as 
side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunc- 
tion have  been  observed  rarely 
The  following  list  includes  adverse  reactions  not 
reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tachy- 
cardia, palpitations,  myocardial  infarction,  arrhyth- 
mias, heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentra- 
tion. delusions,  hallucinations,  hypomania  and 
increased  or  decreased  libido 
Neurologic.  Incoordination,  ataxia,  numbness, 
tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG 
patterns 

Anticholinergic.  Disturbance  of  accommodation,  para- 
lytic ileus,  urinary  retention,  dilatation  of  urinary  tract 
Allergic  Skin  rash,  urticaria,  photosensitization, 
edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including 
agranulocytosis,  eosinophilia.  purpura, 
thrombocytopenia 

Gastrointestinal . Nausea,  epigastric  distress,  vomit- 


ing. anorexia  stomatitis,  peculiar  taste,  diarrhea, 
black  tongue. 

Endocrine  Testicular  swelling  and  gynecomastia  in 
the  male,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  female  and  eleva- 
tion and  lowering  of  blood  sugar  levels. 

Other  Headache,  weight  gam  or  loss,  increased 
perspiration,  urinary  frequency,  mydriasis,  jaundice, 
alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  sus- 
pected of  having  taken  an  overdose  Treatment  is 
symptomatic  and  supportive  I V administration  of 
1 to  3 mg  physostigmine  salicylate  has  been  reported 
to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity 
and  patient  response  Reduce  to  smallest  effective 
dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bed- 
time Single  h.s  dose  may  suffice  for  some  patients. 
Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets 
daily  in  divided  doses,  increased  to  six  tablets  or 
decreased  to  two  tablets  daily  as  required  Limbitrol 
5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in 
divided  doses,  for  patients  who  do  not  tolerate  higher 
doses 

How  Supplied:  White,  film-coated  tablets,  each  con 
taming  10  mg  chlordiazepoxide  and  25  mg  amitripty- 
line (as  the  hydrochloride  salt)  and  blue,  film-coated 
tablets,  each  containing  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) — 
bottles  of  100  and  500.  Tel-E-Dose*  packages  of  100, 
Prescription  Paks  of  50 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


MORE  DEPRESSION 
MEANS  MORE  ANXIETY.. 


The  graph  illustrates  the  close  correlation 
belween  depression  and  anxiety  derived 
through  the  MMPI  and  the  Taylor  Manifest 
Anxiety  Scale  in  100  nonpsychotic  psychi- 
atric patients.  The  Coefficient  of  Correlation  is 
0.7.  As  depression  increased,  so  did  the 
anxiety  levels. 
—Adopted  from  Claghorn  J' 


A key  reason  why 

MORE  PHYSICIANS  ARE  CHOOSING 

LIMBITROE 

Tablets  5-12.5  each  containing  5 mg  chlordiozepoxide  and  1 2 5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiozepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


ROCHE 


1.  Claghorn  J:  Psychosomatics  11 438-441,  Sept-Oct  1970 

Please  see  summary  of  product  information  on  inside  cover. 


Copyright  S1  1982  by  Roche  Products  Inc  All  rights  reserved 
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• Group  Insurance  rates  ...  in  10-year  brackets 

• Each  applicant  individually  underwritten  . . . Each  insured  issued 
his  or  her  own  certificate 


• Member  or  Member’s  Employee  may  insure  self  only.  . . or  self  plus 
Spouse  ...  or  self  and  spouse  plus  eligible  Children  to  age  23 

• Deductibles  limited  to  3 per  family  per  calendar  year 

• Expenses  for  Maternity  regarded  the  same  as  costs  for  any  other 
illness 


• NO  MONEY  REQUIRED  WITH  APPLICATION  . . . AND  10-DAY 
LOOK-SEE  ASSURES  YOUR  COMPLETE  SATISFACTION 


FOR  MORE  INFORMATION,  CALL  OR  WRITE 

DAVID  A.  DYER  & ASSOCIATES 

a subsidiary  of  John  P.  Pearl  & Associates,  Ltd,,  Peoria,  Illinois 
SUITE  1350  • 1710  GOODRIDGE  DRIVE  • McLEAN,  VIRGINIA  22102 


ANYWHERE  IN  VIRGINIA 
CALL  TOLL-FREE 
1-800-572-2211 


IN  NORTHERN  VIRGINIA 
CALL 

703-556-0010 


David  A.  Dyer  & Associates  . . . 

Administrators  of  The  Medical  Society  of  Virginia’s  sponsored  group  insurance  programs  since  1958. 
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A Salute  to  President  Williams 


In  Dr.  Harold  Lee  Williams,  installed  last  month 
as  President  of  The  Medical  Society  of  Virginia, 
we  have  a dedicated  physician,  an  accomplished 
surgeon,  and  a man  who  developed  expertise  in 
organized  medicine  through  more  than  two  decades 
of  working  at  the  hospital  staff  level  and  with  both 
his  local  and  state  medical  societies. 

Dr.  Williams  was  born  55  years  ago  in  North 
Carolina.  Growing  up  in  Greenville  along  with  his 
fraternal  twin.  Dr.  Louis  Howard  Williams,  a Rich- 
mond obstetrician-gynecologist,  he  evinced  an  in- 
terest in  medicine,  and,  after  obtaining  his  BA 
degree  from  Duke  University,  he  entered  medical 
school  there,  graduating  in  1951.  After  Army  ser- 
vice during  the  Korean  conflict,  he  served  a surgical 
residency  under  the  late  Dr.  J.  M.  Emmett  in 
Clifton  Forge  and  Huntington,  West  Virginia,  with 
a fellowship  at  the  University  of  Virginia  under  Dr. 
William  H.  Muller.  The  influence  of  Dr.  Emmett, 
who  was  President  of  The  Medical  Society  of 
Virginia  in  1943,  continues  to  be  reflected  in  Dr. 
Williams’  approach  to  his  surgical  practice  and  his 
response  to  the  needs  of  the  medical  community. 

Dr.  Williams'  surgical  practice  in  Newport  News 
began  in  1958.  Board  certified  in  1967,  he  was  made 
a fellow  of  the  American  College  of  Surgeons  in 
1968.  He  has  served  as  chief  of  the  surgical  staff  of 
Riverside  Hospital  and  president  of  its  general  staff. 
In  1965  he  led  the  Newport  News  Medical  Society 
as  its  president,  and  for  six  years,  beginning  in  1973, 
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he  was  1st  District  councilor  for  The  Medical  Socie- 
ty of  Virginia.  His  civic  endeavors  have  been  nu- 
merous. 

The  new  President  has  been  active  on  the  politi- 
cal scene  at  the  local,  state  and  national  levels.  He 
has  been  a delegate  to  the  district  and  state  Republi- 
can conventions  and  was  a delegate  to  the  Republi- 
can national  conventions  in  1964  and  1976.  He 
quietly  and  effectively  worked  for  three  governors 
of  Virginia  and  several  congressmen.  His  efforts 
over  the  past  20  years  have  contributed  to  making 
the  two-party  system  a functional  reality  in  Virgin- 
ia. 

Ann  Camper,  a Newport  News  native,  became 
his  wife  in  1954.  They  have  five  children  and  one 
grandchild.  Ann  Williams  is  well  known  as  a former 
President  of  The  Medical  Society  of  Virginia  Auxil- 
iary. 

Harold  finds  his  relaxation  in  an  occasional  round 
of  golf,  pursuing  Civil  War  trivia,  and  reading 
World  War  II  history  and  English  literature. 

Hard  work  and  dedication  have  carried  Dr.  Wil- 
liams to  the  top  of  The  Medical  Society  of  Virginia. 
His  leadership  will  certainly  ensure  a continuance 
of  the  excellence  traditional  to  the  Society  since  its 
founding  in  1821 . 

Cecil  F.  Evans,  Jr.,  MD 

7 Ivy  Farms  Road 
Newport  News  VA  23601 
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The  facts  behind  today’s  health  care  costs 


This  report  was  written  by  the 
Communications  Department  of 
the  Los  Angeles  County  Medical 
Association  as  “The  Health  Care 
Cost  Fact  Sheet."  It  was  published 
in  the  September  6,  1982,  issue  of 
the  LACMA  Physician,  the  Associ- 
ation’s journal,  and  is  reprinted 
here  by  permission. 


Everybody  knows  that  everything 
in  our  society  costs  more  these 
days,  including  health  care.  For  a 
better  perspective  on  the  factors 
contributing  to  the  cost  of  that  care 
consider  the  following: 

Inflation.  Inflation  alone  is  re- 
sponsible for  60%  of  the  increase  in 
health  care  costs.  (About  30%  is 
attributable  to  increased  demand 
per  capita  and  10%  is  due  to  popu- 
lation growth.) 

An  example  of  inflation’s  effect: 
In  1970  the  typical  physician  had 
office  expenses  of  $24,300.  In  1980, 
because  of  salary  increases  for  of- 
fice staff  and  increases  in  the  costs 
of  rent,  utilities,  supplies  and  es- 
sential services,  the  figure  for  prac- 
tice expenses  was  $58,100.  In  1970. 
expenses  accounted  for  36.8%  of 
the  average  physician’s  gross  in- 
come. In  1970  that  percentage 
reached  41.8%.  In  ten  years  prac- 
tice expenses  increased  139.1%. 

Physician’s  Fees.  Over  the  past 
five  years,  from  January  1977 
through  January  1982,  the  annua- 
lized percentage  increase  in  the 
physician's  services  component  of 
the  Consumer  Price  Index  was 
9.9%.  During  the  same  period,  the 
all  services  index  rose  at  an  annua- 
lized rate  of  1 1 .6%  and  all  the  items 
went  up  at  a rate  of  10%. 

In  the  1971-1981  decade  physi- 
cian’s fees  rose  149%.  In  the  same 
time  period,  the  all  services  com- 
ponent of  the  Consumer  Price  In- 
dex rose  146.2%.  Yet  the  physician 
share  of  the  national  expenditure 
for  health  care  was  less  in  1980 — 


18.9%  of  $247-billion — than  in 
1970—19.1%  of  $74. 1-billion. 

Aging.  Eleven  percent  of  the 
U.S.  population  is  65  years  of  age 
and  older  and  accounts  for  26%  of 
all  days  of  care  in  community  hos- 
pitals and  one-third  of  all  health 
care  expenditures.  People  over  65 
go  to  the  doctor  approximately  four 
times  as  often  as  those  under  65. 

Of  all  the  people  in  the  history  of 
mankind  who  ever  lived  to  be  65, 
half  are  alive  today.  One  of  every 
four  babies  born  in  the  U.S.  will 
live  to  be  85.  It  is  estimated  that 
12,000  Americans  have  reached 
100  years  of  age. 

According  to  the  U.S.  Depart- 
ment of  Health  and  Human  Serv- 
ices, catastrophic  illness  costs 
more  than  $20-billion.  The  aged 
and  the  institutionalized  account 
for  80%  of  that  total. 

By  the  year  2000,  about  12%  of 
the  American  population  will  be 
over  65  years  of  age,  and  25.1%  of 
them — some  7.5-million  individ- 
uals— will  be  over  80. 

Technology.  In  medical  science, 
as  in  all  of  the  scientific  disciplines, 
there  has  been  a veritable  explo- 
sion of  new  technologies.  At  a ma- 
jor teaching  hospital  the  chairman 
of  the  department  of  radiology  ob- 
served, "A  third  of  our  faculty  is 
involved  with  equipment  and  meth- 
odology essentially  unknown  five 
years  ago.” 

The  advent  and  purchase  of  tech- 
nology has  contributed  enormously 
to  the  quality  of  health  care  and 
concomitantly  to  costs.  There  are 
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about  1,500  CAT  scanners  in  the 
U.S.  today.  The  investment  cost 
alone  amounted  to  well  over  $1- 
billion.  In  addition,  each  scanner 
requires  expensive  space  and  high- 
ly skilled  personnel  to  operate 
them.  Now  a new  scanner,  PETTS, 
with  significantly  advanced  capa- 
bilities is  available.  To  replace  the 
CATS  with  the  PETTS  would  cost 
$3-billion.  To  what  extent  is  socie- 
ty able  and  willing  to  pay  for  these 
technological  advances? 

Utilization  and  overutilization. 
“Those  who  use  the  term  ‘the  high 
cost  of  medical  care’  really  mean 
that  the  cost  of  medical  care  is 
using  up  a greater  share  of  the 
nation's  gross  national  product, 
currently  close  to  ten  percent.  This 
high  cost  results  not  from  paying 
more  for  the  same  services,  but 
from  consuming  more  and  new 
health  services.”  So  spoke  nation- 
ally prominent  attorney  Newton 
Minow  in  a recent  speech.  In  1967, 
650  people  in  the  U.S.  were  on 
kidney  dialysis.  In  1980  the  number 
was  64.000.  As  recipients  of  renal 
dialysis  they  are  alive  and  function- 
ing. Without  it,  all  or  almost  all  of 
them  would  have  succumbed  to 
their  kidney  disease.  In  1981  the 
U.S.  will  pay  out  $1. 5-billion  for 
dialysis.  By  1990  the  tab  is  expect- 
ed to  reach  $6-billion. 

Overutilization  of  the  health  care 
system  is  a major  cost  factor.  One 
recent  study  indicated  that  from 
50%  to  80%  of  the  visits  made  to 
hospital  emergency  rooms  were 
made  by  individuals  not  requiring 
emergency  treatment.  The  average 
charge  for  an  emergency  room  visit 
in  California  is  about  $80,  well  over 


double  that  of  a routine  visit  to  the 
doctor’s  office. 

A recent  Rand  Corporation 
study  reported  that  individuals 
with  first  dollar  coverage — their  in- 
surance pays  for  charges  without 
any  patient  involvement — use  the 
health  care  system  twice  as  often 
as  those  who  have  to  pay  for  all  or 
part  of  their  medical  bills.  Copay- 
ment insurance  plans  would  seem 
to  be  an  essential  measure  to  re- 
duce health  care  costs. 

State  of  the  art.  Not  so  long  ago 
there  were  no  computerized  inten- 
sive care  units,  no  coronary  care 
units,  no  neonatal  ICUs.  There  was 
no  renal  dialysis,  and  there  were  no 
organ  transplants,  no  hip  replace- 
ments, no  pacemakers,  no  coro- 
nary bypass  operations.  There  was 
no  microsurgery,  no  intraocular 
lens  implants. 

More  than  250,000  people  in  this 
country  are  wearing  cardiac  pace- 
makers, without  which  they  might 
be  disabled  or  dead.  One-hundred- 
thousand  of  them  were  installed  in 
1978  alone.  As  mentioned  earlier, 
64,000  persons  with  serious  kidney 
disease  are  alive  because  of  renal 
dialysis.  About  100,000  coronary 
bypass  operations  are  done  in  the 
U.S.  each  year. 

Modern  technology  and  method- 
ology are  enabling  more  people  to 
live  longer  and  fuller  lives  than 
ever  before.  The  longer  they  live 
the  greater  the  demands  on  the 
health  care  system,  and  the  greater 
the  costs. 

Government-mandated  costs.  A 

study  sponsored  by  the  American 
Hospital  Association  found  the 
cost  of  eight  specific  regulations  to 


be  $863-miilion  in  1977  and  $ 1 -bil- 
lion in  1979.  An  earlier  study  in 
New  York  State  indicated  that  hos- 
pitals were  spending  25%  of  their 
budgets  to  meet  local,  state  and 
federal  regulations.  In  1976,  the 
study  found  that  expenditures 
amounted  to  $1 . 1-billion.  It  also 
indicated  that  each  registered  nurse 
spent  the  equivalent  of  one  day  a 
week  on  regulatory  matters.  In  ad- 
dition, $38.86  of  each  patient's  dai- 
ly bill  was  generated  fulfilling  regu- 
latory requirements.  It  must  be 
stated,  however,  that  some  of  the 
regulatory  requirements  are  con- 
structive and  in  the  interests  of 
patients,  physicians  and  hospitals 
alike. 

Malpractice  insurance.  Profes- 
sional liability  (malpractice)  insur- 
ance premiums  will  total  nearly  $1- 
billion  this  year  and  add  an 
estimated  five  dollars  a day  to  each 
and  every  patient’s  hospital  bill  and 
three  to  four  dollars  to  the  cost  of 
each  office  visit. 

This  year  premiums  for  obste- 
tricians-gynecologists,  orthopedic, 
thoracic,  cardiovascular  and  neu- 
rological surgeons  will  exceed 
$22,000.  Statewide,  the  increase  in 
medical  malpractice  premiums  has 
added  an  estimated  $200-million 
annually  to  the  cost  of  health  care. 

The  litigious  nature  of  our  socie- 
ty, which  contributed  to  the  in- 
creases in  malpractice  insurance 
premiums,  has  provoked  the  prac- 
tice of  “defensive  medicine,”  an- 
other significant  factor  in  the  in- 
creased cost  of  health  care. 
Because  they  face  the  prospect  of 
being  sued  if  something  should  go 
wrong,  many  doctors  practice  de- 
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DOCTOR’S  ORDERS. 


Today's  medicines  are  far  more  potent  and  far 
more  effective  than  ever  before.  Accordingly, 
they  demand  far  more  care  and  attention  to 
your  directions. 

That’s  why  we've  established  a comprehen- 
sive system  of  auxiliary  labeling  at  each  of  our 
drug  counters.  Powerful  reminders  to  your 
patients  of  important  instructions. ..warnings 
about  possible  misuse. ..reassurances  about 
side  effects.  It  s one  of  the  ways  we  work  with 
you  to  help  make  your  prescriptions  and  our 
medicines  work  better  for  your  patients. 

And  for  your  convenience,  each  Peoples 
Drug  Store  has  a special  unlisted  number 
furnished  only  to  doctors.  It  s answered  only  by 
our  pharmacists.  If  you  don't  have  this  number 
yet,  just  call  your  nearest  Peoples  Drug  Store 
and  ask  the  pharmacist  for  his  special  doctors 
only"  phone  number. 
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fensive  medicine,  order  tests  and 
other  procedures  they  might  not 
deem  essential.  It  is  estimated  that 
30%  to  40%  of  all  diagnostic  proce- 
dures ordered  by  physicians  are 
attributable  to  the  practice  of  de- 
fensive medicine.  The  dollar  total 
has  been  estimated — there  is  no 
sure  way  to  measure  it — to  be  as 
high  as  $1 -billion  a year. 

Health  Insurance.  Health  insur- 
ance rates  in  1981  increased  30%  to 
40%,  primarily  because  of  in- 
creased hospital  costs.  Hospitals 
explain  that  the  increases  are  due 
to  inflation,  increased  technology, 
increased  staffs  and  increased  utili- 
zation. Hospitals  emphasize  that 
they  are  labor  intensive,  that  labor 
is  more  expensive  than  ever  and 
that  the  labor  intensity  is  greater 
than  ever.  In  1957  in  California 
there  were  just  over  two  hospital 
employees  for  each  patient.  In  1980 
there  were  nearly  five.  Almost  half 
of  the  average  hospital's  budget 
goes  for  payroll.  Even  the  shortage 
of  working  nurses  has  contributed 
to  spiraling  hospital  charges.  Hos- 
pitals are  spending  significant  sums 
recruiting  nurses  and  trying  to  re- 
tain those  they  have.  To  meet  these 
costs,  medical  insurance  compa- 
nies charge  higher  premiums. 

Despite  these  increases,  several 
companies  lost  money  on  health 
insurance  the  past  two  years. 

Lifestyle.  Inescapable  and  irre- 
futable is  the  fact  that  the  enor- 
mous health  and  medical  care  bill 
which  burdens  this  nation  could  be 
cut  in  half  if  our  citizens  lived  a 
healthier  lifestyle. 

It  has  been  estimated  that  smok- 
ing alone  accounts  for  350,000  pre- 
mature deaths  each  year,  80%  of 
chronic  lung  diseases,  83%  of  lung 
cancer  in  males,  43%  of  lung  can- 
cer in  females,  77-million  excess 
work  loss  days  per  year  and  150- 
million  excess  sick  bed  days  per 
year.  The  elimination  of  cigarette 
smoking  alone  would  reduce  the 
cost  of  medical  care  by  11%. 


In  1977,  464,000  individuals 
spent  time  in  hospitals  for  alcohol- 
ism treatment.  There  were  106,000 
cases  of  cirrhosis  of  the  liver  and 
18,000  cases  of  alcoholic  psycho- 
sis. Alcoholism  costs  the  U.S.  $44- 
billion  each  year  in  lost  incomes. 
Alcohol  abuse  causes  ten  percent 
of  all  health  care  expenditures. 

If  all  Americans  ate  a balanced 
diet,  the  nation’s  health  bill  could 
be  reduced  by  a third.  A recent 
study  in  California  showed  that  the 
adoption  of  seven  personal  health 
habits  could  increase  the  life  span 
of  a 45-year-old  male  by  as  much  as 
33  years.  They  include  eating  mod- 
erately and  regularly,  eating  break- 
fast, eschewing  excess  alcohol, 
drug  abuse  and  smoking  cigarettes 
and  getting  adequate  rest  and  exer- 
cise. According  to  federal  esti- 
mate's, illness  and  accidents 
caused  by  self-destructive  life- 
styles in  the  U.S.  accounted  for 
more  than  half  of  the  $247-billion 
spent  on  health  care  in  1980. 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary 

Consult  the  package  literature  for  prescribing  Information 
Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  Indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae). 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Precautions:  it  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and.  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g . pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborn?  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling’s  solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 
USP.  Lilly) 

Usage  in  Pregnancy-  Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy-  Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 


Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunct'on  with  therapy  with  Ceclor 
Hypersensitivity  reactions  have  been  reported  in  about  1 5 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  xcur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor*  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
xcur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  apxar  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
xcurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eosmophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients) 

Causal  Relationship  Uncertain-  Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic- Slight  elevations  in  SGOT.  SGPT  or  alkaline 
phosphatase  values  (1  in  40j 

Hematopoietic  - Transient  fluctuations  in  leukxyte  count, 
predominantly  lymphxytosis  xcurrmg  in  infants  and  young 
children  (1  in  40) 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200)  1 10028IRI 

•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae 0 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 

References 

1 Antimicrob  Agents  Chemother  ,591.  1975 

2 Antimicrob  Agents  Chemother , 7/  470,1977 

3 Antimicrob  Agents  Chemother  73  584  1978 

4 Antimicrob  Agents  Chemother . 73490. 1977 

5 Current  Chemotherapy  (edited  by  W Siegenthaler  and 

R Luthy),  II  880  Washington  D C American  Sxiety  for 
Microbiology,  1978 

6 Antimicrob  Agents  Chemother . 73861  1978 

7 Data  on  file,  Eli  Lilly  and  Company 

8 Principles  and  Practice  of  Infectious  Diseases  (edited  by 
G L Mandell.  R G Douglas,  Jr  and  J.E  Bennett),  p 487 
New  York  John  Wiley  & Sons,  1979 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina.  Puerto  Rico  00630 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor. V6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  HL  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Cefaclor 


PulvulesC  250  and  500  mg 


Primavera,  Where  domiant 
lives  begin  to  flourish* 

In  classical  Greek  literature  Prinaavera  naeans 
rebirth.  That’s  why  we  chose  the  nanae  Prinaavera  for 
our  28  day  residential  treatnaent  facility.  Our  program 
is  designed  to  meet  the  special  needs  of  those  affected 
by  alcohol  and  drug  dependency.  We  otter  a full  range 
ot  services  including: 

♦ Program  which  incorporates  the  principles  of  AA 

♦ Evaluation  services 

♦ Medically  supervised  detoxification 

♦ 4 day  intensive  family  therapy  program 

♦ Individualized  planning  for  attercare 

♦ Coordination  ot  treatnaent  with  E.  A.P  representatives 
k Admissions  are  accepted  24-hours,  7 days  a week. 
^Treatment  is  covered  by  Blue  Cross/Blue  Shield, 

^Chanapus  and  most  major  insurance  policies. 

^For  more  information,  please  call  (703)  937-5133. 

MAVERA  at  Culpeper,  Virginia  (703)  937-5133 

Free  Transportation  From  Anywhere  In  The  U.S.  A. 


QT  EXERCISING 
ft  RETIREMENT  PU\N 
CRN  BE  HAZARDOUS 
TO  YOUR  HEALTH. 

Deciding  on  the  right  retirement  plan  is  like  pulling 
teeth.  You  might  put  it  off  until  it's  too  late.  Atlantic 
Permanent,  the  largest  savings  and  loan  association 
in  Tidewater,  may  have  just  the  prescription.  A wide 
variety  of  no-nonsense  retirement  plans,  each  offered 
at  very  competitive  rates.  Write  or  call  our  mam  office 
and  we'll  send  you  details.  When  it  comes  to  retire- 
ment plans,  it's  wise  to  play  it  safe  today.  To  ensure 
you'll  rest  comfortably  for  the  rest  of  your  life. 

IRR  KEOGH  CORPORATE  HANS 


OMantic  Permanent 

Federal  Savings  and  Loan  Association,  Member  FSLIC. 

Serving  Tidewater  since  1894,  with  branches  in  Norfolk,  Virginia  Beach, 
Chesapeake,  Portsmouth,  Suffolk,  Hampton,  Newport  News  and  Williamsburg. 

Accounts  Insured  to  $100,000  » 740  Boush  Street,  Norfolk,  Virginia  23510  804/623-2400 


M EETINGS 

ABOUT 

MEDICINE 


A CURE  FOR  CONFLICTS 

To  prevent  the  conflicts  in  meetings  dates  that  oc- 
cur now  and  then,  the  Medical  Society  of  Virginia 
Continuing  Education  Office  is  a referral  point  for 
those  who  are  scheduling  meetings. 

Toward  this  worthy  goal,  would  you  please  notify 
the  CME  office  by  phone  or  letter  as  soon  as  your 
meeting  date  is  settled.  Do  not  wait  for  formulation 
of  program  plans  and  such;  this  register  will  refer 
only  to  the  dates  of  meetings. 

The  address  of  the  CME  office  is  4205  Dover 
Road,  Richmond  VA  23221.  The  phone  number: 
(804)  353-2721.  Dr.  Kinloch  Nelson  is  CME  director 
for  The  Medical  Society  of  Virginia,  but  the  register 
is  kept  by  Mrs.  Evelyn  Stockmar;  ask  for  her  when 
you  call. 


January  8-9 

Advanced  Trauma  Life  Support  Provider  Course  (Virginia 
Committee  on  Trauma  of  the  American  College  of  Sur- 
geons and  Winchester  Memorial  Hospital),  Winchester. 
Joseph  M.  Deignan.  Jr.,  MD,  director,  (703)  662-0377. 

January  8-16 

Medical  Update  IV — A Review  of  Recent  Advances  in 
Medicine  (Eastern  Tennessee  State  University),  Johnson 
City,  Tennessee.  15  credit  hrs.  Fee,  $150.  Floyd  Gaffin. 
Box  19660A,  Eastern  Tennessee  State  University,  John- 
son City  TN  37614,  (615)  928-6426,  ext.  201. 

January  9-14 

Sports  and  Ski  Medicine  Symposium  (Dr.  Robert  P. 
Nirschl/Virginia  Sports  Medicine  and  Rehabilitation  Cen- 
ter/Medical Sports,  Inc.),  Steamboat  Springs,  Colorado. 
23  Cat.  I credits.  Fee:  MDs,  $295;  others,  $225.  Dr. 
Nirschl,  3801  Fairfax  Drive,  Arlington  VA  22203,  (703) 
525-2200. 

January  10-12 

Advanced  Pediatric  Life  Support  Course  (Johns  Hopkins 
University),  Baltimore.  10  credit  hrs.  Fee,  $350.  Noreen 


Javornik,  Office  of  CME,  720  Rutland  Ave.,  Baltimore 
MD  21205,  (301)  955-6046. 

January  10-16 

Topics  in  Internal  Medicine  for  Primary  Care  Physicians 

(Virginia  Academy  of  Family  Physicians  and  University 
of  Colorado),  Hawaii.  21  credit  hrs.  Fee,  $1137,  including 
price  of  trip.  Virginia  Academy  of  Family  Physicians, 
4211  Dover  Rd.,  Richmond  VA  23221,  (804)  358-1721. 

January  15-16 

Clinical  Hypnosis  and  Habit  Control  (University  of  North 
Carolina),  Durham,  North  Carolina.  16  credit  hrs.  Fee, 
$150.  Office  of  CME,  231  MacNider  Building.  Chapel  Hill 
NC  27514,  (919),  929-1152. 

January  20-23 

Annual  Meeting,  Neurosurgical  Society  of  the  Virginias, 

Hot  Springs.  Robert  P.  Singer,  MD,  7702  Parham  Road, 
Richmond  VA  23229.  (804)  270-9090. 

January  22 

Pediatric  Asthma  and  Allergy  (Johns  Hopkins),  Balti- 
more. 7 hrs.  credit.  Fee:  $100.  Carlita  M.  Kearney,  720 
Rutland  Ave.,  Baltimore  MD  21205,  (301)  955-3168. 

February  15-17 

Pediatric  Emergencies  (Virginia  Chapter,  American  Col- 
lege of  Emergency  Physicians),  Wintergreen.  19  credit 
hrs.  Fee,  $150-300.  Gwen  E.  Messier,  PO  Box  317, 
Highland  Springs  VA  23075,  (804)  737-9433. 

February  17-19 

Otolaryngology  and  Ophthalmology  Seminar  (St.  Francis 
Hospital),  Snow  shoe  Resort,  West  Virginia.  15  credit  hrs. 
Fee,  $170.  Snowshoe  Seminar,  St.  Francis  Hospital,  PO 
Box  471,  Charleston  WV,  (304)  348-5300. 

February  21-24 

Alton  D.  Brashear  Course  in  Head  and  Neck  Anatomy 

(Medical  College  of  Virginia),  Richmond.  40  credit  hrs. 
Fee,  $300.  Hugo  R.  Seibel,  MD,  Box  709,  MCV  Station. 
Richmond  VA  23298. 
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Tuberculosis  travels  without  restrictions . . . 


Lederle  Tuberculin, 
Old,  TINE  TEST® 

95.8%  Agreement  With  Mantoux 

ACCURACY  DOCUMENTED  in  over  30,000  clinical  comparisons 
BENEFITS  CONFIRMED  in  over  150,000,000  office  uses 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Wayne,  New  Jersey  07470- 


•Data  on  file— Lederle  Laboratories,  Pearl  River,  N.Y 
© 1982,  Lederle  Laboratories 


Please  see  following  column  for  brief  summary  of  prescribing  information. 

023-2 


Proven  Clinical 
Accuracy 

THE  CRITICAL  FACTOR  IN  TB  SCREENING 


. . . and  no  easier  method 
to  confirm  the  results. 

Lederle  Tuberculin,  Old, 
TINE  TEST 


Indications:  For  screening  for  tuberculosis. 

Precautions:  Use  with  caution  in  persons  with  acute 
tuberculosis  (activation  of  quiescent  lesions  is  rare);  and  in 
patients  with  known  allergy  to  acacia.  Reactivity  to  the  test  may 
be  suppressed  in  those  receiving  corticosteroids  or 
immunosuppressive  agents,  or  those  who  have  recently  been 
vaccinated  with  live  virus  vaccine  such  as  measles,  mumps, 
rubella,  polio,  etc.  With  a positive  reaction,  further  diagnostic 
procedures  must  be  considered,  i.e.,  chest  x-ray,  microbiologic 
examinations  of  sputum  and  other  specimens,  confirmation  of 
positive  tine  test  (except  vesiculation  reactions)  by  Mantoux 
method.  When  vesiculation  occurs,  the  reaction  is  to  be 
interpreted  as  strongly  positive  and  a repeat  test  by  the 
Mantoux  method  must  not  be  attempted.  If  a patient  has  a 
history  of  occurrence  of  vesiculation  and  necrosis  with  a 
previous  tuberculin  test  by  any  method,  tuberculin  testing 
should  be  avoided.  Similar  or  more  severe  vesiculation  with  or 
without  necrosis  is  likely  to  occur. 

Pregnancy  Category  C,  Animal  reproduction  studies  have  not 
been  conducted;  whether  Tuberculin,  Old,  TINE  TEST®  can 
cause  fetal  harm  when  administered  to  a pregnant  woman  or 
can  affect  reproduction  capacity  is  unknown.  Tuberculin,  Old, 
TINE  TEST  should  be  given  to  a pregnant  woman  only  if  clearly 
needed.  During  pregnancy,  known  positive  reactors  may 
demonstrate  a negative  response. 

Adverse  Reactions:  Vesiculation,  ulceration,  or  necrosis  may 
appear  at  test  site  in  highly  sensitive  persons.  Pain,  pruritus 
and  discomfort  at  test  site  may  be  relieved  by  cold  packs  or  by 
topical  glucocorticoid  ointment  or  cream.  Any  transient 
bleeding  at  puncture  site  is  not  significant. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Wayne,  New  Jersey  07470 


$10,000  INSURANCE 
$25  a year 
Age  6 months 
to  Age  24 

* No  medical  required 
* Premium  does  not  increase 

WILLIAMS  & COMPANY 
3878  Holland  Road 
Virginia  Beach  VA  23452 
(804)  481-2500 


THE  BIONETICS  CORPORATION  can  assist 
you  in  isolating  FORMALDEHYDE  as  a source 
of  Physical  Irritation. 

• Release  of  FORMALDEHYDE  from  foam 
insulation  deterioration  and  building 
materials  into  today's  well  insulated 
home  can  result  in  potentially  irritating 
concentrations  of  FORMALDEHYDE 

• Bionetics  conducts  area  monitoring  and 
analysis  for  FORMALDEHYDE  with 
sensitivity  to  at  least  32  parts  per 
bil 1 ion. 

• A test  can  answer  the  FORMALDEHYDE 
question. 

For  information,  call  or  write  TODAY 


To:  THE  BIONETICS  CORPORATION  (804)  838-8880 

18  Research  Drive 
Hampton,  Virginia  23666 
Established  1973 

PLEASE  SEND  ME  MORE  LITERATURE  ON 
MONITORING  FORMALDEHYDE  CONCENTRATIONS 

NAME 

tddrtts 

CITY  STATE  TVT 


©1982,  Lederle  Laboratories 
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At  BAS,  we  know  that  hearing  what  our 
BASMED  users  have  to  say  is  paramount  in 
assuring  that  our  medical  practice  management 
computer  system  continues  to  meet  the  changing 
needs  of  your  profession.  So  we  listen  in  several 
different  ways. 

Before  we  sell  you  a system,  our 
representatives  make  a careful  survey  of  the 
particular  requirements  of  both  your  specialty  and 
practice.  Through  long  experience  in  dealing  with 
your  profession,  we  think  we  know  the  right 
questions  to  ask.  And  we  are  sure  that  listening  to 
your  answers  is  the  key  to  our  success.  Our 
BASMED  software  is  extremely  flexible  so  that  we 
can  tailor  the  system  to  fit  your  needs  without 
expensive  and  time-consuming  reprogramming. 
When  your  BASMED  system  is  installed,  it  already 
knows  how  you  want  to  do  business. 


We  offer  continuing  support  for  our  customers 
through  our  toll-free  HOTLINE.  Any  time  you  have 
a question  about  your  BASMED  system,  one  of  our 
HOTLINE  personnel  is  ready  to  listen  and  get  you 
an  answer  quickly.  If  you  wish,  we  can  even  listen 
to  your  BASMED  computer  system  through 
V-TERM,  our  exclusive  communications  software 
that  also  allows  us  to  talk  directly  to  your  system 
over  an  ordinary  telephone  handset. 

Finally,  we  listen  when  our  independent  users’ 
groups  suggest  enhancements  to  BASMED  so 
that  as  your  business  needs  change,  BASMED  will 
be  ready  to  help. 


business  application  systems,  inc. 


dept  j 

7334  chapel  hill  road 
raleigh,  n.c.  27607 
(919)  851-8512 
(800)  334-7010  (except  NC) 
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Texas  Instruments 
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AT  BAS, 

WE  NOT  ONLY 
HEAR  YOU, 

WE  PAY  ATTENTION 
TO  WHAT 
YOU  SAY. 


Everyone’s  talking 
about  helping  patients 
understand  their 
prescription  medication. . . 


ROCHE 

ME 

MEDICATION 

EDUCATION 


with  your  help, 

Roche  has  been  doing 
something  about  it 

WHAT  IF 

Roche  Laboratories  followed  up  the  production  and  free 
distribution  of  24  million  copies  of  the  Medication  Education 
WHAT  IF  Book  to  patients  via  physicians,  pharmacists  and 
other  health  care  professionals  with  a new  series  of  booklets 
on  important  classes  of  medicines.  The  new  booklets  can 
be  used  with  your  patients  to  supplement  your  directions  on 

HOWTO 

• Use  these  classes  of  medicines  appropriately 

• Ensure  maximum  benefits  from  their  proper  use 

• Avoid  risks  that  can  follow  their  misuse 


Check  below  for  free  supply  of  booklets  desired;  complete  coupon 
and  mail  to  Professional  Services  Department,  Roche  Laboratories, 
Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 
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Roche  Laboratories 

Division  of  Hoffmann-LaRoche  Inc. 

Nutley,  New  Jersey  07110 


NAME 


STREET  ADDRESS 


Medicines  that  matter  from  people  who  care  CITY 


STATE 


ZIP 


PRINTED  IN  U.S.A. 


PROGNOSIS:  SUNBELT 

Richard  Foate  is  a valued  member  of  Heritage 
Associates,  Inc.,  whose  investment  counseling  skill, 
commitment  to  investment  performance  and  result- 
oriented  contributions  to  management  have  played  a 
key  role  in  the  growth  and  success  of  our  company. 

Heritage  Associates,  Inc.  is  a Virginia-based  company 
which  conducts  business  as  principals  on  a regional 
basis.  We  are  currently  seeking  to  acquire  apartment 
and  motel  complexes  located  in  the  sunbelt.  Properties 
should  be  of  100  or  more  units.  If  you  are  planning  to 
market  your  investment  property,  we  invite  you  to  con- 
tact our  company.  We  offer  a more  flexible  approach, 
immediate  cash,  and  prompt  response  to  submissions. 

Please  direct  your  communication  to:  IflC* 

Heritage  Associates,  Inc. 

Brookfield/Southem  States  Building 
Post  Office  Box  26465 
Richmond,  Virginia  23261 


NEW 

MEMBERS 


Albemarle  County  Medical  Society 
Sharon  Esau,  MD,  Pulmonary  Disease,  University  of 
Virginia  Medical  Center,  Charlottesville  VA  22908 

Alexandria  Medical  Society 

William  A.  Pried,  MD,  Pediatrics,  4708  Kenmore  Ave- 
nue, Alexandria  VA  22304 

Arlington  County  Medical  Society 
Maurice  L.  Caspar,  MD,  Ophthalmology,  820  N.  Stafford 
Street,  Arlington  VA  22203 

George  W.  Jastrzebski,  MD,  Internal  Medicine,  4820 
North  26th  Street,  Arlington  VA  22207 
David  B.  McDonald,  MD,  Internal  Medicine,  200  North 
Glebe  Road,  Arlington  VA  22203 
Aldo  M.  Rosemblat,  MD,  Neurological  Surgery,  6316 
Castle  Place,  Falls  Church  VA  22044 

Buchanan-Dickenson  Counties  Medical  Society 
Christa  U.  Muckenhausen,  MD,  Neurology,  PO  Box  431, 
Pikeville  KY  41501 


Chesapeake  Medical  Society 

Larry  H.  Kagan,  MD,  Family  Practice,  1012  MacDonald 
Road,  Chesapeake  VA  23325 

Fairfax  County  Medical  Society 

Mark  II.  Abensohn,  MD,  Internal  Medicine,  5502  Back- 
lick  Road,  Springfield  VA  22151 

Robert  M.  Berger,  MD,  Urology,  7501  Little  River  Turn- 
pike, Annandale  VA  22003 

Lucia  Pastore,  MD,  Pathology,  5522  Falmead  Road,  Fair- 
fax VA  22032 

Eugene  P.  Russo,  MD,  General  Surgery,  737  Walker 
Road,  Great  Falls  VA  22066 

Ray  A.  Wertheim,  MD,  Obstetrics/Gynecology,  8996 
Burke  Lake  Road,  Burke  VA  22015 

Fauquier  County  Medical  Society 

Larry  L.  Stephenson,  MD,  Neurology,  210  West  Shirley 
Avenue,  Warrenton  VA  22186 


THE  PRATT  CLINIC,  LTD. 

1701  Fall  Hill  Avenue,  Fredericksburg,  Virginia  22401,  (703)  373-5501 

Established  in  1937 


CARDIOLOGY 

Robert  C.  Wheeler,  M.D. 

Michael  J.  Olichney,  M.D. 

Robert  B.  Vranian,  M.D. 

Thomas  E.  Wheeler,  M.D. 

FAMILY  PRACTICE 

David  L.  Johnson,  M.D. 

Donald  E.  Bley,  M.D. 

J.  Thomas  Ryan,  M.D. 

Joseph  D.  Paquette,  M.D. 

Nurse  Practitioner 
Patricia  Sutherland 

GASTROENTEROLOGY 

John  C.  Spivey,  Jr.,  M.D. 

David  B.  Rice,  M.D. 

GENERAL  SURGERY 

Lawrence  R.  Moter,  M.D. 

Richard  N.  Thompson,  M.D. 

GYNECOLOGY  & OBSTETRICS 

T.  Stacy  Lloyd,  Jr.,  M.D. 

Donald  R.  Stoker,  M.D. 

Frank  J.  Durcan,  M.D. 


HEMATOLOGY-ONCOLOGY 

LeRoy  J.  Essig,  M.D. 

INTERNAL  MEDICINE 

Lloyd  F.  Moss,  M.D. 

Michael  J.  Olichney,  M.D. 

Jerry  A.  Trice,  M.D. 

David  B.  Rice,  M.D. 

Robert  C.  Wheeler,  M.D. 

John  C.  Spivey,  Jr.,  M.D. 

LeRoy  J.  Essig,  M.D. 

Robert  B.  Vranian,  M.D. 

Thomas  E.  Wheeler,  M.D. 

Philip  B.  Fuller,  M.D. 

NEUROLOGY 

Richard  E.  Ranels,  M.D. 

OTOLARYNGOLOGY 
HEAD  & NECK  SURGERY 

Raymond  E.  Matson,  M.D. 

PULMONARY  DISEASE 

Jerry  A.  Trice,  M.D. 

Philip  B.  Fuller,  M.D. 

CLINIC  ADMINISTRATOR 

Thomas  A.  Girton 


814 


VIRGINIA  MEDICAL/DECEMBER  1982 


VOLUME  109 


Fredericksburg  Area  Medical  Society 

Joseph  D.  Paquette,  MD,  Family  Practice,  1701  Fall  Hill 
Avenue,  Fredericksburg  VA  22401 

Hampton  Medical  Society 

Ajmal  Sobhan,  MD,  General/Vascular  Surgery,  2101  Ex- 
ecutive Drive,  Hampton  VA  23666 

Lynchburg  Academy  of  Medicine 

William  E.  Albers,  MD,  Orthopedics,  1922  Thomson 
Drive,  Lynchburg  VA  24501 

Charles  J.  Catalano,  MD,  Gastroenterology,  1939  Thom- 
son Drive,  Lynchburg  VA  24501 

Ronald  G.  Hill,  MD,  General  Surgery,  2542  Langhorne 
Road,  Lynchburg  VA  24501 

Erika  N.  Kancler,  MD,  Anesthesiology,  225  Coffee  Road, 
Lynchburg  VA  24503 


Richard  F.  Stowers,  Jr.,  MD,  Family  Practice,  3609 
Willow  Lawn  Drive,  Lynchburg  VA  24503 

Northern  Neck  Medical  Association 

David  R.  Antonio,  MD,  Orthopedic  Surgery,  PO  Box  609, 
Kilmarnock  VA  22482 

Herbert  L.  Veney,  MD,  Family  Practice,  PO  Box  1016, 
Warsaw  VA  22572 

Richmond  Academy  of  Medicine 

Martin  N.  Buxton,  MD,  Psychiatry,  1500  Westbrook 
Avenue,  Richmond  VA  23227 

Edgar  F.  Jessee,  Jr.,  MD,  Rheumatology,  1411  Johnston 
Willis  Drive,  Richmond  VA  23235 

Carl  D.  Outen,  MD,  Ophthalmology,  12  Tapoan  Road, 
Richmond  VA  23226 

Virginia  Beach  Medical  Society 

Walter  E.  Beasley  III,  MD,  General/Thoracic  Surgery, 
3386  Holland  Road,  Virginia  Beach  VA  23452 


IS  THERE  ANYTHING 
YOU  MISSED? 

As  you  know,  patients  you  see  frequently  may 
be  seeking  treatment  for  one  illness  or  injury, 
but  are  actually  presenting  a symptom  or  the 
consequences  of  another  disease— alcoholism 
or  other  drug  dependency. 

If  one  of  your  patients  has  a problem  with 
alcohol  or  drugs,  please  call  Serenity  Lodge 
for  a consultation. 

Serenity  lodge 

CHEMICAL  DEPENDENCY  RECOVERY  CENTER 

2097  South  Military  Highway,  Chesapeake,  Virginia  23320 
(804)  543-6888 

Accredited  by  the  JCAH  • Approved  for  coverage  by  most  health 
insurance  programs. 
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Artist’s  interpretation: 

The  nocturnal  egg-laying  of  the 
female  pin  worm  causes  acute  /*. 

perianal  itch. . .making  children 
shift  sleeplessly  through  the  night. 


Pinworms  work 
the  night  shift 


Pul  pinworms 
out  of  work... 


Promptly  paralyzes 
pinworms  and  roundworms 

Antiminth®  (pyrantel  pamoate) 
has  a unique,  rapid  immobilizing 
effect  on  worms.  Unlike  meben- 
dazole, which  blocks  glucose 
uptake — slowly  “starving” 
helminths  to  death — Antiminth 
quickly  acts  on  the  neuro- 
muscular junction  to  promptly 
paralyze  parasites. 

97%  efficacy 
with  a single  dose 

A single  dose  of  Antiminth 
delivers  rapid  clinical  and  parasi- 
tological cures,  “Single  doses. . . 
showed  high  overall  efficacy 
against  Enterobius  vermicularis 
(97.2%)  and  Ascaris 
lumbricoides  (97.5 %).”1 

Simple, 

well  tolerated  therapy 

Antiminth  offers  ease  of  adminis- 
tration and  patient  tolerance. 

“. . . when  compared  to  the  other 
single  dose  agents  available, 
[Antiminth]  has  the  advantage  of 
being  non-staining  and  may  be 
better  tolerated.”2 

The  dosage  form 
children  like 

Antiminth  is  available  as  a pleas- 
ant tasting,  caramel-flavored 
oral  suspension.  Effective  in  just 


one  dose  against  pinworm  and 
roundworm — in  both  children 
and  adults — Antiminth  is  easy- 
to-administer  and  easy-to-take. 

Respected 

around-the-world 

In  some  parts  of  the  world,  large 
populations  are  afflicted  with 
helminthic  infections.  Physicians 
in  endemic  areas  have  become 
experts  on  parasitic  diseases — 
and  have  come  to  rely  on  Anti- 
minth for  the  rapid  cure  of  infes- 
tations. Antiminth  is  recom- 
mended as  an  agent  of  first  choice 
for  pinworm  and  roundworm  by 
leading  medical  authorities. 3 


Warnings 

Usage  in  Pregnancy  Reproduction  studies 
have  been  performed  in  animals  and  there  was 
no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who 
have  received  this  drug. 

The  drug  has  not  been  extensively  studied  in 
children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be 
considered. 

Precautions 

Minor  transient  elevations  of  SGOT 

have  occurred  in  a small  percentage  of  patients. 

Therefore,  this  drug  should  be  used 

with  caution  in  patients  with  pre-existing  liver 

dysfunction. 

Adverse  Reactions 

The  most  frequently  encountered  adverse  reac- 
tions are  related  to  the  gastrointestinal  system. 
Gastrointestinal  and  hepatic  reactions:  anorexia, 
nausea,  vomiting,  gastralgia,  abdominal  cramps, 
diarrhea  and  tenesmus,  transient  elevation  of 
SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration 
Children  and  Adults  Antiminth  Oral  Suspen- 
sion (50  mg  of  pyrantel  base/ml)  should  be 
administered  in  a single  dose  of  11  mg  of  pyran- 
tel base  per  kg  of  body  weight  (or  5 mg/lb. ); 
maximum  total  dose  1 gram.  This  corresponds 
to  a simplified  dosage  regimen  of  1 ml  of 
Antiminth  per  10  lb.  of  body  weight.  (One 
teaspoonful  = 5 ml. ) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension 
may  be  administered  without  regard  to  ingestion 
of  food  or  time  of  day,  and  purging  is  not  neces- 
sary prior  to,  during,  or  after  therapy.  It  may  be 
taken  with  milk  or  fruit  juices. 

References  1.  Pitts  NE,  Migliardi  JR:  Clinical 
Pediatrics  13:87,  1974.  2.  Modell  W:  Drugs  of 
Choice  1980-1981.  C.  V.  Mosby  Co.,  St.  Louis, 
1980,  p.  362.  3.  Goodman  LS,  Gilman  A:  The 
Pharmacologic  Basis  of  Therapeutics,  6th 
edition,  MacMillan  Publishing  Co. , Inc. , New 
York,  1980,  p.  1032. 
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Anesthesiology 

Leigh  O Atkinson.  M D 
George  P Baron,  M D 
Daniel  C Summerlin,  Jr  MD 

Dermatology 

Gary  P Gross.  M D 

Emergency  Medicine 

Benjamin  N Jones,  M.D. 
John  S.  Jeremiah  M D 
John  M Garvin,  M D. 

Robert  0 McGuffm,  M.D 
Darrell  F Powledge,  M.D. 

Industrial  Medicine 

E.  Wilson  Watts,  Jr , M.D 
Family  Practice 

Allen  M Clague,  M D 
Keith  C Edmunds,  M D 
William  C Crow,  Jr  M D 
Preston  H Edwards,  M D 
Samuel  N Smith,  M D 
Howard  M Lebow,  M D 
Wilson  H Coulter,  M D 
John  F Daugherty,  M D 
l ewis  B Rock.  Ill  M D 


General  Surgery 

W Langley  Sibley,  Sr  , M D 
Emeritus 

William  R Whitman,  Jr  M D 
Emeritus 

William  L Sibley,  III,  M D 
George  R Shumate.  M D 
A Reit  Kessler  M D 
Hematology  and  Oncology 
J Milton  Miller,  M D 
John  C Morrison,  Jr  M D 
Internal  Medicine 

Robert  F Bondurant  M D 
Frank  Alton  Wade,  M D 
George  H Wall,  M D 
J Milton  Miller,  M D 
David  S Miller,  II  M D 
Michael  J Moore,  M D 
William  M Blaylock,  M D 
James  A Witten,  M D 
E Blackford  Noland,  Jr  . M D 
Myron  S Levey,  M D 
Jacob  P Neathawk.  Jr  M D 
John  C Morrison,  Jr  . M D 
Douglas  D Blevins  M D 
John  P Bushkar,  M D 


Cardiology 

David  S Miller  HMD 
Jacob  P Neathawk,  Jr  M D 

John  P.  Bushkar  M D 

Obstetrics  and  Gynecology 

Garrett  G Gooch,  III.  M D 
Carl  B Harms,  MD 
James  A Kelly,  MD 

Orthopaedic  Surgery 

Richard  H Fisher,  M D 
Alonzo  H Myers.  Jr  M D 
S Curtiss  Mull,  M D 
Bertram  Spetzler,  M D 

John  P Clarke,  M.D. 

Arthritis  and  Rheumatology 

William  M Blaylock,  M D 

Gastroenterology 

George  H Wall  M D 

Infectious  Diseases 

Douglas  D Blevins,  M D 

Otolaryngology 

J Bruce  Hagadorn  M D 

Pulmonary  Disease 

James  A Witten.  M D 


Pediatrics 

Thomas  J Humphries,  M D 
John  T Walke  M D 
F Joseph  Duckwall  M D 
William  J Kagey,  M D 
Luthur  A Beazley  III  M D 
Conrad  V Wynne.  Jr  . M D 
Plastic  and  Reconstructive  Surgery 
Warren  L Moorman  M D 
Robert  F Roth,  M D 
Radiology  and  Nuclear  Medicine 
Carl  M Russell.  M D 
Donald  W Spicer.  M D 
Clyde  F Lloyd  M D 
William  A Cassada,  Jr  , M D 
J William  Barnard  M D 
James  A Walsh,  M D 
John  M Mathis.  M D 
Mary  Ella  Zelemk,  M D 
Thoracic  and  Vascular  Surgery 
William  L Sibley,  III.  M D 
George  R Shumate.  M D 
A Reif  Kessler  M D 
Urology 

Thomas  S R Ward  M D 
Jeffrey  S Jones,  M D 
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• Substance  Abuse  Program 

• Accredited  School  Specializing 
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• Outpatient  and  Emergency  Sen/ices 
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• South  Richmond  Outpatient  Office 
Located  at 
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3001  Fifth  Avenue 
Richmond,  Virginia  23222 


818 


VIRGINIA  MEDICAL/DECEMBER  1982 


VOLUME  109 


BOOKS 


The  Harvard  Medical  Unit  at  Boston  City  Hospital. 
Volume  I,  History  of  the  Thorndike  Memorial  Labo- 
ratory and  the  Harvard  Medical  Services  from  Their 
Founding  until  1974,  by  Maxwell  Finland.  Boston, 
Commonwealth  Fund  Publication,  Harvard  Medi- 
cal School,  1982,  903  pages,  $50. 

The  recording  of  the  history  of  the  Harvard 
Medical  Units  at  the  Boston  City  Hospital  is  an 
important  addition  to  the  history  of  medicine.  The 
first  volume  of  over  850  pages  is  a history  of  the 
Thorndike  Memorial  Laboratory,  the  Second  and 
Fourth  Medical  Services,  and  the  significant  events 
of  the  Boston  City  Hospital  from  its  founding  in 
1864  to  the  present.  Although  primarily  the  effort  of 
Maxwell  Finland,  one  of  the  foremost  specialists  in 
infectious  diseases,  it  includes  important  additions 
by  William  Castle,  C.  S.  Davidson  and  many  oth- 
ers. 

An  impressive  work  that  has  been  years  in  prepa- 
ration, this  book  is  to  be  followed  by  a second 
volume  with  biographies  of  many  physicians  and 
technicians  who  took  part  in  the  work  of  the  Thorn- 
dike Laboratory,  the  Harvard  Medical  Services, 
and  the  research  that  in  most  cases  combined  both. 
This  was  truly  a unique  and  unparalleled  arrange- 
ment. 

Any  physician  fortunate  enough  to  gain  a place 
on  the  Harvard  Services  or  a position  on  the  staff  of 
the  Thorndike  Laboratory  was  immediately  im- 
pressed by  the  international  flavor  of  the  hospital 
and  the  breadth  and  depth  of  its  intellectual  atmo- 
sphere. To  rub  elbows  almost  daily  with  such  men 
as  George  Minot,  Laurence  Ellis,  and  the  Mallorys 
was  an  unusual  and  stimulating  experience.  The 
enthusiasm  for  medical  diagnosis  of  Soma  Weiss 
was  contagious;  the  quiet  depth  of  knowledge  ex- 
pressed by  Chester  Keefer  was  awe-inspiring;  one 
had  to  think  fast  and  move  quickly  to  keep  up  with 
Bill  Castle  physically  and  mentally. 

The  doctors  at  the  Thorndike  and  on  the  Medical 
Services  came  from  all  over  the  world,  and  1 am 
proud  to  say  many  came  from  the  South.  This  was 
obviously  no  ordinary  place.  Just  to  be  there  was  an 
education.  It  was  my  good  fortune  to  serve  on  the 
2nd  Medical  Service  at  Boston  City  Hospital  from 
1932  to  1934. 

The  book  is  replete  with  history,  detailed  descrip- 


tions, pictures,  and  additions  by  many  of  the  partic- 
ipating physicians,  who  have  gone  all  over  this 
country  and  all  over  the  world.  Whether  you  were 
privileged  to  be  there  or  not,  this  is  a book  that 
should  be  in  every  medical  library  and  the  library  of 
every  physician.  It  contains  the  very  essence  of  the 
practice  of  medicine.  Maxwell  Finland  is  trying  to 
get  across  that  here  was  something  in  the  history  of 
medicine  that  was  so  great  that  it  must  be  docu- 
mented. In  a sense  it  is  an  obituary,  because  these 
Harvard  Services  and  the  Thorndike  Memorial 
Laboratory  no  longer  exist  at  the  Boston  City 
Hospital.  The  Thorndike  was  established  in  1923, 
the  Fourth  Medical  Service  in  1914,  and  the  Second 
Medical  Service  in  1930.  They  succumbed  to  mu- 
nicipal political  decisions  in  1973. 

Needless  to  say,  many  of  the  doctors,  nurses  and 
participants  have  died,  but  out  of  a total  of  over 
1 ,400,  all  but  22  have  been  located  and  documented. 
Many  of  these  physicians  have  had  illustrious  ca- 
reers as  practitioners  and  professors  or  have  found 
an  everlasting  place  in  the  field  of  research.  The 
large  number  of  indispensable  laboratory  techni- 
cians have  been  included  as  an  intimate  part  of  this 
important  document. 

This  volume  is  distributed  by  the  University 
Press  of  Virginia  for  the  Francis  A.  Countway 
Library  of  Medicine.  As  noted  above,  its  price  is 
$50,  or  by  donating  $100  to  Harvard  University  for 
the  Charles  S.  Davidson  Professorship  Fund,  you 
will  receive  a copy  gratis. 

R.  B.  Grinnan,  Jr.,  MD 

5216  Edwater  Drive 
Norfolk  VA  23508 
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The  Case  Against 
Federalizing  Medicaid 

Bedford  H.  Berrey,  MD,  Richmond , Virginia 


The  roots  of  the  Medicaid  problem  are  financial,  and  President  Reagan’s 
proposal  to  federalize  the  system  fails  to  address  that  basic  factor,  says  the 
author,  who  points  to  other  flaws  in  the  proposal  and  offers  four  options  to  it: 
private-sector  management  of  Medicaid,  elimination  of  third-party  insur- 
ance, deregulation  of  the  Medicaid  system,  and  harnessing  of  nursing-home 
costs,  perhaps  by  fixed-price  contracts. 


TTHE  AMERICAN  public  is  witness  to  an 
agonizing  effort  by  the  Reagan  administration, 
members  of  Congress,  health  care  providers,  and 
special  interest  groups  to  develop  a consensus 
about  the  direction  Medicaid  is  to  follow  in  the 
years  ahead  and,  not  insignificantly,  the  role  of  the 
federal,  state  and  private  sectors  in  health  care 
delivery.  A quandary  must  exist  in  the  minds  of 
knowledgeable  citizens  over  what,  if  anything, 
should  be  done.  Such  a quandary  gains  credence 
when  equated  with  the  Surgeon  General's  observa- 
tion that  "the  health  of  the  American  people  has 
never  been  better."1  Do  we  need  to  do  anything 
more  than  is  now  being  done?  Is  the  proposed 

Dr.  Berrey  is  an  assistant  commissioner  of  the  Virginia 
State  Department  of  Health.  Address  correspondence  to 
him  in  the  Office  of  Health  Care  Programs,  Department  of 
Health.  109  Governor  Street.  Richmond.  VA  23219. 

The  opinions  expressed  in  this  article  do  not  imply 
endorsement  by  the  State  of  Virginia  or  the  Virginia  State 
Department  of  Health. 


federalization  of  Medicaid,  which  yet  remains  unde- 
fined and  unexplained,  an  imperative  for  the  1980s? 

With  little  question  the  American  people  and  the 
American  health  care  industry  suffer  not  from  fail- 
ure but  from  success.  Where  else  in  the  world  is 
medical  care  of  such  quality  available?  Why  do  we 
sense  a crisis?  Simply  put,  is  it  because  we  are  too 
successful?  Every  technological  advancement  must 
be  adopted — analogous  to  keeping  up  with  the 
Joneses.  We  spare  no  talent  to  add  to  extended 
longevity.  The  American  public  and  the  host  of 
health  care  providers  have  yet  to  recognize  that  the 
demand  for  health  care  is  infinite.  Yet  it  is  unclear 
what  the  American  taxpayer  really  wants.  This 
notwithstanding,  it  is  risky  indeed  to  assume  that 
the  government  is  omniscient.  Economist  Ricardo- 
Campbell  observes  quite  correctly,  "The  govern- 
ment has  not  yet  recognized  that  taxpayers  may  not 
wish  to  pay  for  all  the  new  and  expensive  medical 
techniques  available  for  everyone  who  has  a medi- 
cal need  and  who  wishes  this  type  of  care."2  Should 
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Congress  agree,  the  entire  gross  national  product 
could  be  spent  on  health  care;  even  then  some 
health  care  need  for  something  somewhere  would 
remain  unfilled.  The  future  of  Medicaid  is  reminis- 
cent of  Scylla  and  Charybdis. 

The  race  to  meet  all  health  care  needs  approaches 
madness;  the  administration’s  concerns  reflected 
conceptually  by  federalization  of  Medicaid  was 
greeted  enthusiastically  by  many — only  to  turn  sour 
when  the  conditions  of  the  trade-olf  became  known. 
Is  it  a good  concept?  No  one  really  knows;  the 
details  remain  under  wraps.  The  wisdom  of  Solo- 
mon and  the  faith  of  Job  is  required  to  analyze  or 
comment  on  a plan  which  has  made  so  little  ad- 
vance specifics  available.  Conjecture  abounds,  with 
savants  and  pundits  prophesying  various  results 
dependent  upon  their  politico-socio-economic  ide- 
ation of  the  role  of  government  versus  free  enter- 
prise in  the  health  care  arena. 

Ruefully,  President  Reagan's  proposal  to  fed- 
eralize Medicaid,  while  undoubtedly  sincere, 
was  wrong!  Why?  It  fails  to  address  the  roots  of  the 
Medicaid  problem,  which  are  financial.  The  original 
reason  for  the  swap  and  turn  back,  or  federaliza- 
tion, of  Medicaid  seem  to  presuppose  that  within 
the  federal  government  there  are  in  place  initiatives 
for  cost  containment.  Virtually  everyone  knows 
this  is  not  the  case.  On  this  single  issue  alone,  the 
federalization  scheme  must  be  considered  flawed. 

To  state  the  obvious,  all  taxpayers  are  consum- 
ers, but  not  all  consumers  are  taxpayers;  the  per- 
spective of  and  differences  between  should  be  clear. 
Discussions  of  Medicaid  and  other  health  care 
issues  require  consideration  of  the  differences  be- 
tween the  consuming  public  and  the  paying  public. 
Medicaid  is  concerned  with  those  of  the  consuming 
public  who  are  the  most  needy.  A recent  Congres- 
sional Budget  Office  study  touches  the  difference 
between  these  two  publics  when  it  notes,  “In  fiscal 
year  1981,  Medicaid  financed  medical  services  to 
over  22  million  persons  at  a cost  of  $30  billion,  of 
which  56%  was  paid  by  the  federal  government  and 
the  rest  by  state  and  local  governments.’’3  Did  the 
paying  public  have  an  acceptable  option? 

Federalization  of  Medicaid  was  earlier  addressed 
by  the  Congressional  Budget  Office  when  in  1981 
that  arm  of  Congress  devoted  a single  paragraph  to 
it  in  a study  of  Medicaid  options.4  Why  did  the 
concept  receive  such  scant  attention?  The  CBO 
notes,  “Observers  have  widely  divergent  views  on 
whether  the  federal  government  or  the  states  are 
best  suited  to  run  Medicaid.  On  the  one  hand,  this 
option  would  permit  the  federal  government  to  take 


full  advantage  of  economies  of  scale  in  administra- 
tion.’’ The  study  continues,  “On  the  other  hand, 
critics  of  this  approach  maintain  that  states  are 
more  sensitive  to  budgetary  implication  even 
though  their  Medicaid  costs  are  subsidized.’’  The 
Carter  administration’s  Health  Care  Proposal  con- 
tained a component  to  federalize  Medicaid.  Little 
was  ever  heard  of  it,  and  the  Gordian  knot  of 
Medicaid  remains  to  be  cut. 

Our  health  care  system  continues  to  improve  as 
more  care  is  provided  to  more  people.  The  system 
is  very  nearly  socialized,  and  most  people  receive 
health  care  paid  by  the  unseen  hand.  The  ill  don’t 
just  get  a bill;  third  parties  take  care  of  it.  As  Daniel 
T.  Cloud,  MD,  states  so  clearly,  “The  best  way  to 
save  money  in  health  care  is  not  to  need  the  care  in 
the  first  place.”''  Preventive  health  care  is  so  cheap 
it  is  ignored! 

A personal  incentive  to  economize  on  health  care 
is  an  imperative  to  challenge  the  proposition; 
Health  care  in  America  is  too  cheap!  Only  when 
consuming  and  paying  publics  make  significant  pay- 
ments toward  meeting  their  own,  or  their  families', 
health  care  costs  will  they  pick  and  choose,  ques- 
tion costs,  and  buy  what  they  can  afford.  This  they 
now  do  for  food,  clothing  and  shelter — and  the 
family  automobile.  Health  economist  Joseph  P. 
Newhouse  confirmed  this  observation  by  studies 
which  “suggest  that  demand  for  care  is  on  the  order 
of  50  percent  higher  when  care  is  free  than  when  it 
is  related  to  an  income-related  catastrophic  insur- 
ance plan.”6 

With  all  of  the  initiatives  and  ingenuities  that  this 
nation  can  bring  to  bear,  why  are  solutions  so 
illusive?  The  myriad  of  vested  interests,  each  de- 
manding more  than  an  equitable  share  of  our  finite 
resources,  inevitably  clash  in  the  committee  rooms 
of  Congress  and  fall  victim  to  the  partisan,  political, 
legislative  process.  When  looking  at  this  critical 
issue,  a fair  question  might  be,  “Are  there  no 
statesmen  in  Congress?”  For  every  member  who 
may  consider  himself  a statesman  there  are  those 
whose  principal  motivation  is  to  please  constituents 
and  insure  a return  to  his  congressional  seat.  And. 
sad  but  true,  the  medical  profession  as  a whole  is 
not  involved  in  the  political  process,  wherein  health 
issues  are  debated.  If  the  medical  profession  is  to 
survive,  profound  change  is  essential  to  the  extent 
that  “.  . . physicians  should  take  the  helm  in  formu- 
lating the  nation’s  health  policy.”5 

Are  there  options  which  might  be  considered  in 
, the  public  policy  arena?  To  prescind  the  issue 
is  difficult.  Yet  a few  come  to  mind,  which  at  best 
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may  offer  opportunity  for  debate  and  at  worst  may 
be  viewed  as  heresy. 

• Encourage  the  private  sector  to  invest  in  Med- 
icaid. Without  question,  private  sector  market 
forces  can  turn  in  a more  efficient  performance  than 
a government  bureaucracy,  irrespective  of  its  de- 
gree of  competence  or  level  of  government.  As  a 
form  of  shared  federalism,  Medicaid  requires  that 
states  share  costs  with  the  federal  government. 
What  is  to  preclude  states  from  engaging  the  private 
sector  to  manage  their  portions  of  the  total  respon- 
sibility for  Medicaid  beneficiaries?  Private  sector 
involvement  might  include  commercial  insurance 
carriers,  a corporation  set  up  specifically  for  the 
purpose  a health  maintenance  organization,  or 
some  other  enterprise  skilled  in  paying  bills  and 
overseeing  service  delivery.  In  the  1965  law  enact- 
ing Medicaid  (PL  89-97)  and  in  the  myriad  of 
subsequently  issued,  implementing  federal  regula- 
tions, no  reference  can  be  identified  proscribing 
private  sector  involvement  on  behalf  of  the  states. 
It  seems  reasonable  that  further  research  could 
produce  a methodology  whereby  states  could  con- 
tract with  private  sector  forces  to  operate  their 
Medicaid  responsibility  at  lesser  costs  to  the  paying 
public.  Certain  waivers  would  be  required  from  the 
Department  of  Health  and  Human  Services. 

• Elimination  of  all  third-party  medical  insur- 
ance, with  replacement  by  catastrophic  insurance 
to  become  effective  when  more  than  10%  of  gross 
income  has  been  spent  for  medical  care.  The  de- 
mand for  medical  care  is  infinite,  and  our  resources 
are  finite.  The  infinite  demands  must  be  harnessed. 
We  have  been  so  successful  that  now  personal 
health  care  costs  are  rightly  ours  and  we — all  of 
us — must  assume  a larger  share  of  those  costs. 

• Dr.  William  Filante,  a practicing  ophthalmolo- 
gist and  member  of  the  California  legislature,  stated 
recently7  that  the  Little  Hoover  Commission  in 
California  determined  that  about  400  of  every  Med- 
icaid dollar  in  California  went  to  cover  the  costs  of 
actions  required  by  a variety  of  regulations.  With 
such  a financial  burden,  it  is  obvious  that  deregula- 
tion not  federalization,  holds  the  most  hope  for 
Medicaid,  and  only  strenuous  measures  to  correct 
longstanding  free  spending  will  succeed.  Econo- 
mies will  be  found  when  vested  interests  are  laid 
aside.  We  are  not  yet  ready  for  the  apothegm  of 
Schwartz's  Law:  “The  ultimate  economy  in  health 
care  is  death."8 

• The  paying  public’s  share  of  providing  nursing 
home  care  to  Medicaid  beneficiaries  continues  to 
increase  to  the  point  that  approximately  one-half  of 
all  Medicaid  expenditures  are  for  nursing  home 


care.  In  fiscal  year  1982  Virginia  had  nearly  25,000 
nursing  home  beds  in  the  private  and  public  sector, 
the  cost  of  care  provided  the  occupants  of  those 
beds  approximated  $250  million.  Numerous  at- 
tempts have  been  made  to  harness  these  costs;  to 
date  none  have  been  successful.  Perhaps  it  is  time 
to  consider  seriously  a different  approach.  As  medi- 
cal costs  continue  to  defy  containment  it  becomes 
necessary  for  the  taxpayer  to  seek  new  initiatives. 

A fixed-price  contract  for  the  care  of  all  nursing 
home  patients  has  merit.  An  annual  Medicaid  con- 
tract with  participating  private  and  public  nursing 
homes  would  establish  a set  price  for  each  patient 
per  day  of  care.  Its  virtue  lies  in  establishing  known 
costs  free  from  temptations  to  confuse  the  issues.  A 
nursing  home  either  delivers  on  its  contract  or  it 
absorbs  the  overages.  The  state,  as  protector  of 
nursing  home  residents,  has  the  necessary  means  at 
its  disposal  to  guard  against  cutting  corners  to  meet 
a contract.  Such  a proposal  deserves  study. 

The  Administration's  proposal  to  federalize 
Medicaid  overlooks  the  future.  Federalization 
of  Medicaid  plays  squarely  into  the  hands  of  those 
who,  since  the  1930s,  have  championed  the  cause  of 
national  health  insurance  for  all  Americans.  We  are 
already  too  successful!  More  would  be  less.  The 
proposal  to  federalize  Medicaid  creates  prospects 
for  further  regulation  of  the  health  care  industry. 
Once  federalized,  what  is  to  prevent  a future  admin- 
istration or  Congress  from  changing  eligibility  stan- 
dards? Changed  eligibility  would  ease  us  into  na- 
tionalization of  the  remainder  of  America’s  health 
care  industry.  No  guarantee  exists  that  such 
changes  would  not  occur.  What  might  a future 
Congress  perpetrate  on  the  nation  wrapped  in  the 
cloak  of  "help”?  Studied  reflection  on  the  status 
quo  should  alert  us  as  to  our  present  location. 

Since  the  Great  Depression,  Americans,  have 
resisted  national  health  insurance  as  the  solution  to 
its  health  and  medical  problems.  Our  fee-for-ser- 
vice,  free-enterprise  system  has  beaten  back  repeat- 
ed challenges:  The  future  may  be  more  unpredict- 
able. 

Within  the  last  20  years  several  significant  yet 
gradual  changes  have  occurred.  Witness  the  tre- 
mendous increase  in  the  total  cost  of  health  care; 
the  explosion  in  health  service  prices;  and  the 
explosive  growth  of  tax  subsidies  to  employers  for 
third-party  employee  health  and  medical  insurance. 
These  changes  have  serious  public  policy  implica- 
tions. The  body  politic  may  experience  a demand 
for  action  arising  out  of  demagoguery.  Vested  spe- 
cial interests  can  alter  public  perceptions. 
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Professor  Intriligator  observes,  “A  comprehen- 
sive national  insurance  system  would  recognize  that 
it  is  in  the  interest  of  both  individuals  and  the 
society  at  large  to  provide  the  entire  population 
(author's  italics)  with  access,  at  low  money  and 
time  price,  to  certain  minimal  levels  of  health  care. 
Above  these  minimums  a system  of  deductibles  and 
co-insurance  would  restrain  demand,  with  some 
exemptions  for  low-income  families.”4  Federaliza- 
tion of  Medicaid  could  unwittingly  become  the  first 
step  to  Intriligator’ s conclusion.  He  further  notes, 
“Given  the  substantial  share  of  cost  already  paid  by 
third  parties,  especially  the  federal  government,  a 
comprehensive  system  of  national  health  insurance 
may,  in  fact,  restrain  rather  than  promote  cost 
increases.”  Is  this  what  the  Reagan  administration 
expects  or  anticipates?  With  charity  we  may  con- 
clude that  the  concept  to  federalize  Medicaid  did 
not  receive  sufficient  analysis  of  its  long-range 
impacts.  Perhaps  the  Administration's  delay  in  an- 
nouncing the  details  is  a result  of  second  thoughts. 
On  such  a note  we  can  hope  that  the  concept  was  a 
trial  balloon  of  which  we  will  hear  no  more. 

Nonetheless,  the  impact  of  the  increasing  health 
care  costs  on  the  federal  budget  are  mind-boggling. 
It  is  useful  to  note  that  “On  the  outlay  side, 
expenditures  for  Medicare  and  Medicaid  totaled 
$59.3  billion  in  fiscal  year  1981  and  are  projected  to 
increase  to  $133.6  billion  by  1987.  On  the  revenue 
side,  the  tax  exclusion  for  employer  contributions 
to  health  benefit  plans  cost  the  Treasury  $19.8 
billion  in  1981  and  is  projected  to  cost  $45.8  billion 
in  1987. ”3  Can  the  public  understand  such  num- 
bers? In  reality  probably  not — but  the  taxpayer 
does  know  that  his  and  the  nation’s  health  care 
costs  are  soaring. 

It  is  later  than  we  think,  and  all  of  us — health  care 
providers,  public  officials,  special  interest  groups 
and  ordinary  citizens — have  an  obligation  to  find 
solutions  through  compromise.  Freed  from  peck- 
sniffian  approaches,  the  many  strategies  and  op- 
tions deserve  objective  analysis  often  difficult  to 
achieve  in  a democracy.  The  alternative  is  unac- 
ceptable. Through  it  all  every  physician  must  as- 
sume the  lead — George  cannot  do  it  alone! 
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COMMENT 


Dr.  Berrey's  article  calls  attention  to  what  may  be 
the  most  pressing  problem  now  faced  by  the  Ameri- 
can people.  How  much  is  too  much?  As  Dr.  Berrey 
observes,  “The  demand  for  health  care  is  infinite”, 
and  even  if  the  entire  gross  national  product  could 
be  spent  on  health,  “some  health  care  need  for 
something  somewhere  would  remain  unfilled.” 

In  a recent  editorial  in  Newsweek , Harry 
Schwartz  advances  argument  for  the  rationing  of 
medicine.1  He  points  out  that  the  British,  who 
preceded  us  by  nearly  two  decades  in  the  provision 
of  free  or  nearly  free  medical  care,  have  accom- 
plished rationing  in  a very  simple  way:  British 
policy  makers  have  seen  to  it  that  Great  Britain  has 
too  few  physicians,  particularly  specialists,  and  too 
few  hospitals.  Such  an  approach  is  obviously  not 
possible  here;  there  is  already  a surplus  of  both 
physicians  and  hospital  beds. 

What  approach,  then,  can  be  recommended?  No 
attempt  at  solution  will  be  offered  here,  but  if 
rationing  is  to  be  tried,  it  must  be  pointed  out  that 
any  such  attempt  will  affect  some  people  adversely. 
There  is  no  ideal  alternative,  but  a solution  of  some 
kind  must  be  found. 

Edwin  L.  Kendig,  Jr.,  MD 
1.  Schwartz  H:  We  need  to  ration  medicine.  Newsweek, 
February  8,  1982,  p 13 
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Cerebral  Revascularization 
in  the  Management  of  Stroke 

Michael  J.  Rosner,  MD,  Richard  L.  Corales,  MD,  and 
Donald  P.  Becker,  MD,  Richmond  Virginia 


Experience  with  extracranial-intracranial  arterial  anastomosis  in  70  pa- 
tients suggests  that  the  procedure  can  be  effective  in  eliminating  transient 
ischemic  attacks  in  patients  with  major  vessel  occlusions  or  high-grade 
stenoses  and  may  reduce  the  risk  of  future  stroke.  The  authors  describe  other 
benefits  of  the  technique  and  provide  indications  for  its  use. 


The  ability  of  the  neurosurgeon  to  revascular- 
ize the  brain  has  grown  dramatically  over  the 
last  decade.  The  primary  procedure  used  to  accom- 
plish this  goal  has  been  extracranial-intracranial 
arterial  anastomosis  (EC-IC),  but  a clear  delinea- 
tion of  the  indications  for  such  a procedure  has 
often  been  lost  in  its  esoteric  nature.  We  present 
here  a preliminary  analysis  of  70  patients  operated 
upon  at  the  Medical  College  of  Virginia. 

Technique 

Extracranial-intracranial  arterial  anastomosis  is  a 
technique  whereby  a high  capacity,  collateral  circu- 
lation to  the  brain  is  established  surgically.  This 
does  not  supplant  naturally  occurring  collaterals, 

From  the  Division  of  Neurological  Surgery,  Medical 
College  of  Virginia/Virginia  Commonwealth  University. 
Address  correspondence  to  Dr.  Rosner  at  Box  63 1 , MC  V 
Station,  Richmond  VA  23298. 

Submitted  6-2-82. 


such  as  the  ophthalmic  circulation,  but  augments 
their  contribution  to  the  hemispheres.  Figure  1A  is 
a preoperative  arteriogram  of  a patient  with  a left 
internal  carotid  artery  occlusion.  Part  B of  the 
figure  is  the  same  patient  five  months  after  success- 
ful extracranial-intracranial  arterial  anastomosis. 
There  is  marked  filling  of  the  middle  cerebral  vascu- 
lature directly  by  the  EC-IC. 

Usually,  the  anterior  division  of  the  superficial 
temporal  artery  is  used  for  anastomosis  to  a middle 
cerebral  branch  (STA-MCA  anastomosis).  Howev- 
er, the  occipital  artery  may  also  be  used  as  the 
donor  vessel,  and  the  intracranial  connection  may 
be  in  the  posterior  fossa  or  wherever  occlusive 
disease  is  manifest.1'6  If  the  common  carotid  artery 
is  occluded,  then  vein  grafts  may  also  be  used,6'7 
either  from  the  subclavian  artery  or  any  available 
donor  vessel.*  6 Any  surgically  established  collater- 
al from  the  extracranial  circulation  to  the  brain  is  an 
EC-IC  anastomosis. 

Technical  advances  over  the  last  several  years 
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have  made  possible  the  revascularization  of  nearly 
any  patient  with  virtually  any  combination  of  le- 
sions.10 These  procedures  can  be  carried  out  with 
low  morbidity  and  a high  degree  of  success.  Given 
major  vessel  occlusive  disease,  i.e.,  anything  the 
size  of  the  middle  cerebral  artery  or  larger,  revascu- 
larization surgery  can  be  offered  to  virtually  any 
patient. 

Prior  to  surgery,  we  obtain  an  extensive  battery 
of  baseline  examinations  that  provides  an  objective 
basis  upon  which  to  judge  the  postoperative  result. 
The  most  essential  examination  is  cerebral  angiog- 
raphy, which  includes  bilateral  carotid  angiogra- 
phy, a posterior  circulation  study  and  an  aortic  arch 
examination.  These  results  are  correlated  with 
those  of  a Doppler  examination  of  the  cervical  and 
periorbital  vessels.  Auditory,  visual  and  somato- 
sensory-evoked  potential  studies  are  obtained, 
along  with  a rapid-sequence  isotope  flow  scan;  a 
speech  pathologist  administers  the  Porch  Index  of 
Communicative  Ability.  A neuropsychological  ex- 
amination is  performed  using  the  Reitan  battery  and 
other  tests  as  appropriate.  All  patients  are  evaluat- 
ed by  neuro-ophthalmology  and  receive  a visual 
field  evaluation  along  with  ophthalmodynamom- 
etry. 

Patients  undergo  preoperative  hydration  and  pre- 
treatment with  steroids  (dexamethasone  24  mg/ 
day).  Phenobarbital  is  begun  intraoperatively  (130 
mg  iv  and  thence  90  mg/day).  The  temporal  artery  is 
dissected  free  from  the  supragaleal  tissue  using 
loupe  magnification  (x  2. 5-3. 5);  the  dissection  is 
aided  by  the  injection  of  lidocaine  1%,  which  also 
helps  to  block  spasm  of  the  temporal  artery.  A 
standard  craniectomy  2.5  cm  in  diameter  is  created 
over  the  Sylvian  fissure,  which  usually  exposes  the 
posterior  temporal  or  ascending  parietal  branches 
of  the  middle  cerebral  artery.  The  selected  branch  is 
temporarily  clipped,  and  an  end-to-side  anastomo- 
sis carried  out  using  interrupted,  10-0  nylon  sutures 
on  a 50-micron  needle.  After  temporary  clips  have 
been  removed,  wound  closure  is  standard.  Operat- 
ing time  is  typically  2 V2  hours. 

Care  is  taken  throughout  to  maintain  normocap- 
nia and  normotension  because  hypocapnia  vaso- 
constricts  the  cerebral  vasculature  and  decreased 
pressure  may  decrease  flow  in  the  patient  with 
occlusive  vascular  disease.  Since  the  procedure  is 
entirely  limited  to  superficial  tissues  and  lidocaine 
is  infiltrated  into  the  wound,  only  minimal  anesthe- 
sia is  required,  usually  N20-02  and  muscle  relax- 
ants,  helping  to  reduce  the  cardiac  risk  in  this  group 
of  patients. 

Patients  are  generally  awake  immediately  after 


Fig.  1A.  Preoperative  angiogram  of  patient  with  left  middle 
cerebral  infarction,  occluded  left  carotid  artery.  Arrow  = 
superficial  temporal  artery  used  for  anastomosis.  Note 
absence  of  ophthalmic  collateral  flow. 


Fig.  IB.  Same  patient  five  months  after  EC-IC.  Note 
marked  dilation  of  superficial  temporal  artery  with  filling 
of  middle  cerebral  artery  to  most  proximal  portions. 

Marked  improvement  in  patient’s  leg,  speech  functions. 

surgery;  out  of  bed,  ambulatory  and  on  regular  diets 
by  the  next  morning;  and  discharged  home  by 
postoperative  day  4 or  5.  Phenobarbital  is  usually 
discontinued  at  the  first  clinic  visit  (usually  4 weeks 
postoperative).  Pain  and  morbidity  is  minimal,  and 
aside  from  care  directed  at  protecting  the  surgical 
site,  little  restriction  is  placed  on  the  patient.  This  is 
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especially  important  in  the  elderly  and  those  with 
arthritis  and  other  handicaps. 

We  attempt  to  readmit  patients  for  a followup 
series  of  examinations  3-6  months  after  surgery.  If 
the  question  of  recurrent  or  new  symptomatology 
should  arise,  the  patient  is  evaluated  sooner  and 
appropriately.  When  severe,  generalized  athero- 
sclerosis exists,  we  usually  place  the  patient  on  two 
aspirin  bid. 

Results 

Demonstration  of  anatomical  improvement  in  the 
cerebrovascular  supply  is  the  very  foundation  upon 
which  to  expect  clinical  improvement.  In  multiple 
series  of  extracranial-intracranial  arterial  anasto- 
moses, the  superficial  temporal  artery  is  generally 
the  vessel  chosen  as  the  collateral  supply.  In  75%- 
90%6,9n'13  of  patients  who  undergo  this  surgery, 
the  temporal  artery  can  be  seen  to  dilate  50%-400% 
over  a period  of  weeks  to  months  after  surgery  (Fig. 
1).  Therefore,  the  flow  capacity  of  the  vessel  in- 
creases markedly.  Doppler  measurements  of  flow 
velocity  in  the  temporal  artery  confirm  that  the 
velocity  of  blood  flow  also  increases  over  the  first  3- 
6 months,  and  numerous  studies  of  actual  blood 
flow  to  the  brain  as  well  as  flow  through  the 
anastomosis  have  confirmed  that,  as  a surgical 
collateral,  the  STA-MCA  anastomosis  is  extremely 
effective.1 117 

At  the  time  this  was  written  we  had  performed  79 
procedures  on  67  patients,  12  of  them  bilaterally, 
and  repeat  angiography  on  about  two-thirds  of  these 
patients,  usually  6-9  months  postoperatively. 

When  only  angiographic  criteria  of  patency  are 
used,  our  patency  rate  is  over  95%  (two  occlusions/ 
79  procedures).  In  addition,  we  have  three  patients 
whose  anastomosis  is  arteriographically  open  but 
not  supplying  what  would  be  considered  a function- 
al blood  supply.  They  also  have  inadequate  tempo- 
ral artery  pulses  to  palpation,  isotope  scans  do  not 
reveal  normal  flow  patterns,  and  ultrasound  deter- 
mination of  temporal  and  external  flow  velocities  is 
essentially  unchanged  from  the  preoperative  level. 

Our  functional  patency  rate  is  90%-93%,  though 
our  results  may  have  improved  in  the  last  25  or  30 
patients  as  our  experience  has  grown.  Other  series 
have  shown  that  with  increasing  experience  the 
long-term,  functional  patency  of  these  anastomoses 
approaches  90%. 2’3-5,6  Our  results  are  similar. 

We  conclude  that  the  establishment  of  a surgical 
collateral  to  the  brain  can  be  effective  in  normaliz- 
ing areas  of  diminished  blood  flow.  This  collateral 
channel  increases  its  capacity  with  time  and,  in  fact. 


leads  to  long-term  improvements  in  cerebral  hemo- 
dynamics. 

Discussion 

Candidacy 

What  patients  are  candidates  for  this  surgery?  In 
general,  this  operation  can  be  successfully  applied 
to  those  patients  with  internal  carotid  artery  occlu- 
sion, either  unilateral  or  bilateral,  and  has  also 
found  applicability  in  patients  with  middle  cerebral 
artery  occlusions  or  occlusions  of  the  major  vessels 
of  the  posterior  circulation.  High  grade  stenoses  in 
these  same  vessels  may  successfully  be  bypassed 
by  EC-IC  surgery,  as  well  as  the  stenoses  occurring 
in  disease  states  of  obscure  etiology  such  as  moya- 
moya. 18 

Indications 

What  are  the  indications  for  EC-IC  anastomosis? 
Given  a major  vessel  occlusion  or  high  grade  steno- 
sis, three  major  indications  can  be  delineated. 
These  are  transient  ischemic  attacks,  progressing  or 
persistent  neurologic  deficit,  and  prevention  of  fu- 
ture stroke. 

Transient  Ischemic  Attacks.  Case  I:  A 55-year-old 
white  female  presented  with  acute  attacks  of  severe 
vertigo  occurring  once  or  twice  each  month.  She 
carried  the  diagnosis  of  vertebrobasilar  insu  fficien- 
cy (VBI),  and  was  being  treated  with  an  anticoagu- 
lant, crystalline  warfarin  sodium  {Coumadin'  ).  Su- 
perimposed on  her  VBI  were  frequent  (3-4/week) 
attacks  of  amaurosis  fugax  involving  the  right  eye. 
Five  years  prior  to  this  presentation,  she  suffered 
the  acute  occlusion  of  the  right  internal  carotid 
artery  secondary  to  birth  control  pills  but  was  soon 
neurologically  normal.  She  had  been  anticoagulat- 
ed with  Coumadin  since  her  carotid  occlusion.  Her 
current  symptoms  progressed  in  terms  of  severity 
and  frequency  despite  adequate  anti-coagulation 
over  the  nine  months  prior  to  admission.  Angiogra- 
phy demonstrated  complete  occlusion  of  the  right 
internal  carotid  artery  with  good  ophthalmic  and 
posterior  communicating  artery  collaterals.  Rapid- 
sequence  isotope  scan  showed  delayed  flow  to  the 
right  hemisphere;  CT  scan  was  normal.  Psychologi- 
cal testing  was  normal.  Ophthalmodynamometry 
revealed  a 16-mmHg  decrease  in  pressure  in  the 
right  eye  as  compared  to  the  left.  We  felt  her 
clinical  symptomatology  to  be  related  to  “steal'' 
phenomenon,  with  her  right  hemisphere  diverting 
blood  from  her  right  eye  and  posterior  fossa,  result- 
ing in  her  symptoms.  In  November  1979,  she  under- 
went right  EC-IC.  She  has  been  asymptomatic 
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since  then,  ophthalmodynamometry  is  normal  and 
symmetric  bilaterally,  isotope  scan  shows  early 
right  hemisphere  filling,  and  there  is  a bounding 
right  STA  pulse. 

Approximately  30-40%  of  our  patients  com- 
plained of  transient  ischemic  attacks  as  a major  part 
of  their  symptomatology.  About  half  of  the  patients 
complaining  of  transient  ischemic  attacks  had  also 
had  significant  strokes.  Therefore,  fixed  neurologic 
deficit  and  transient  ischemic  attacks  were  present 
in  13  patients.  In  fact,  of  the  12  patients  with  major 
vessel  occlusions  or  stenoses  with  TIAs  but  without 
a known  stroke,  only  two  patients  had  totally  nor- 
mal neurologic  examinations.  However,  the  deficits 
in  most  of  these  patients  were  minimal  and  required 
very  careful  history  and  neurologic  examination  to 
elicit.  It  is  rather  striking  to  note  the  high  incidence 
of  fixed  neurologic  abnormalities  in  this  group  of 
patients  who,  at  first  glance,  have  only  transient 
ischemic  attacks  and  often  have  denied  a prior 
stroke. 

The  outcome  in  this  group  of  patients  is  extreme- 
ly favorable;  in  24  of  25,  the  transient  ischemic 
attacks  ceased  immediately  after  surgery  and  have 
not  recurred.  One  patient  with  a middle  cerebral 
artery  stenosis  had  transient  ischemic  attacks  de- 
creased from  one  or  two  daily  to  less  than  one  per 
week,  and  they  are  of  shorter  duration  and  less 
severe.  Multiple  series2  3 5 6'9'1 11214  have  shown  a 
similar  rate  of  success.  From  85%>-100%  of  those 
presenting  with  transient  ischemic  attacks  have  had 
the  attacks  eliminated  or  greatly  reduced  in  fre- 
quency. 

Persistent  Neurologic  Deficit.  By  definition  a 
stroke  which  is  no  longer  worsening  or  progressing 
is  considered  “complete.”  The  natural  history  of 
such  events  is  that,  over  the  next  several  months  or 
year,  the  patient  will  show  some  degree  of  improve- 
ment. The  residual  deficit  is  referred  to  as  a persis- 
tent neurologic  deficit.  We  have  49  patients  who 
had  completed  a stroke  in  the  past  and  presented 
with  a persistent  deficit.  Most  had  sulfered  the 
onset  of  their  deficit  3-6  months  prior  to  our  seeing 
them,  but  a few  had  experienced  such  an  event  as 
long  as  five  years  previously.  Because  of  the  time  at 
which  they  were  seen,  the  vast  majority  of  these 
patients  were  stable  and  showing  only  minimal,  if 
any,  improvement.  In  this  group  of  patients,  there 
has  been  functional  improvement  in  24  of  the  49. 
(We  consider  in  this  figure  only  those  patients  with 
persistent  deficit  and  no  transient  ischemic  attacks.) 

It  is  often  difficult  to  separate  clearly  the  natural 
improvement  occurring  after  stroke  from  the  im- 
provement due  to  revascularization,  particularly 


when  the  revascularization  is  carried  out  early  after 
infarction.  However,  the  majority  of  patients  dem- 
onstrating neurological  improvement  began  to  im- 
prove within  24-72  hours  after  surgery.  It  is  clear 
that  in  the  majority  of  these  cases  the  surgery 
greatly  accelerated  the  rate  of  improvement.  It  is 
more  difficult  to  confirm  that  the  ultimate  degree  of 
improvement  was  enhanced  by  the  surgery. 

It  is  quite  clear,  from  the  examination  of  some 
patients  who  have  had  stable  deficits  for  several 
years  yet  had  experienced  significant  and  functional 
improvement  after  EC-IC,  that  at  least  some  pa- 
tients clearly  and  unequivocally  experience  im- 
provement of  fixed  deficits.  This  improvement  is 
attributable  to  the  surgical  intervention  and  not  the 
natural  history  of  the  disease. 

Case  2:  Five  and  one-half  years  prior  to  admis- 
sion, this  55-year-old  white  female  suffered  total 
occlusion  of  the  right  internal  carotid  artery,  leav- 
ing her  with  a dense  left  hemiplegia  and  emotional 
lability.  After  18  months  she  was  able  to  walk  with 
difficulty  using  a “ kick-up " short-leg  brace  and 
platform  cane.  Her  left  arm  was  completely  plegic 
and  spastic  and  held  internally  rotated,  adducted 
and  flexed.  She  had  a dense  left  central  facial 
palsy.  Her  presenting  complaints  were,  however, 
left  hemispheric  transient  ischemic  attacks.  These 
involved  her  speech  and  arm  areas  and  consisted 
primarily  of  right  body  sensory  symptoms  and 
apraxia.  They  occurred  three  to  five  times  a day. 
Angiography  revealed:  I)  total  occlusion  of  the 
right  internal  carotid  artery;  2)  high-grade  stenosis 
of  the  right  external  carotid  artery;  and  3)  30-40% 
stenosis  of  the  left  internal  carotid.  After  prelimi- 
nary right  external  carotid  endarterectomy , she 
underwent  right  EC-IC,  primarily  to  protect  her 
during  left  endarterectomy.  No  surgical  complica- 
tions resulted.  Within  24  hours  after  surgery,  her 
facial  paresis  was  markedly  improved,  tone  had 
improved  in  the  left  arm,  and  she  was  able  to  lift  her 
left  leg  straight  off  of  the  bed,  which  she  had  not 
been  able  to  do  for  more  than  five  years.  Transient 
ischemic  attacks  < TIAs ) ceased  immediately  and 
did  not  recur.  By  two  weeks  after  surgery,  she  was 
ambulating  with  neither  her  cane  nor  brace,  though 
a partial  foot  drop  remained.  Her  facial  paresis 
cleared  nearly  completely  and  her  left  arm  became 
markedly  less  hypertonic  and  more  easily  managed, 
though  she  gained  no  voluntary  function  in  her 
hand  as  she  had  in  her  foot.  Later,  left  endarterec- 
tomy was  carried  out  uneventfully . She  remains 
well  nearly  three  years  after  surgery. 

When  the  operation  was  first  developed,  great 
hopes  were  placed  upon  it  for  the  reversal  of 
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hemiplegia  and  “arteriosclerotic”  dementia.2'5 
When  massive  improvement  was  not  seen  in  many 
of  these  patients,  initial  reports  were  that  neurolog- 
ic improvement  or  improvement  of  a fixed  deficit 
could  not  be  expected  with  revascularization.19 
These  initial  reports  were  overly  pessimistic.  In- 
creasingly over  the  last  several  years,  authors  are 
recognizing  that  a large  percentage  of  patients  are 
improved.3  6,1219  20  It  behooves  one,  however,  to 
recognize  clearly  that  an  individual  with  a severe 
stroke  may  be  benefited  greatly  if  only  by  improv- 
ing his  ability  to  understand  speech  or  his  ability  to 
walk  without  a brace  on  his  leg,  even  if  a plegic  arm 
remains  unchanged.  Such  relatively  small,  undra- 
matic  improvements  can  lead  to  major  improve- 
ments in  the  functional  capacity  and  lifestyle  of 
impaired  patients. 

Several  series,  including  our  own,  now  describe 
patients  with  mild  to  moderate  deficits  fairly  reli- 
ably improved  soon  after  surgery.3"5'6'9'1220  Most 
patients  with  severe  deficits  experience  some  rever- 
sal of  a fixed  deficit  but  proportionately  less  so; 
occasionally,  severely  impaired  patients  make 
marked  recoveries.  Therefore,  the  patients  who 
come  closest  to  being  normal  after  surgery  are  those 
patients  who  were  least  impaired  initially.  But  this 
is  not  to  say  that  the  minor  improvement  which 
occurs  in  the  more  severely  disabled  individual  is 
not  important  to  him  and  to  the  way  in  which  he  is 
able  to  live. 

Prevention  of  Future  Infarction.  What  benefits 
does  the  procedure  offer  the  patient  with  stroke?  It 
is  somewhat  difficult  to  assess  the  natural  history  of 
unilateral  or  bilateral  carotid  occlusion.  Various 
publications  state  that  the  stroke  risk  runs  from  a 
minimal  level  of  2%  per  year21  up  to  10%-15%  per 
year.22'23  On  average,  it  would  appear  that  the  risk  of 
a future  stroke  for  someone  who  has  a known 
carotid  occlusion  is  about  5%-10%  per  year.  While 
the  average  followup  of  something  over  a year  on 
our  patients  does  not  allow  much  direct  assessment 
of  their  risk  of  future  stroke,  our  results  are  encour- 
aging. 

We  have  two  patients  with  recurrent  stroke  in  our 
patient  population  at  the  moment.  Both  occurred  in 
individuals  with  contralateral  carotid  disease  and 
were  contralateral  to  the  EC-IC  bypass. 

Multiple  series  are  demonstrating  that  the  total 
stroke  rate,  which  includes  infarcts  occurring  both 
on  the  side  of  the  arterial  anastomosis  and  contra- 
lateral to  it,  is  \%-2%  per  year  after  EC-IC. 2'3,5'9 
Many  of  these  ischemic  events  have,  in  fact,  oc- 
curred in  the  face  of  occluded  anastomoses  or 
occlusion  of  the  common  carotid  artery  down- 


stream from  the  anastomosis  or  contralateral  to  the 
occluded  carotid.  Therefore,  the  risk  of  stroke  in 
the  hemisphere  supplied  by  a functioning  anastomo- 
sis is  extremely  low,  with  preliminary  evidence 
suggesting  a significant  degree  of  prophylaxis  when 
judged  against  the  natural  history  of  carotid  occlu- 
sion. 

To  date,  we  have  no  significant  series  dealing 
with  the  risk  of  stroke  in  an  operated  versus  a 
randomly-selected,  non-operated,  control  group  of 
patients.  This  is  currently  being  studied  through  the 
Cooperative  Study  of  Extracranial/Intracranial  Ar- 
terial Anastomosis  administered  through  Eondon, 
Ontario,  and  supported  by  the  National  Institute  of 
Neurological  and  Communicative  Disorders  and 
Stroke.  This  study  should  provide  the  definitive 
data  on  not  only  the  natural  history  of  carotid 
occlusion  but  the  manner  in  which  it  may  be  altered 
by  EC-IC  anastomosis.  Still,  the  preliminary  results 
from  examination  of  uncontrolled  series2-3'5'6,9'14 
suggest  that  the  risk  of  stroke  is  probably  reduced. 
This  reduction  appears  to  be  substantial. 

Further  insight  may  be  gained  by  reexamining  the 
results  in  our  own  patients:  34  who  presented  with 
an  infarct  had  experienced  recurrent  ischemic 
events  over  the  previous  4-5  years;  21  had  had 
multiple  complete  strokes;  and  13  others  were  hav- 
ing transient  ischemic  attacks  superimposed  on  old, 
fixed  ischemic  deficits.  Uniformly,  these  patients 
have  experienced  a cessation  of  their  TIAs  and  this 
freedom  from  ongoing  ischemic  events  appears  long 
lasting. 

Adjunct  of  Other  Surgery.  In  addition  to  being  a 
therapy  for  the  individual  symptomatic  of  an  oc- 
cluded major  vessel,  the  ability  to  establish  an 
immediately  functional  surgical  collateral  has  ex- 
panded the  neurosurgeon's  ability  to  operate  suc- 
cessfully on  otherwise  untreatable  or  dangerous 
lesions.  We  now  perform  EC-IC  anastomosis  at  the 
time  of  carotid  ligation  for  such  diseases  as  giant 
intracavernous  aneurysms4'8'10’24  and  aberrant  ca- 
rotid arteries.  This  procedure  has  been  used  to 
increase  the  safety  of  elective  ligation  of  the  carotid 
artery  for  vascular  lesions  as  well  as  the  ligation  of 
the  internal  carotid  artery  in  the  process  of  resec- 
tion of  the  base  of  the  skull  for  tumor  and  other 
processes.  In  past  years,  carotid  ligation  has  been 
carried  out  safely  in  80%-85%  of  patients;  the 
remainder  could  not  tolerate  carotid  occlusion  with- 
out major  deficit.25'26  It  has  become  apparent  over 
recent  years  that  even  those  patients  who  tolerated 
acute  occlusion  without  deficit  still  remained  at  risk 
for  two  long-term  side  effects.  In  a recent  study  of 
carotid  ligation  patients,  it  was  found  that  17%  had 
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RU-TUSS 

Dispel  the  Clouds  of  Fall  and 

RU-TUSS 

TABLETS 

Each  prolonged  action  tablet  contains:  Phenylephrine  Hydrochloride  25  mg 

• Phenylpropanolamine  Hydrochloride  50  mg  • Chlorpheniramine  Maleate  8 mg 

• Hyoscyamine  Sulfate  0.19  mg  • Atropine  Sulfate  0.04  • Scopolamine 
Hydrobromide  0.01  mg  • Each  Ru-Tuss  tablet  acts  continuously  for  10  to  12  hours. 

Symptomatic  Relief 
of  Sneezing  and 
Nasal  Congestion 

Comprehensive  decongesting,  antihistaminic 
and  anti-secretory  reliever  for  patients  with 
nasal,  sinus  and  other  upper  respiratory 
irritation. 

• Eases  breathing  • Reduces  sneezing 

• Reduces  tearing  • Dries  the  drip 
One  tablet  b.i.d.  gives  round-the-clock 
relief  to  adults  and  older  children 

(12  years  and  over). 


RELIEVERS 

Winter  Respiratory  Discomfort 

RIHUSS 


EXPECTORANT 


Each  fluid  ounce  contains:  Codeine  Phosphate  65.8  mg  • (WARNING:  MAY  BE 
HABIT  FORMING)  Phenylephrine  Hydrochloride  30  mg  • Phenylpropanolamine 
Hydrochloride  20  mg  • Pheniramine  Maleate  20  mg  • Pyrilamine 
Maleate  20  mg  • Ammonium  Chloride  200  mg  • Alcohol  5% 

Symptomatic  Relief  of 
Coughing  with  Nasal 
and  Bronchial 
Decongestion 

Full  range  symptom-reliever  for  patients 
with  air  way  congestion  in  the  upper 
chest  as  well  as  the  nose  and  throat. 
• Blocks  the  cough  • Loosens  mucus 
• Reduces  sneezing  • Eases  breathing 
• Tasty  so  it's  easy  to  take 


To  Relieve  the  Symptoms 
of  Winter  Weather  Upper  Respiratory  Distress 

RIHUSS/RU-TUSS 

TABLETS  EXPECTORANT 

RU-TUSS®  RU-TUSS® 


Tablets 

DESCRIPTION 

Each  prolonged  action  tablet  contains 


Phenylephrine  Hydrochloride 

25  mg 

Phenylpropanolamine  Hydrochloride 

50  mg 

Chlorpheniramine  Maleate 

8 mg 

Hyoscyamine  Sulfate 

0 19  mg 

Atropine  Sulfate 

0 04  mg 

Scopolamine  Hydrobromide 

0 01  mg 

Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours. 

Ru  Tuss  Tablets  are  an  oral  antihistaminic,  nasal  decongestant  and  anti-secretory 
preparation. 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
alkaloids,  hyoscyamine,  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant  Concomitant  use  of  MAO 
inhibitors  is  contraindicated. 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness.  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics,  seda- 
tives or  tranquilizers 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction.  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  cardiac 
or  peripheral  vascular  disease  or  hyperthyroidism  Patients  should  avoid  driving  a motor 
vehicle  or  operating  dangerous  machinery  (See  Warnings). 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long  as 
12  hours,  treatment  of  overdoses  directed  at  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication.  In  children  and 
infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia, 
agranulocytosis,  and  thrombocytopenia  may  occur  Other  adverse  reactions  to  Ru-Tuss 
Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes,  tight- 
ness of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and  dysuria. 
palpitation,  tachycardia,  hypotension  hypertension,  faintness,  dizziness,  tinnitus,  head- 
ache, incoordination,  visual  disturbances,  mydriasis,  xerotomia.  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epigastric  distress,  hyperirritability,  nervousness, 
dizziness  and  insomnia.  Large  overdoses  may  cause  tachypnea,  delirium,  fever,  stupor, 
coma  and  respiratory  failure 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age.  one  tablet 
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experienced  ischemic  cerebrovascular  events  over 
the  10-year  period  following  their  ligation.2-' 26  Pre- 
sumably this  percentage  will  increase  as  that  group 
is  followed  for  longer  periods  of  time. 

The  second  disturbing  effect  is  that  the  patient 
who  undergoes  a carotid  ligation  is  at  risk  for  the 
development  of  hypertension.  In  a series  of  patients 
who  underwent  carotid  ligation  for  aneurysm,  it 
was  found  that  the  mean  blood  pressure  on  follow- 
up was  20-30  mm  higher  in  those  patients  who  had 
undergone  common  carotid  ligation  for  aneurysm  as 
opposed  to  those  who  had  had  more  conservative 
therapy.27  Clearly,  this  hypertension  puts  the  pa- 
tients more  at  risk  not  only  for  cerebrovascular 
disease28'24  but  ischemic  heart  disease  and  accelera- 
tion of  the  atherosclerotic  process  throughout  the 
vascular  system. 

It  has  yet  to  be  determined  whether  extracranial- 
intracranial  arterial  anastomosis  will  prevent  this 
hypertension  from  developing  over  the  long  term  in 
patients  who  undergo  elective  carotid  ligation,  but 
certainly  every  indication  is  that  the  risk  of  future 
cerebrovascular  events  will  be  reduced  in  this  group 
of  patients.  Likewise,  if  the  hypertension  is  a re- 
sponse to  relatively  mild  but  chronically  reduced 
cerebral  blood  flow,27  24  then  it  is  reasonable  to 
expect  that  the  patients  protected  by  EC-IC  may 
not  be  so  prone  to  this  iatrogenically  induced  hyper- 
tension. 

Special  Considerations.  The  patient  with  a high- 
grade  stenosis  in  the  cervical  carotid  and  a concom- 
itant, unilateral,  high-grade  stenosis  in  the  siphon  or 
intracranial  carotid  distribution  is  potentially  a can- 
didate for  EC-IC.  However,  we  first  approach  this 
patient  with  cervical  carotid  endarterectomy  and 
then  follow  him  for  the  persistence  of  symptoms.  If 
such  should  occur,  then  we  resort  to  EC-IC.  Thus 
in  the  face  of  serial  lesions  we  deal  with  the 
proximal  lesion  first. 

This  protocol  has  two  advantages.  First,  it  allows 
us  to  deal  with  any  simultaneous  stenosis  or  con- 
striction of  the  external  carotid  artery.  The  STA 
depends  upon  this  vessel  and  must  be  preserved.  It 
also  allows  more  effective  use  of  the  patient’s  own 
collateral  circulation  (the  ophthalmic  artery)  in  the 
case  where  the  intracranial  stenosis  is,  and  may 
remain,  hemodynamically  significant.  Secondly, 
the  intracranial  lesion  may  remodel  or  actually 
represent  soft  thrombus  residing  in  the  carotid 
siphon  or  elsewhere  which  may  resolve  over  time.30 
In  short,  the  carotid  artery  still  remains  the  most 
important  blood  supply  to  the  brain  and  attempts 
should  be  made  to  preserve  this  vessel  primarily. 

Figure  2 represents  a patient  with  a high-grade 


Fig.  3A.  Preoperative  angiogram  of  patient  with  right 
hemisphere  infarction,  left  ICA  completely  occluded.  Ar- 
row = high  grade  stenosis  with  ulcer  in  cervical  carotid. 
Double  arrow  = high  grade  siphon  stenosis. 


Fig.  3B.  Same  patient  four  months  after  left  EC-IC  and  one 
month  after  right  endarterectomy.  Angiography  shows 
filling  of  left  MCA.  Patient’s  vertigo  and  dizziness  had 
ceased,  and  function  of  left  leg  had  returned. 
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siphon  stenosis  as  well  as  a carotid  lesion.  The 
carotid  endarterectomy  was  carried  out  and  the 
patient  has  been  followed  and  suffered  no  further 
events.  But  his  case  represents  what  has  become  a 
frequent  occurrence  within  our  series:  the  carotid 
stenosis  occurring  with  a contralateral  carotid  oc- 
clusion. We  have  dealt  with  this  problem  by  per- 
forming an  EC-IC  on  the  side  of  the  occlusion,  then 
readmitting  the  patient  four  weeks  later  and  carry- 
ing out  the  endarterectomy;  17  patients  have  been 
treated  with  this  protocol.  We  have  had  one  patient 
experience  a stroke  under  this  regimen  (one  of  two 
strokes  in  the  series);  later  angiography  revealed 
patency  of  all  major  vessels,  including  the  endarter- 
ectomy site  and  EC-IC,  and  we  concluded  that  a 
small  vessel  at  the  base  of  the  thalamus  had  occlud- 
ed due  to  thrombosis  or  embolus  during  endarterec- 
tomy. 

While  our  experience  with  endarterectomy  in  the 
patient  with  multiple  vessel  occlusions  remains 
small  and  is  marred  by  a single  cerebral  infarct,  we 
feel  that  this  approach  holds  promise  and  we  are 
encouraged  by  our  results.  No  patient  has  occluded 
his  carotid  during  the  4-week  waiting  period,  and  no 
patient  has  suffered  a stroke  while  waiting  for 
endarterectomy.  Indeed,  most  have  experienced 
improvement  in  deficit  and  the  cessation  of  TIAs 
during  the  interim  period  with  just  the  protection  of 
the  STA-MCA  anastomosis. 

Complications 

In  the  decision  process  regarding  candidacy  for  a 
surgical  procedure,  it  is  ultimately  necessary  to 
weigh  the  risk  : benefit  ratio  to  the  patient.  Certain- 
ly, the  indications  for  high-risk  surgery  must  be 
much  more  rigid  and  clear  cut  than  similar  indica- 
tions for  low-risk  surgery.  Where  the  surgical  risk  is 
low,  we  can  confidently  offer  surgery  to  patients 
whose  chance  of  improvement  may  be  relatively 
low  also.  It  turns  out  that  the  morbidity  of  EC-IC  is 
quite  low. 

A single  death  has  occurred  in  the  entire  series. 
This  resulted  from  a severe  myocardial  infarction 
three  weeks  postoperatively.  No  patient  has  suf- 
fered a cranial  infection.  Since  the  blood  supply  to 
the  scalp  is  disturbed,  one  of  the  risks  of  this 
surgery  is  ischemic  scalp  necrosis.  We  have  had  no 
serious  events  of  this  sort  and  have  observed  six 
patients  who  had  a small  portion  of  their  scalp  flap 
darken  but  then  go  on  to  heal  spontaneously.  There 
have  been  no  postoperative  subdural  hematomas. 

There  have  been  no  perioperative  strokes  in  this 
series.  Three  patients,  for  reasons  which  are  un- 


clear, experienced  the  worsening  of  a neurologic 
deficit  on  the  second  or  third  day  after  surgery.  All 
three  of  these  patients  went  on  to  resolve  their 
deficits  and  within  2-3  weeks  after  surgery  had 
improved  beyond  the  level  of  their  preoperative 
function.  Therefore,  the  risk  of  serious  neurologic 
morbidity  is  very  low. 

Perhaps  the  greatest  complication  is  the  risk  of 
occlusion  or  nonfunction  of  the  anastomosis.  We 
have  two  occlusions  from  the  early  portion  of  our 
series.  One  of  these  occurred  because  the  temporal 
artery  was  cut  in  half  at  the  scalp  incision,  and  the 
second  occurred  for  reasons  which  are  unclear.  We 
have  three  other  patients  with  anastomoses  which 
are  open  but  not  functioning  well,  and  we  presume 
these  to  be  a combination  of  technical  problems  or 
unfavorable  pressure  gradients. 

Since  this  was  written,  our  series  of  IC-EC  anas- 
tomoses has  expanded  to  1 10  patients,  and  the  rate 
of  neurologic  recovery  and  cessation  of  TIAs  con- 
tinues at  the  same  high  rate  as  described  above.  The 
rate  of  complications  continues  exceedingly  low. 
with  a total  of  one  death,  no  infections,  no  subdural 
hemorrhage,  and  no  operative  strokes.  There  has 
been  one  intracerebral  hemorrhage  in  the  series 
with  an  excellent  recovery  after  evacuation. 

We  believe  this  procedure  offers  great  promise  in 
the  treatment  of  occlusive  vascular  disease. 

Summary 

Extracranial-intracranial  arterial  anastomosis  is  a 
technique  whereby  a high-capacity,  collateral  circu- 
lation is  established  surgically  to  the  brain.  It  is  a 
way  of  revascularizing  the  brain  and  bypassing 
occluded  major  vessels.  In  such  cases,  the  tech- 
nique is  effective  in  improving  cerebral  blood  flow 
or  the  cerebrovascular  reserve.  This  improvement 
begins  essentially  at  the  time  of  surgery  but  contin- 
ues for  the  next  3-6  months  as  the  temporal  artery 
dilates. 

The  procedure  is  effective  in  eliminating  transient 
ischemic  attacks  in  patients  with  major  vessel  oc- 
clusions or  high-grade  stenoses  and  is  likely  to 
reduce  the  risk  of  future  stroke.  EC-IC  is  effective 
in  certain  patients  in  reducing,  but  not  eliminating, 
the  morbidity  and  deficit  associated  with  “complet- 
ed” strokes.  Last,  the  EC-IC  anastomosis  appears 
effective  in  reducing  the  risk  of  elective  carotid 
ligation  and  may  protect  patients  with  multi-vessel 
occlusions  during  elective  endarterectomy. 
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Grand  Rounds: 
Idiopathic  Hemochromatosis 


From  the  Medical  Service, 

McGuire  Veterans  Administration  Medical  Center. 
Discussed  by  John  E.  Nestler,  MD. 


Case  Presentation 

A 66-year-old  man  was  referred  to  the  McGuire 
Veterans  Administration  Medical  Center  in  August 
1981  for  evaluation  of  elevated  serum  iron  studies, 
which  were  obtained  as  part  of  a routine  annual 
screening  examination. 

The  past  medical  history  was  remarkable  for  a 
nine-year  course  of  insulin-dependent  diabetes  mel- 
litus  without  any  associated  complications.  The 
only  hospitalization  was  at  age  9 for  pneumonia. 

The  patient  did  not  smoke  or  drink  alcohol.  His 
only  medication  was  NPH  insulin.  His  parents  died 
of  unknown  causes.  He  had  four  siblings,  of  which 
two  brothers  had  diabetes  mellitus.  He  had  four 
children,  all  healthy. 

The  patient  was  completely  asymptomatic  and 
denied  any  skin  changes,  arthritis,  weakness  or 
abdominal  pain.  The  physical  examination  was  re- 
markable only  for  a S4  gallop.  The  liver  span  to 
percussion  was  10  cm. 

SMA  20,  CBC,  and  coagulation  studies  were 
normal.  Serum  iron  was  181  /xg/dl,  TIBC  was  213 

Presented  at  Grand  Rounds  of  the  Medical  Service  at 
the  McGuire  Veterans  Administration  Medical  Center, 
Richmond,  on  October  30,  1981.  Address  correspondence 
to  Dr.  Nestler  at  201  N.  Stafford  Avenue,  Richmond  VA 
23220. 


yu-g/dl  (saturation  of  85%),  and  ferritin  was  829  ng / 
ml. 

The  patient  was  hospitalized  and  a percutaneous 
liver  biopsy  performed.  A Prussian  blue  stain  re- 
vealed markedly  increased  iron  in  the  liver  paren- 
chyma (Fig.  1).  There  was  no  evidence  of  cirrhosis. 
The  diagnosis  of  idiopathic  hemochromatosis  was 
made,  and  the  patient  was  begun  on  a program  of 
weekly  phlebotomy  as  an  outpatient. 

Subsequently,  one  brother  of  the  patient  was 
screened,  was  found  to  have  similarly  elevated 
serum  iron  studies,  and  was  scheduled  to  undergo 
percutaneous  liver  biopsy. 

Discussion 

Idiopathic  familial  hemochromatosis  (IHC)  is  an 
inheritable  disorder  of  iron  metabolism  character- 
ized by  an  excessive  and  inappropriate  absorption 
of  dietary  iron  and  by  a preferential  deposition  of 
iron  into  tissue  parenchyma,  most  notably  the  liver, 
skin,  pancreas,  heart,  testes,  and  pituitary.  Al- 
though genetic  heterogeneity  may  exist,  the  disease 
usually  is  inherited  as  an  autosomal  recessive  trait. 
It  appears  that  at  least  one  IHC  susceptibility  gene 
is  located  on  chromosome  6,  close  to  the  A locus, 
and  there  is  an  association  between  IHC  and  the 
antigens  HLA-A3  and  HLA-B141. 
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Although  IHC  was  previously  thought  to  account 
for  about  one  of  every  20,000  hospital  admissions,  a 
recent  study  of  the  Utah  population  has  estimated 
the  frequency  of  the  IHC  gene  at  5.6%~.  This  would 
result  in  a frequency  of  the  carrier  (heterozygous) 
state  of  10.6%  and  of  the  disease  (homozygous) 
state  of  0.3%.  Therefore,  IHC  is  probably  more 
prevalent  than  realized  and  most  likely  has  been 
underdiagnosed.  The  delineation  of  its  genetics  now 
enables  us  to  study  the  kindred  of  patients  with  IHC 
in  order  to  diagnose  the  disease  before  it  manifests 
itself  clinically  and  to  better  define  its  natural 
history. 

Traditionally,  idiopathic  hemochromatosis  has 
been  diagnosed  in  patients  between  the  ages  of  40 
and  60  years.  There  has  been  a 10:1  predominance 
of  men  over  women,  prompting  speculation  as  to 
whether  the  female  menses,  with  its  regular  loss  of 
body  iron,  may  “protect”  women  from  full  expres- 
sion of  the  disease.  There  have  been  only  53  report- 
ed cases  in  patients  below  the  age  of  30;  interesting- 
ly, in  this  age  group  the  male:  female  incidence  has 
been  1:13. 

The  precise  pathophysiology  of  IHC  has  yet  to  be 
defined.  Iron  is  present  in  the  body  in  four  compart- 
ments: 1)  erythrocytes,  which  contain  1500-3000  mg 
of  iron;  2)  storage  iron,  in  the  forms  of  ferritin  and 
hemosiderin,  which  contains  1000-1500  mg  of  iron 
and  of  which  25%  (300  mg)  is  stored  in  the  liver;  3) 
other  tissue  complexes,  such  as  myoglobin,  cata- 
lase, cytochromes,  which  account  for  100-300  mg  of 
iron;  and  4)  transport  iron  in  the  form  of  transferrin, 
which  is  approximately  30%  saturated  with  iron  and 
accounts  for  3-4  mg  of  iron.  Note  that  the  only 
compartment  that  can  expand  itself  and  accommo- 
date more  iron  is  the  storage  compartment  (primari- 
ly ferritin);  the  other  compartments  are  fixed  in 
size. 

The  excretion  of  iron  from  the  body  is  a “restrict- 
ed” function  that  occurs  via  the  kidney,  gastroin- 
testinal tract,  and  exfoliation  of  skin.  On  the  other 
hand,  iron  absorption  is  an  active  process  that 
occurs  in  the  duodenum  and  possesses  much  great- 
er latitude.  Normal  individuals  absorb  between  1.0- 
1.5  mg  of  iron  per  day,  but  this  amount  can  be 
increased  to  the  point  of  4. 0-5.0  mg  per  day  in  states 
of  iron  deficiency. 

In  IHC  there  appears  to  be  a loss  of  the  control 
mechanism  to  regulate  iron  absorption,  and  exces- 
sive amounts  of  dietary  iron  are  absorbed.  Studies 
exist  showing  a defect  in  the  intestinal  mucosal 
control  of  iron  absorption4,  as  well  as  an  abnormal 
affinity  of  the  liver  for  iron5.  One  speculative  expla- 
nation for  IHC  is  the  existence  of  a type  of  ferritin 


Fig.  1.  Percutaneous  liver  biopsy  of  patient  with  hemochro- 
matosis. Black  granules,  revealed  by  Prussian  Blue  stain, 
are  iron  particles  deposited  intraparenchemally.  (X  400) 


that  has  an  increased  avidity  for  iron  and  acts  as  a 
defective  messenger  in  the  complex  and  undefined 
feedback  mechanisms  of  iron  absorption6. 

Idiopathic  hemochromatosis  is  also  characterized 
by  a distinctive  pattern  of  iron  deposition:  it  occurs 
primarily  in  the  tissue  parenchyma,  and  only  in  the 
late  stages  of  the  disease  in  the  reticuloendothelial 
system  (RES)7.  This  is  in  contrast  to  most  occur- 
rences of  secondary  hemochromatosis,  in  which 
iron  is  deposited  first  into  the  reticuloendothelial 
system  and  then,  only  after  that  has  been  saturated, 
into  tissue  parenchyma.  This  preferential  deposi- 
tion of  iron  into  tissue  parenchyma  in  IHC  may  be 
due  to  the  existence  of  differing  types  of  ferritin  in 
tissue  parenchyma  and  the  reticuloendothelial  sys- 
tem. 

Because  of  this  pattern  of  iron  deposition  in 
idiopathic  hemochromatosis,  there  has  been  little 
success  in  establishing  an  animal  model  for  investi- 
gating it,  since  experimentally  induced  hemochro- 
matosis results  in  the  deposition  of  iron  into  the 
reticuloendothelial  system. 
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Since  the  liver  is  the  primary  site  for  iron  storage, 
it  is  also  the  organ  that  bears  the  initial  burden  of 
tissue  iron  overload.  The  liver  of  the  patient  with 
IHC  is  usually  enlarged  and  firm,  but  as  a rule  there 
are  surprisingly  few  symptoms  referable  to  the 
liver.  Infrequently  there  may  be  acute  pain  or  a 
“dragging”  sensation  in  the  right  upper  quadrant  of 
the  abdomen.  Liver  function  tests  are  often  normal 
and  are  not  helpful  in  diagnosing  the  disease.  The 
main  complications  of  hepatic  involvement  are  late 
ones:  I)  cirrhosis  with  the  development  of  portal 
hypertension  and  its  sequelae,  and  2)  hepatocellular 
carcinoma. 

The  patient's  skin  is  frequently  slate-grey  and, 
less  often,  hyperpigmented,  especially  in  the  axil- 
lae, groin  and  any  scar  areas.  The  hyperpigmenta- 
tion is  due  to  increased  melanin  deposition  in  the 
basal  layers  of  the  skin,  occurring  for  unknown 
reasons.  Other  skin  changes  that  can  occur  are  hair 
loss,  koilonychia,  skin  atrophy  and  ichthyosis-like 
changes.  In  a study  of  100  patients  referred  to  a 
dermatologist  specifically  because  of  skin  changes 
due  to  IHC,  only  60%  had  increased  iron  demon- 
strated on  skin  biopsy*. 

Diabetes  mellitus  occurs  frequently  in  association 
with  idiopathic  hemochromatosis  and  was  a com- 
mon cause  of  death  in  the  pre-insulin  era.  The  usual 
complications  of  retinopathy,  nephropathy  and  neu- 
ropathy can  develop,  and  there  is  an  increased 
incidence  of  lipodystrophy9.  Three  possible  mecha- 
nisms exist  for  the  development  of  diabetes  in 
patients  with  IHC:  I)  direct  damage  to  pancreatic 
islet  cells,  2)  altered  carbohydrate  metabolism  due 
to  cirrhosis,  and  3)  linkage  of  the  gene  for  diabetes 
to  the  gene  for  IHC.  Studies  by  Saddi  and  Feingold 
showed  that  diabetes  developed  only  in  those  pa- 
tients with  IHC  who  had  a genetic  predisposition  to 
diabetes,  suggesting  that  the  pancreatic  damage 
brought  about  by  IHC  merely  revealed  an  underly- 
ing diabetic  constitution,  rather  than  itself  being  the 
main  determining  factor"1.  It  has  been  postulated 
that  diabetes  and  idiopathic  hemochromatosis  share 
similar  genetic  determinants.  This  theory  seems 
consistent  with  the  observation  that  when  diabetes 
is  associated  with  idiopathic  hemochromatosis,  the 
level  of  insulin  is  increased,  not  decreased,  as  one 
would  expect  with  damage  to  pancreatic  islet  cells, 
and  tissue  sensitivity  to  insulin  is  decreased910. 

Cardiac  involvement  in  IHC  can  result  in  a dilat- 
ed cardiomyopathy,  leading  to  congestive  failure 
and  conduction  system  abnormalities,  including 
complete  atrioventricular  block. 

Deposition  of  iron  in  the  testes  can  result  in 
atrophy  and  impotence.  Impotence  can  also  be 


caused  by  pituitary  involvement,  diabetic  autonom- 
ic neuropathy,  and  decreased  clearance  of  estro- 
gens when  there  is  cirrhosis.  Although  controversy 
exists  over  the  extent  of  damage  to  the  pituitary  in 
idiopathic  hemochromatosis,  at  least  one  investiga- 
tor has  demonstrated  blunted  cortisol  and  growth 
hormone  responses  to  hypoglycemia  and  low  levels 
of  urinary  gonadotropins  in  patients  with  IHC". 
Also,  a case  report  of  a 26-year-old  woman  with 
IHC  showed  significant  disruption  of  the  pituitary- 
ovarian  axis3. 

The  arthropathy  of  idiopathic  hemochromatosis 
superficially  resembles  rheumatoid  arthritis  and  pri- 
marily affects  the  metacarpophalangeal  and  wrist 
joints  without  synovial  thickening.  Pseudogout  can 
be  found  in  25-50%  of  patients  with  IHCi:. 

The  natural  history  of  the  disease  is  tragic.  In 
Bomford's  classic  study  of  venesection  therapy,  the 
5-  and  10-year  survival  rates  in  the  untreated  patient 
group  were  18%  and  6%  respectively13.  The  most 
common  causes  of  death  were  hepatic  failure,  hepa- 
toma, variceal  bleeding  and  congestive  heart  fail- 
ure. Treatment  in  the  form  of  phlebotomy  resulted 
in  5-  and  10-year  survival  rates  of  66%  and  32% 
respectively  and  appeared  to  reverse  skin  changes, 
cardiomyopathy  and  hepatomegaly.  Diabetes  melli- 
tus variably  improved,  worsened  or  remained  sta- 
ble. If  cirrhosis  was  already  present,  treatment  did 
not  appear  to  affect  the  arthropathy,  impotence,  or 
development  of  portal  hypertension  or  hepatocellu- 
lar carcinoma. 

Of  the  treated  patient  group.  29%  died  of  hepato- 
cellular carcinoma,  as  opposed  to  19%  in  the  un- 
treated group,  and  all  of  these  patients  had  cirrhosis 
at  the  time  of  diagnosis.  The  incidence  of  death 
from  hepatic  failure,  variceal  bleeding  and  conges- 
tive heart  failure  was  less  than  half  of  that  seen  in 
the  untreated  group.  Interestingly,  there  was  also 
an  increased  incidence  of  death  from  cancers  at 
other  sites:  lung,  pancreas,  rectum,  gallbladder  and 
brain.  Therefore,  early  diagnosis  is  necessary  to 
arrest  the  disease  process  before  cirrhosis  has  de- 
veloped in  order  to  avert  the  development  of  hepa- 
toma. 

Appropriate  treatment  consists  of  weekly  phle- 
botomy of  one  unit  (500  cc)  of  blood,  which  con- 
tains about  250  mg  of  iron.  Since  the  average  patient 
with  idiopathic  hemochromatosis  has  about  20 
grams  of  excess  body  iron,  this  therapy  usually  will 
have  to  be  continued  for  18-24  months.  It  is  well 
tolerated,  and  the  specific  endpoint  to  therapy  is  a 
fall  in  the  patient's  hemoglobin  to  below  10  gm% 
and  the  development  of  a mild  iron  deficiency 
anemia,  as  demonstrated  by  indices  and  serum  iron 
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studies.  After  this  endpoint  has  been  reached,  phle- 
botomy will  be  necessary  every  3-4  months  to 
maintain  this  state  of  iron  deficiency. 

The  definitive  test  for  diagnosing  idiopathic  he- 
mochromatosis is  a liver  biopsy,  which  can  be 
stained  for  iron  or  sent  for  quantitative  iron  content 
determination.  Since  liver  biopsy  cannot  be  used  as 
a general  screening  test,  the  serum  iron,  transferrin 
saturation  and  ferritin  levels  should  be  used  for 
screening  purposes.  False-positive  and  false-nega- 
tive results  have  been  obtained  with  each  of  these 
tests1415;  consequently,  all  three  test  should  be 
obtained,  and  if  any  test  is  abnormal,  a liver  biopsy 
should  be  performed.  It  is  highly  unlikely  that  a 
patient  with  IHC  would  not  have  an  elevation  in  at 
least  one  of  these  three  tests;  thus  in  combination 
they  constitute  an  adequate  screening  method.  The 
sine  qua  non  for  diagnosis,  however,  remains  a liver 
biopsy. 

Screening  tests  which  have  been  found  to  be 
inadequate  or  too  technically  difficult  and  should 
not  be  used  are  skin  or  muscle  biopsy,  intestinal 
biopsy,  measurements  of  proline  hydroxylase  activ- 
ity or  urinary  excretion  of  hydroxyproline,  mea- 
surements of  urinary  iron  or  chelatable  iron,  and 
endocrine  testing. 

The  picture  of  idiopathic  hemochromatosis  seems 
to  be  changing.  Previous  reviews  and  studies  exam- 
ined only  patients  with  advanced  and  recognizable 
disease.  With  genetic  testing  now  available,  more 
patients  are  being  diagnosed  at  an  earlier  age,  when 
they  are  asymptomatic  and  in  the  early  stage  of  the 
disease.  By  studying  such  patients,  our  conception 
of  IHC  may  well  be  altered.  For  example,  in  a 
recent  study  by  Edwards  which  utilized  genetic 
testing,  only  a single  patient  out  of  35  with  IHC  had 
the  classic  triad  of  hyperpigmentation,  diabetes 
mellitus,  and  liver  disease2.  The  most  common 
manifestation  was  arthropathy.  Only  one  patient 
had  diabetes  mellitus,  and  heart  disease  was  ab- 
sent1'’17. All  these  findings  were  in  sharp  distinction 
to  those  of  previous  studies16  '7. 

From  this  data  and  from  information  on  the 
frequency  of  the  IHC  gene  in  the  general  popula- 
tion, it  seems  most  likely  that  the  diagnosis  of 
idiopathic  hemochromatosis  is  usually  missed.  It 
should  be  suspected  in  any  individual  with  unex- 
plained arthralgias,  heart  failure,  liver  abnormali- 
ties, skin  changes  or  impotence. 

Finally,  it  is  imperative  that  all  first-degree  rela- 
tives of  patients  with  idiopathic  hemochromatosis 
be  screened  by  measuring  serum  iron,  transferrin 
saturation  and  ferritin  levels  on  an  annual  or  bian- 
nual basis,  and  a liver  biopsy  should  be  performed  if 


any  of  these  screening  tests  is  abnormal.  Chromo- 
somal testing  may  help  define  those  relatives  at  high 
risk  of  the  disease. 
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In  a newborn  intensive  care  unit,  find- 
ings consistent  with  external  hydrocepha- 
lus were  noted  in  seven  preterm  infants, 
none  of  whom  had  a history  of  birth  trauma 
or  central  nervous  system  problems.  In 
followup,  all  but  one  of  the  children  exhib- 
ited normal  development  without  surgical 
intervention. 
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Evidence  of  neurologic  insult  in  infants  hospi- 
talized in  newborn  intensive  care  units  is  of 
growing  concern.  Papile  et  al1  describe  a 43% 
incidence  of  cerebral  hemorrhage  in  infants  less 
than  1500  grams.  Of  those  who  survived,  78%  had 
no  clinical  signs  of  central  nervous  system  hemor- 
rhage when  evaluated  by  computed  tomography 
(CT),  routinely  performed  during  the  study  period. 

The  following  report  describes  seven  preterm 
infants  who  were  found  on  followup  to  have  abnor- 
mally enlarging  heads  and  in  whom  computerized 
tomography  subsequently  demonstrated  findings 
consistent  with  external  hydrocephalus.  None  of 
the  infants  had  a history  of  birth  trauma,  central 
nervous  system  infection,  central  nervous  system 
anomalies,  or  documented  bleeding  into  the  central 
nervous  system. 

Patient  Population 

Within  a 24-month  period,  seven  infants  were 
noted  on  routine  clinic  followup  to  have  either  a 
rapidly  enlarging  head  circumference  or  a head 
circumference  proportionately  greater  than  expect- 
ed for  the  infants’  length  (Fig.  I).  These  infants 
constituted  approximately  2%  of  all  preterm  infants 
seen  during  this  followup  period.  Their  mean  birth 
weight  was  1200  grams,  with  a range  from  900  to 
1700  grams;  the  mean  gestational  age  was  29  weeks, 
with  a range  from  27  to  32  weeks  (Table  1).  The 
hospital  course  was  uncomplicated  in  two  infants 
and  complicated  in  five  infants  by  respiratory  dis- 
tress syndrome,  patent  ductus  arteriosus,  or  apnea. 
All  children  had  large-appearing  heads  with  frontal 
bossing,  but  no  infant  had  dilated  scalp  veins, 
sensetting  eyes  or  tense  fontanel.  Two  illustrative 
cases  are  described.  The  infants’  ages  are  corrected 
for  degree  of  prematurity. 

Case  I . This  male  infant  of  32  weeks  gestation 
weighed  1.5  kg  at  birth  and  had  an  uncomplicated 
course  in  the  newborn  intensive  care  unit.  On 
followup  at  6 months  of  age,  his  head  appeared 
large,  and  the  head  circumference  was  greater  than 
the  95th  percentile,  whereas  his  length  was  at  the 
25th  percentile.  He  exhibited  no  developmental 
delay.  A CT  scan  showed  an  increase  in  the  sub- 
arachnoid space  and  in  the  interhemispheric  fissure 
and  some  widening  of  the  cortical  sulci.  There  was 
no  ventricular  dilatation.  He  was  seen  again  at  8 
months  of  age,  at  which  time  a CT  scan  showed  a 
slight  decrease  in  the  subarachnoid  space  and  no 
ventricular  dilatation.  As  this  is  written,  his  head 
circumference  at  20  months  of  age  remains  greater 
than  the  95th  percentile,  and  his  development  is 
normal.  Followup  plans  include  continued  careful 
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Figure  1.  Left,  normal  ventricular  size.  Center,  increase  in  subarachnoid  space  and  interhemispheric  pressure.  Right, 
increase  in  subarachnoid  space  and  hemispheric  fissure  and  widening  of  cortical  sulci. 


developmental  assessments,  head  circumference 
measurements,  and  repeated  CT  scans. 

Case  2.  This  1.1-kg  black  male  infant  had  a 
hospitalization  complicated  by  respiratory  distress 
syndrome,  patent  ductus  arteriosus  and  apnea.  He 
was  first  seen  by  us  at  1 1 months  of  age,  at  which 
time  the  head  circumference  was  slightly  greater 
than  the  95th  percentile  and  greater  than  expected 
for  length.  A CT  scan  showed  an  increase  in  the 
subarachnoid  space  and  the  interhemispheric  fis- 
sure. Some  widening  of  the  cortical  sulci  was  noted, 
as  was  some  mild  ventricular  dilatation  (Fig.  4). 
This  child’s  head  circumference  remained  slightly 
above  the  95th  percentile,  and  his  development  is 
normal  at  22  months  of  age.  A repeat  CT  scan  is 
scheduled. 

All  seven  children  were  considered  to  have  an 
increased  subarachnoid  space,  increased  interhemi- 
spheric fissure  and  widened  cortical  sulci.  Five  of 
the  seven  infants  were  considered  to  have  mild 
ventricular  dilatation. 

All  seven  infants  in  this  study  have  been  followed 
for  a mean  of  18  months  since  the  first  CT  scan.  Six 


of  the  seven  infants  are  exhibiting  normal  develop- 
ment. one  is  exhibiting  problems  in  fine  motor 
movement.  Followup  CT  scans  in  four  of  seven 
infants  have  shown  no  progression.  Two  families 
have  refused  repeat  CT  scans.  Followup  head  cir- 
cumferences have  shown  that  the  head  circumfer- 
ences of  six  of  the  infants  have  continued  at  greater 
than  the  95th  percentile,  whereas  one  infant's  head 
circumference  is  at  the  95th  percentile.  As  no  child 
has  exhibited  gross  neurologic  deficits  or  major 
developmental  delay,  there  has  been  no  surgical 
intervention. 

Discussion 

Robertson  et  al2-3  and  Briner  et  al4  have  de- 
scribed a group  of  infants,  none  of  whom  was 
preterm,  who  had  mildly  dilated  ventricles,  wide 
cerebral  sulci,  wide  interhemispheric  fissures  and 
decreased  density  over  the  cerebral  convexities 
when  evaluated  by  CT  scan  or  pneumoencephalo- 
gram. Since  no  causal  factors  were  detected,  these 
children  were  assigned  the  diagnosis  of  congenital 
external  hydrocephalus  or  benign  subdural  eflfu- 


Table  1.  Clinical  Data  of  Seven  Infants  with  External  Hydrocephalus. 


Case 

Gestational 
age  (wks) 

Birth 

Weight 

(kg) 

Complications 

Age  at 
first 
ct  scan 

Ct  scan 
findings 

Developmental 

assessment 

1 

28 

1.0 

Apnea 

18  mo’s 

t SS.  IF.  CS 

T v 

Normal 

2 

32 

1.5 

RDS 

PDA 

5 mo’s 

| SS,  IF,  CS 
j V 

Mild  Delay 

3 

27 

1.1 

RDS 

Apnea 

Seizures 

9 mo’s 

t SS,  IF.  CS 
f V 

Normal 

4 

27 

0.9 

RDS 

Apnea 

6 mo’s 

T SS,  IF,  CS 

t v 

Normal 

5 

28 

l.l 

RDS 

PDA 

Apnea 

1 1 mo’s 

t SS,  IF,  CS 
TV 

Normal 

6 

32 

1.7 

— 

9 mo’s 

T SS.  IF.  CS 

Normal 

7 

32 

1.5 

— 

7 mo’s 

T SS,  IF.  CS 

Normal 

SS  = subarachnoid  space;  CS  = cortical  sulci;  IF  = interhemispheric  fissure;  V = ventricle;  RDS  = respiratory  distress  syndrome; 
PDA  = patent  ductus  arteriosus 
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sions.  The  patients  in  the  current  report  presented 
with  CT  scan  findings  identical  to  the  above,  but  in 
contrast  all  the  current  patients  were  preterm  in- 
fants. Five  of  the  seven  infants  were  moderately  ill 
with  respiratory  distress  syndrome,  patent  ductus 
arteriosus  or  apnea,  whereas  two  infants  had  appar- 
ently uncomplicated  hospitalizations. 

The  diagnosis  of  external  hydrocephalus  assigned 
to  the  children  reported  here  was  based  on  the  CT 
findings  of  increased  subarachnoid  space,  increased 
interhemispheric  fissure  and  widening  of  the  corti- 
cal sulci.  No  radionuclide  studies  or  routine  lumbar 
punctures  were  performed.  These  findings  are  also 
consistent  with  cortical  atrophy,  but  the  enlarging 
head  circumference  makes  the  diagnosis  of  cortical 
atrophy  far  less  likely.  Additionally,  subdural  he- 
matomas may,  within  two  to  four  weeks,  assume 
the  density  of  infarcted  brain  or  cerebrospinal  fluid. 
However,  acute  subdurals  usually  compress  the 
ventricles,  and  chronic  subdurals,  though  they  may 
be  associated  with  mild  hydrocephalus,  usually 
have  a membrane  which  may  be  seen  on  CT  scan. 
Ventricular  compression  was  not  seen  nor  were 
membranes. 

We  feel  the  most  likely  diagnosis  in  these  infants 
is  external,  or  communicating,  hydrocephalus.  Ex- 
ternal hydrocephalus  is  felt  to  be  secondary  to  a 
failure  of  adequate  cerebrospinal  fluid  (CSF)  ab- 
sorption2. On  CT  scan  in  these  seven  cases  the 
subarachnoid  space  was  dilated  in  the  convexities, 
bifrontal  regions  and  interhemispheric  space.  These 
findings  suggest  that  there  is  an  abnormality  of  CSF 
absorption  across  the  arachnoid  villi  rather  than  an 
obstruction  of  the  CSF  at  the  ventricular  level.  Had 
there  been  an  obstruction  of  the  ventricular  system, 
one  would  have  anticipated  an  obliteration  of  the 
subarachnoid  space'1. 

The  cause  of  the  defect  in  capacity  of  arachnoid 
villi  to  absorb  CSF  is  unclear.  None  of  our  cases 
had  evidence  of  central  nervous  system  bleeding, 
infection  or  anomaly,  or  had  a history  of  birth 
trauma.  However,  Papile  et  al1  have  shown  that 
there  is  a 43%  incidence  of  subependylmal  and 
intraventricular  hemorrhage  in  infants  less  than 
1500  grams.  In  the  majority  of  these  infants,  the 


episode  of  bleeding  was  unsuspected  or  “silent". 
Thus,  it  is  possible  that  such  an  event  occurred  in 
our  infants.  Blood  is  a known  irritant  to  the  arach- 
noid villi,  and  an  arachnoiditis  may  have  led  to 
decreased  CSF  absorption6  and  then  to  develop- 
ment of  external  hydrocephalus.  Of  interest  is  the 
fact  that  Papile  et  al  have  noted  widened  interhemi- 
spheric spaces  in  followup  CT  scans  of  some  of 
their  study  infants. 

Summary 

Findings  consistent  with  external  hydrocephalus 
have  been  noted  in  seven  preterm  infants  who 
required  hospitalization  in  a newborn  intensive  care 
unit.  None  of  these  infants  had  a history  of  birth 
trauma,  central  nervous  system  infection,  central 
nervous  system  anomaly  or  documented  bleeding 
into  the  central  nervous  system.  In  our  followup  of 
these  children  over  12  to  24  months,  all  but  one 
exhibited  normal  development,  and  none  had  surgi- 
cal intervention.  The  natural  history  of  this  entity  in 
preterm  infants  has  not  been  described.  Our  plan  is 
to  continue  developmental  evaluations,  head  cir- 
cumference measurements  and  CT  scans  at  variable 
intervals. 
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Congenital  Adrenal 
Hyperplasia  Diagnosed 
in  an  82- Year-Old: 
Case  Report 

Arnold  B.  Barr,  MD, 
and  Larry  I.  Giltman,  MD, 
Norfolk,  Virginia 

The  21 -hydroxylase  variety  of  congenital  adre- 
nal hyperplasia  may  he  complete  or  partial. 
Complete  deficiency  of  this  enzyme  must  be  diag- 
nosed and  treated  in  early  infancy  or  death  will 
occur  as  a result  of  adrenal  crisis.  Partial  enzyme 
deficiency  is  usually  diagnosed  during  infancy  or 
adolescence,  but  there  have  been  occasional  re- 
ports of  this  diagnosis  being  made  late  in  life,  with 
patients  living  normally  without  treatment  despite, 
by  definition,  "relative”  adrenal  hypofunction. 

The  case  reported  here  is  unusual  in  that  a 
diagnosis  of  partial  enzyme  deficiency  was  made  at 
age  70,  and  the  patient  lived  without  glucocorticoid 
treatment  to  age  82,  to  the  best  of  our  knowledge 
the  longest-lived  such  patient  on  record. 

An  interesting  discovery  at  autopsy  was  a large 
adrenal  myelolipoma.  We  find  in  the  literature  no 
other  report  of  an  adrenal  myelolipoma  in  a patient 
believed  to  have  congenital  adrenal  hyperplasia 
with  partial  21-hydroxylase  deficiency. 

Case  Report 

The  patient  was  born  in  1899.  A large  clitoris  was 
noted  at  birth,  and  the  child  was  initially  reared  as  a 
female.  Because  of  marked  masculinizing  features, 
including  a beard,  large  phallus,  temporal  hair  re- 
cession, and  a deep  voice,  the  patient  consulted  a 
urologist  at  age  17.  The  urologist  treated  the  patient 
as  a male,  made  a diagnosis  of  4th-degree  hypospa- 

When  the  work  for  this  article  was  done,  the  authors 
were  at  the  United  States  Public  Health  Service  Hospital 
in  Norfolk.  Dr.  Barr  is  now  in  practice  in  Ivor,  Virginia, 
and  Dr.  Giltman  is  with  the  University  of  Tennessee, 
where  correspondence  should  be  addressed  to  him  at  the 
College  of  Medicine,  Department  of  Pathology,  858  Madi- 
son Avenue,  Memphis  TN  38163. 

Submitted  2-26-82. 


dias,  and  performed  surgery,  closing  the  urogenital 
sinus  and  constructing  a penile  urethra.  From  that 
time  on  the  patient  was  considered  male  and  fol- 
lowed male  pursuits. 

Except  for  recurrent  urethral  strictures  through- 
out the  years,  the  patient  remained  healthy.  Opera- 
tions during  his  life  included  dental  extractions  and 
a bunionectomy. 

The  patient  was  first  seen  at  the  United  States 
Public  Health  Service  Hospital  in  Norfolk  in  April 
1970  because  of  urethral  stricture.  Family  history 
revealed  that  his  maternal  great-aunt  had  a child 
who  was  raised  initially  as  a girl  and  then  changed 
into  a boy.  Physical  examination  revealed  a height 
of  4ft  10  in,  muscular  build,  male  pattern  baldness, 
moderate  beard  in  chin  and  sideburn  areas,  small, 
surgically  constructed  penis  with  urethral  meatus  in 
hypospadias  position,  empty  scrotum  and  no  palpa- 
ble prostate.  Cystoscopy  and  urethrogram  showed 
the  surgically  constructed  urethra,  vagina  and  uter- 
us. A buccal  smear  was  cromatin-positive. 

Plasma  values  were  performed  in  1975  as  follows: 

Androstenedione  = 2000  mg/dl  (Normal  = 75-205  ng/dl) 

17-hydroxyprogesterone  = 3850  ng/dl  (Normal  = 27-199 
ng/dl) 

Testosterone  = 0.35  >u.g/dl  (Normal  female  = < 0.05  /ag/dl) 

Cortisol  at  8 AM  = 9.8  /xg/dl  (Normal  = 12-25  /ag/dl) 

Estradiol  = 41  pg/dl  (Normal  male  = 12-34  pg/dl) 

FSH  = 38  mlU/ml  (Menopausal  values  = > 30  mlU/ml) 

LH  = 84  mlU/ml  (Menopausal  values  = > 30  mlU/ml) 

On  the  basis  of  the  clinical  picture  and  laboratory 
values,  the  diagnosis  of  congenital  adrenal  hyper- 
plasia with  partial  21 -hydroxylase  deficiency  was 
made  in  a female  pseudohermaphrodite  who  pre- 
sented as  a male.  The  decision  was  made  not  to 
treat  the  patient  with  glucocorticoids. 

The  patient  remained  well  until  June  1979,  when  a 
squamous  cell  carcinoma  of  the  hypopharynx  was 
diagnosed.  This  was  treated  with  radiation.  In  De- 
cember 1980  a large,  painful,  right  supraclavicular 
mass  developed  and  was  proved  by  biopsy  to  be  a 
metastatic  squamous  cell  carcinoma.  Within  four 
weeks  widespread  carcinoma  was  noted  in  the  lungs 
and  pleura.  In  February  1981  the  patient  expired  at 
age  82. 

Autopsy  revealed  an  infiltrating,  moderately  well 
differentiated,  keratinizing,  squamous  cell  carcino- 
ma of  the  hypopharynx.  The  tumor  involved  peri- 
pharyngeal tissues,  and  the  regional,  as  well  as 
peribronchial,  lymph  nodes  were  massively  in- 
volved. In  addition,  there  was  metastatic  carcinoma 
to  the  subcutaneous  tissue  of  the  right  subclavicular 
area,  metastatic  carcinoma  to  the  right  lung  (both 
upper  and  middle  lobes)  and  to  the  liver. 
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The  left  adrenal  gland  weighed  575  gm,  of  which 
about  175  gm  appeared  to  be  functional  gland.  The 
remaining  400  gm  was  yellowish-tan  tumor  tissue 
which,  on  microscopic  examination,  proved  to  be  a 
myelolipoma.  The  right  adrenal  gland  was  diffusely 
hyperplastic  and  weighed  150  gm.  (The  normal 
weight  of  adrenal  glands  is  10-15  gm  combined.) 

Additional  autopsy  findings  included  mild,  gener- 
alized arteriosclerotic  cardiovascular  disease,  with 
coronary  atherosclerosis  causing  no  more  than  20% 
narrowing  of  the  vascular  lumen;  this  was  most 
evident  3 cm  distal  to  the  left  coronary  ostia.  There 
was  microscopic  evidence  of  focal  myocardiofibro- 
sis. The  lungs  demonstrated  evidence  of  moderate 
pulmonary  emphysema,  and  there  was  generalized 
congestion  of  visceral  organs.  An  incidental  finding 
was  a small  sub-serosal  gastric  leiomyoma.  Normal 
pelvic  female  organs  were  identified. 

Discussion 

The  enzyme  defect  and  the  clinical  syndrome  of 
congenital  adrenal  hyperplasia  with  21 -hydroxylase 
deficiency  has  been  understood  for  over  30  years.1 

Herwig  et  al2  reported  three  female  pseudoher- 
maphrodites with  this  syndrome,  all  of  whom  were 
raised  as  males.  The  oldest  was  53  at  the  time  of 
diagnosis.  Van’t  Hotf  and  Bicknell3  described  a 
patient  who  was  67  at  the  time  of  diagnosis  and  71 
when  their  report  was  written.  Raiti  et  al4  described 
a patient  who  was  81  at  the  time  of  reporting.  Our 
patient  was  71  at  the  time  of  diagnosis  and  82  at  the 
time  of  death. 

The  basal  cortical  secretion  rate  in  patients  with 
partial  21-hydroxylase  deficiency  may  be  normal; 
however,  the  glucocorticoid  secretion  rate  does  not 
rise  normally  during  ACTH  stimulation  in  most  of 
these  patients.5"7  This  may  be  why  there  are  few 
reports  of  longevity  in  untreated  patients  with  this 
syndrome,  the  assumption  being  that  they  are  more 
likely  to  die  during  stress  as  a result  of  relative 
adrenal  hypofunction.* 

Switching  this  patient's  gender  assignment  at  age 
17  from  female  to  male  was  an  unfortunate  decision. 
It  would  have  been  best  to  maintain  the  sex  as- 
signed at  birth.  However,  nothing  was  known  about 
congenital  adrenal  hyperplasia  in  1918,  and  little 
was  understood  about  the  problem  of  ambiguous 
genitalia. 

Myelolipomas  are  infrequently  occurring  benign 
tumors  composed  mainly  of  fatty  and  myeloid  tissue 
with  varying  degrees  of  vascularity. 10  There  have 
been  suggestions  in  the  literature  that  tumors  of  the 
adrenal  cortex  are,  in  general,  more  frequently 
found  in  congenital  adrenal  hyperplasia"12,  but  we 


are  aware  of  no  prior  reports  of  an  association 
between  the  myelolipoma  and  congenital  adrenal 
hyperplasia.  Selye  induced  adrenal  cortical  tissue  to 
transform  into  fat  and  myeloid  elements  by  injecting 
rats  with  anterior  pituitary  extract  (presumably 
mainly  ACTH)  and  methyltestosterone.13  Since 
congenital  adrenal  hyperplasia  is  characterized  by  a 
high  level  of  ACTH  and  adrenal  androgens,  it  is 
possible  that  our  patient's  adrenal  tumor  was  in- 
duced by  this  biochemical  defect. 
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When  your  overweight  patients  seek  your 
help  with  a weight  reduction  plan... 


The  benefits  will 
outweigh  the  risks 
when  you  prescribe 


MELFIAT105 


Because  MELFIAT 105 
effectively  controls  appetite. 
MELFIAT  105  (phendimetrazine 
tartrate),  an  effective  anorexiant, 
provides  the  appetite  control  over- 
weight patients  often  need  to  begin  a 
successful  program  of  weight  reduc- 
tion. And  the  positive  results  of 
initial  short-term  therapy  with 
MELFIAT  105  can  help  motivate 
them  to  a lifelong  commitment  of 
weight  control. 

Because  MELFIAT  105  has  a 
3.7  hour  half-life  and  low  abuse 
potential. 

Therapeutic  efficacy  combined  with 
a short  half-life  and  minimal  abuse 
potential  make  MELFIAT  105  the 
drug  of  choice  in  the  treatment 
of  exogenous  obesity.  Because 
MELFIAT  105  has  a short  half-life, 
it  minimizes  drug  accumulation  and 
helps  to  eliminate  such  effects  as  dis- 
turbed sleep  patterns.  And,  because 
MELFIAT  105  has  significantly 
lower  abuse  potential  than  the 
amphetamines;  there’s  less  risk  to 
your  patients.  According  to  a NIDA 
(National  Institute  on  Drug  Abuse) 
report,  phendimetrazine  appeal’s  to 
be  the  least  abused  anorexiant  when 
compared  to  phentermine  and 
diethylpropion! 


Half-life  comparison  of  MELFIAT  105  and  other  anorexiants2 

17h  MELFIAT  105 

J ■'  nrs  (phendimetrazine  tartrate) 

diethylpropion  8 hrs 

phentermine  20  hrs 

0 io  20 

HALF-LIFE  (HOURS) 


Because  MELFIAT  105  is  in  a 
sustained-release  capsule. 
MELFIAT  105  provides  your 
patients  with  continuous  drug  deliv- 
ery for  appetite  control  that  lasts 
throughout  the  day  and  helps  to 
eliminate  compulsive  snacking  and 
overeating  at  meals.  In  addition,  the 
sustained -release  capsule  form 
maintains  more  constant  blood 
levels  of  MELFIAT  105 . . . without 
peaks  and  valleys. 

Because  MELFIAT  105  offers 
convenient,  once-a-day  dosage. 
MELFIAT  105  is  available  in  a con- 
venient capsule  containing  105  mg. 
The  simple  morning  dosage  regimen 
is  designed  to  encourage  compliance, 
minimizing  the  chance  of  missed 
doses  and  assuring  optimum  thera- 
peutic results. 

Because  MELFIAT  105  is  from 
Reid-Provident  Laboratories, Inc. 

Reid -Provident  has  the  highest  stan- 
dards of  quality  to  assure  that  only 
the  finest  products  reach  you.  An 
advisory  board  of  research  scientists, 
physicians,  pharmacists,  and  other- 
technical  staff  continually  review 
existing  products  and  new  product 
proposals  to  make  sure  that  the  lat- 
est pharmaceutical  technology  is 
used  in  their  design  and  manufacture. 
That’s  because  Reid -Provident  is 
committed  to  you  and  your  patients. 

For  more  information  please  write  to 
Reid- Provident  Laboratories,  Inc. 

640  Tfenth  Street,  N.W. 

Atlanta,  Georgia  30318 

References:  1.  Sheu  YS,  Ferguson  JA,  Cooper 
JR:  Evaluation  of  the  Abuse  Liability  of  Diethyl- 
propion, Phendimetrazine,  and  Phentermine, 
unclassified  document  ADAMHA.  HHS.  Office 
of  Medical  and  Professional  Affairs,  NIDA,  1980. 

2.  Douglas  JG,  Munro  JF : The  role  of  drugs  in  the 
treatment  of  obesity,  Drugs  21:362-373, 1981. 


MELFIAT  105 
UNICELLESG 

(phendimetrazine  tartrate) 
Sustained-Release  Capsules  105  mg 


MELFIAT"  105  UNICELLES-  © 

(phendimetrazine  tartrate)  105  mg  Sustained  Release  Capsules 
INDICATIONS  AND  USAGE:  Melfiat  ^ 105  (phendimetrazine 
tartrate)  is  indicated  in  the  management  of  exogenous  obe 
sity  as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of 
weight  reduction  based  on  caloric  restriction.  The  limited 
usefulness  of  agents  of  this  class  (See  CLINICAL  PHARMA- 
COLOGY) should  be  measured  against  possible  risk  factors 
inherent  in  their  use  such  as  those  described  below. 
CONTRAINDICATIONS:  Advanced  arteriosclerosis,  sympto- 
matic cardiovascular  disease,  moderate  to  severe  hyperten- 
sion, hyperthyroidism,  known  hypersensitivity,  or  idiosyncrasy 
to  the  sympathomimetic  amines,  glaucoma.  Agitated  states. 
Patients  with  a history  of  drug  abuse.  During  or  within 
14  days  following  the  administration  of  monoamine  oxidase 
inhibitors  (hypertensive  crises  may  result). 

WARNINGS:  Tolerance  to  the  anorectic  effect  usually  devel 
ops  within  a few  weeks.  When  this  occurs,  the  recommended 
dose  should  be  discontinued.  Phendimetrazine  tartrate  may 
impair  the  ability  of  the  patient  to  engage  in  potentially  haz- 
ardous activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned 
accordingly. 

Drug  Dependence:  Phendimetrazine  tartrate  is  related  chem 
ically  and  pharmacologically  to  the  amphetamines.  Amphet- 
amines and  related  stimulant  drugs  have  been  extensively 
abused,  and  the  possibility  of  abuse  of  phendimetrazine  tar 
trate  should  be  kept  in  mind  when  evaluating  the  desirability 
of  including  a drug  as  part  of  a weight-reduction  program. 

Abuse  of  amphetamines  and  related  drugs  may  be  associated 
with  intense  psychological  dependence  and  severe  social  dys 
function  There  are  reports  of  patients  who  have  increased 
the  dosage  to  many  times  that  recommended.  Abrupt  cessa- 
tion following  prolonged  high  dosage  administration  results  in 
extreme  fatigue  and  mental  depression;  changes  are  also 
noted  on  the  sleep  EEG,  manifestations  of  chronic  intoxica- 
tion with  anorectic  drugs  include  severe  dermatoses,  marked 
insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxication  is  psy- 
chosis, often  clinically  indistinguishable  from  schizophrenia. 
USAGE  IN  PREGNANCY:  The  safety  of  phendimetrazine  tar 
trate  in  pregnancy  and  lactation  has  not  been  established. 
Therefore,  phendimetrazine  tartrate  should  not  be  taken  by 
women  who  are  or  may  become  pregnant. 

USAGE  IN  CHILDREN:  Phendimetrazine  tartrate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

PRECAUTION:  Caution  is  to  be  exercised  in  prescribing  phen- 
dimetrazine tartrate  for  patients  with  even  mild  hyperten- 
sion. Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  phendimetrazine  tar- 
trate and  the  concomitant  dietary  regimen.  Phendimetrazine 
tartrate  may  decrease  the  hypotensive  effect  of  guanethi 
dine.  The  least  amount  feasible  should  be  prescribed  or  dis- 
pensed at  one  time  in  order  to  minimize  the  possibility  of 
overdosage. 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycar 
dia,  elevation  of  blood  pressure. 

Central  Nervous  System:  Overstimulation,  restlessness,  dizzi- 
ness, insomnia,  euphoria,  dysphoria,  tremor,  headache;  rarely 
psychotic  episodes  at  recommended  doses. 

Gastrointestinal:  Dryness  of  the  mouth,  unpleasant  taste, 
diarrhea,  constipation,  other  gastrointestinal  disturbances. 
Allergic:  Urticaria 

Endocrine:  Impotence,  changes  in  libido. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  with 
phendimetrazine  tartrate  include  restlessness,  tremor, 
hyperreflexia,  rapid  respiration,  confusion,  assaultiveness, 
hallucinations,  panic  states. 

Fatigue  and  depression  usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hypertension  or 
hypotension  and  circulatory  collapse.  Gastrointestinal  symp- 
toms include  nausea,  vomiting,  diarrhea,  and  abdominal 
cramps.  Fatal  poisoning  usually  terminates  in  convulsions 
and  coma.  Management  of  acute  phendimetrazine  tartrate 
intoxication  is  largely  symptomatic  and  includes  lavage  and 
sedation  with  a barbiturate.  Experience  with  hemodialysis  or 
peritoneal  dialysis  is  inadequate  to  permit  recommendation 
in  this  regard.  Acidification  of  the  urine  increases  phendi 
metrazine  tartrate  excretion.  Intravenous  phentolamine 
(Regitine)  has  been  suggested  for  possible  acute,  severe 
hypertension,  if  this  complicates  phendimetrazine  tartrate 
overdosage. 

DOSAGE  AND  ADMINISTRATION:  Since  Melfiat®  105  (phendi 
metrazine  tartrate)  105  mg  is  a sustained-release  dosage 
form,  limit  to  one  sustained  release  capsule  in  the  morning. 
Melfiat®  105  (phendimetrazine  tartrate)  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED:  Each  orange  and  clear  sustained-release 
capsule  contains  105  mg  phendimetrazine  tartrate  in  bottles 
of  100 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 


Copyright  © 1982  Reid-Provident  Laboratories,  Inc.  All  rights  reserved.  April,  1982 
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DOCTORS  OFFICE  COMPUTER  SYSTEMS 


DOCS  WORKS  FOR 
YOU,  YOUR  STAFF, 
YOUR  PATIENTS. 

DOCS  Is  a computer  system  that  has  been 
designed  to  meet  the  needs  of  Medical  and  Dental 
professionals.  Installing  a computer  programmed 
with  DOCS  means  that  your  practice  runs  more 
economically.  Fewer  mistakes  are  made.  You  and 
your  staff  waste  less  time  on  tedious  paper  work. 
The  result?  Increased  return  on  receivables, 
improved  practice  information,  fewer  delinquent 
accounts.  And  that's  just  the  beginning. 

Because  the  computer  takes  care  of  menial 
paper  work,  your  staff  has  time  for  more  impor- 
tant duties,  and  you  have  more  time  for  your 
patients.  DOCS  is  simple  for  your  staff  to  use.  The 
computer  asks  a question;  your  office  person 
enters  the  answer.  DOCS  will  question  invalid 
numbers,  process  insurance  forms,  and  prepare 
billing,  just  to  mention  a few  functions.  Your 
patients  benefit,  too.  Patients  are  registered 
more  quickly,  their  records  are  immediately  avail- 
able without  searching  for  files,  and  accounts  are 
kept  up-to-date.  DOCS  does  all  this  and  much 
more. 


THE  DOCS  SYSTEM  PROVIDES: 

□ Patient  Inquiry 

□ Charge  and  Payment  Entries 

□ Patient  Super  Bills 

□ Universal  Claim  Forms 

Blue-Shield  — Champus*  Medicare  - Medicaid 

□ Detailed  Aging  Reports 

□ Selective  Aging  Reports 

□ Labels 

□ Collection  Letters 

□ Alphabetical  Computer  Look-Up 

□ Practice  Analysis 

□ Cycle  Billing 

□ Audit  Trails 

□ General  Ledger 

□ Word  Processing 

□ Tax  Benefits; 

Investment  Tax  Credit 
Depreciation 


(703)  366-5200 

□ Please  send  me  more  information  on  the  DOCS  System. 

□ Please  phone  me  to  schedule  a system  demonstration. 

Name  

Address 


j City  State | 

I Zip Phone I 

i i 


Motrin 

ibuprofen,  Upjohn 

600 mg  Tablets 


More 


Upjohn 

..  s 

« The  jponn  comparv  The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA  j-opo-z  juyiosi 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 


■ Patient  compliance  pamphlets  available 


■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 

Write  “D.A.  W.,  ” “No  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome/  North  Carolina  27709 


Can  You  Diagnose  This? 

A medical  puzzle  prepared  by 
Thomas  Lee  Pope,  Jr.,  MD,  Charlottesville,  Virginia 


A 17-month-old  male  presented  to  the  University  of 
Virginia  Pediatrics  Department  with  failure  to 
thrive  and  retarded  skeletal  maturation.  Shown 


below  is  a lateral  radiograph  of  the  patient's  skull. 
What  is  the  abnormality?  From  the  Radiology  De- 
partment, University  of  Virginia  School  of  Medicine. 
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Diagnosis 

Widening  of  the  cranial  sutures 
from  deprivational  dwarfism. 

Discussion 

The  lateral  radiograph  of  the  skull  shows  promi- 
nent widening  of  all  of  the  cranial  sutures.  The  bony 
calvarium  is  otherwise  normal,  however,  and  the 
sella  turcica  shows  no  abnormality. 

To  be  readily  observed,  widening  of  the  cranial 
sutures  in  children  must  be  as  obvious  as  in  this 
example.  In  subtle  cases,  serial  films  may  help 
make  the  diagnosis.  The  separation  may  be  acute  or 
chronic.  The  most  common  cause  of  sutural  diasta- 
sis in  the  pediatric  age  group  is  increased  intracrani- 
al pressure,  and  it  can  cause  sutural  separation  as 
early  as  two  weeks  after  the  onset.1  Metastatic 
neuroblastoma  or  leukemia  may  also  cause  sutural 
widening  by  increased  intracranial  pressure  or  di- 
rect dural  and  meningeal  involvement  by  the  tumor; 
however,  there  usually  is  other  evidence  of  bony 
metastatic  disease.  This  patient  had  a normal  head 
computerized  tomogram  and  no  evidence  of  malig- 
nancy. 

The  other  major  differential  consideration,  depri- 
vational dwarfism,  was  the  diagnosis  in  this  child  in 
light  of  his  otherwise  negative  workup.  Depriva- 
tional dwarfism  occurs  in  children  who  are  emotion- 
ally deprived  and  is  characterized  by  growth  retar- 
dation, voracious  appetite  and  delayed  skeletal 
maturation.  The  first  radiological  reference  to  wid- 
ened cranial  sutures  in  association  with  this  unusual 
disease  was  in  1 969“ ; the  authors  noted  these 
changes  after  nutritional  and  psychological  therapy 
and  postulated  that  accelerated  brain  growth  after 
the  initiation  of  treatment  caused  the  widened  su- 
tures. A subsequent  report  in  1973,  however,  de- 
scribed the  finding  at  presentation  of  deprivational 
dwarfism,  prior  to  any  form  of  therapy.3 

So,  in  the  child  with  widened  cranial  sutures,  the 
major  diagnostic  considerations  should  be  in- 
creased intracranial  pressure,  especially  from  meta- 
static neuroblastoma,  and  the  diagnosis  of  exclu- 
sion, deprivational  dwarfism. 

References 
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ABSTRACTS 

These  are  abstracts  of  papers  presented  at  the 
annual  meeting  of  the  Virginia  Society  of  Ophthal- 
mology and  Otolaryngology  in  Williamsburg  on 
May  5 to  8,  1982. 

Electrophysiologic  Studies  in  Ocular  Diagnosis, 

John  U.  Selhorst.  MD,  Richmond. 

The  availability  of  the  computer  has  made  elec- 
trophysiologic studies  for  ocular  diagnosis  more 
accessible  and  accurate  than  in  the  past.  This 
discussion  featured  the  application  of  I.)  visual 
evoked  potentials  (VEPs);  2.)  electro-retinography 
(ERG)  and  3.)  eye-movement  recordings  (EMR). 
The  clinician  should  appreciate  the  variability  in 
technique  and  the  information  inherent  to  these 
studies.  The  latency  of  the  major  positive  peak  and 
less  so  the  amplitude  is  the  most  important  element 
of  the  VEP.  The  amplitude  of  the  B wave  and  the 
response  of  the  B wave  to  flickered  light  under 
light-adapted  and  dark-adapted  conditions  is  critical 
in  interpretation  of  the  ERG.  Computer  analysis  of 
EMR  enhances  determination  of  saccadic  latency, 
velocity  and  accuracy.  To  show  the  advantages  in 
diagnosis  and  understanding  ocular  disturbances  by 
seeking  an  electrophysiologic  definition,  examples 
of  each  technique  collected  over  a three  year  period 
were  presented.  Conduction  delays  in  the  VEP 
from  patients  with  multiple  sclerosis,  B,2  deficien- 
cy, drusen  and  ethambutol  toxicity  were  shown. 
The  use  of  VEP  in  supporting  a diagnosis  of  hyste- 
ria, confirming  cortical  blindness,  and  monitoring 
the  optic  nerves  during  intracranial  surgery  was 
also  exhibited.  Alterations  in  the  ERG  were  depict- 
ed from  cases  of  retinitis  pigmentosa,  tilerone  reti- 
nopathy, camoquin  retinopathy  and  Batten’s  dis- 
ease. EMR  showed  slowed  saccades  in  internuclear 
ophthalmoplegias  and  ocular  muscle  disorders. 

Practical  Management  of  Severe  Epistaxis.  Richard 
W.  Quisling,  MD,  Nashville. 

Epistaxis  is  usually  controlled  by  elevating  the 
head  and  pinching  the  nostrils.  Complicated  epi- 
staxis is  controlled  by  nasal  and  upper  pharynx 
packing  and  possible  ligation  of  the  vessels.  The 
three  most  common  sites  of  epistaxis  are  the  anteri- 
or nasal  septum  from  the  anterior  ethmoidal  artery, 
and  the  posterior  inferior  area  from  the  sphenopala- 
tine artery.  A careful  history  and  physical  identifies 
the  bleeding  site  and  medical  abnormalities  of  the 
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patient.  Conditions  associated  with  severe,  sponta- 
neous epistaxis  include  arteriosclerotic  vascular 
disease,  infection,  and  metabolic  abnormalities. 
Abnormal  coagulation  studies  are  corrected  with 
fresh  frozen  plasma,  platelet  packs,  vitamin  K,  and 
fresh  whole  blood  depending  on  the  cause  and  the 
patient’s  condition.  Specific  vascular  ligation  is 
effective  when  injury  to  a vessel  wall  results  in  a 
severe  life  threatening  hemorrhage.  Ligation  of  the 
internal  maxillary  artery  and  the  anterior  ethmoid 
artery  are  useful  for  successful  control  of  the  poste- 
rior, and  superior  nasal  bleeders.  Ligation  of  the 
external  carotid  artery  is  useful  to  control  nasal  and 
pterygoid  fossa  hemorrhage.  Three  case  reports 
illustrate  the  control  of  severe  epistaxis  of  varying 
origins. 

Reconstruction  of  Hypopharynx  and  Cervical  Esoph- 
agus with  Myocutaneous  Pectoralis  Island  Flap.  Es- 

rafil  Abedi,  MD,  Richmond. 

The  history  and  use  of  the  myocutaneous  pecto- 
ralis major  island  flap  in  the  reconstruction  of  the 
hypopharynx  and  cervical  esophagus  is  described. 
The  advantages  of  this  procedure  are  compared  and 
contrasted  with  other  more  traditional  flap  proce- 
dures. Case  histories  of  six  successful  surgeries 
performed  at  the  Medical  College  of  Virginia  utiliz- 
ing the  myocutaneous  pectoralis  major  island  flap 
technique  are  provided. 


The  following  abstracts  were  awarded  first,  second 
and  third  prizes  when  they  were  presented  at  the 
Medical  College  of  Virginia’s  Kinloch  Nelson  Stu- 
dent Honors  Day  on  May  5,  1982. 

Interaction  of  Human  Platelets  and  Tumor  Cells. 

Robert  L.  Jesse  (M-84). 

In  many  patients,  mortality  from  cancer  is  not 
due  to  the  primary  tumor  per  se,  but  rather  from 
subsequent  metastases.  It  is  thought  that  blood 
platelets  may  play  a role  in  this  metastatic  process 
since  certain  tumor  cell  types  are  able  to  aggregate 
platelets  in  vitro,  and  intravascular  injection  of 
tumor  cells  into  animals  can  cause  a rapid  and 
marked  thrombocytopenia.  Further,  in  a study  of 
506  cancer-related  deaths,  the  second  highest  mor- 
tality was  due  to  disorders  of  hemostatic  parame- 


ters, while  the  use  of  certain  anti-platelet  and  anti- 
coagulant drugs  significantly  reduced  the  rate  and 
extent  of  metastases  in  both  animal  models  and 
clinical  studies.  The  work  described  here  is  aimed 
at  investigating  the  mechanism  by  which  platelets 
and  tumor  cells  interact. 

The  human  astrocytoma  line  U87MG  has  potent 
plasma-coagulating  and  platelet-aggregating  activity 
(PAA).  Following  a lag  period  of  1. 5-2.0  min, 
aggregation  begins  concomitant  with  the  release 
reaction  (degranulation).  PAA  appears  to  be  mem- 
brane-associated: when  tumor  cells  are  disrupted 
by  sonication,  the  particulate  fraction  maintains  the 
ability  to  induce  aggregation  while  there  is  no  such 
activity  associated  with  the  soluble  fraction.  In 
addition,  PAA  is  found  in  the  cell  preparation 
media,  which  can  be  sedimented  by  ultracentrifuga- 
tion. It  is  thought  that  this  post-centrifugation  activ- 
ity resides  in  a vesicle  shed  by  the  tumor  cells 
during  growth  or  as  a result  of  the  harvesting 
procedure. 

The  PAA  associated  with  U87MG  is  labile  to 
phospholipase  A2  (PLA)  treatment.  This  is  dose- 
dependent;  low  doses  prolong  the  lag  phase,  slow 
the  rate  of  aggregation  yet  have  minimal  effects  on 
the  extent  of  aggregation,  while  higher  doses  can 
virtually  inhibit  aggregation.  Pre-incubation  of  tu- 
mor cells  and  PLA  shows  a time-dependent  loss  of 
PAA.  Examination  of  tumor  lipid  profiles  after  PLA 
digestion  shows  a marked  decrease  in  phosphatidyl- 
choline, commensurate  with  increased  lysophos- 
phatidylcholine  when  compared  to  controls.  It  is 
not  known  at  this  point  whether  PAA  is  caused  by 
phospholipid  alone  or  instead  resides  in  a lipopro- 
tein complex  of  which  phospholipid  is  an  integral 
component. 

Development  of  a Herpes  Simplex  Vaccine:  A Mouse 
Model.  Terrell  A.  Thomson,  PhD  (M-83). 

The  epidemic  proportions  of  herpes  simplex  virus 
(HSV)  infection  in  recent  years  has  prompted  much 
research  in  the  areas  of  treatment  and  prevention  of 
this  disease.  Over  the  past  five  years,  ongoing 
research  has  been  directed  at  defining  a mouse 
model  of  labial  HSV  type  1 infection,  and  develop- 
ment and  testing  of  various  vaccine  regimens. 

Several  vaccine  preparations  were  made.  Criteria 
for  a good  HSV  vaccine  include  potent  immunoge- 
nicity,  non-viability  to  prevent  possible  problems 
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with  latent  vaccine  effects,  and  nucleic  acid-free  to 
avoid  possible  problems  with  HSV  onocogenicity. 
The  preparations  tested  included  a simple,  formal- 
in-treated whole  virus  preparation;  several  viral 
sub-unit  vaccines  in  which  attempts  were  made  to 
remove  HSV  nucleic  acid;  and  a vaccine  prepara- 
tion consisting  of  HSV  envelope  antigen  that  was 
tested  as  part  of  a collaborative  study  with  a phar- 
maceutical firm. 

These  vaccine  preparations  were  evaluated  ac- 
cording to  several  criteria:  ( 1 ) ability  to  protect  mice 
from  a primary  labial  lesion,  (2)  ability  to  block  the 
establishment  of  trigeminal  nerve  ganglia  latency, 
(3)  ability  to  reduce  latent  HSV  ganglion  infection, 
and  (4)  ability  to  prevent  herpes  virus  encephalitis 
leading  to  death.  Other  aspects  of  the  immunization 
procedure  were  evaluated,  including  dose  respons- 
es, optimum  number  of  vaccine  doses  required  for 
efficacy,  site  of  immunization  and  duration  of  pro- 
tection. 

As  a result  of  these  studies,  it  was  found  that  both 
whole  virus  formalin-killed  vaccine  and  nucleic 
acid-free  sub-unit  vaccines  protected  mice  from 
labial  infection  and  encephalitis.  Several  vaccine 
regimens  also  protected  mice  against  the  develop- 
ment of  latent  infection.  Moreover,  it  was  deter- 
mined that  an  adjuvant  was  required  to  elicit  this 
protection  and  boosting  doses  was  necessary. 

Iron  Kinetics  in  Iron-Deficient  Anemia:  Model-De- 
pendent and  Model-Independent  Analysis.  Brent  G. 
Fauss  (M-82). 

In  this  study  seven  patients  in  27  experimental 
cases  were  given  low-dose  20  mg  of  elemental  iron 
in  the  form  of  iron  sulfate  and  iron  fumarate  with  or 
without  0.5  g of  ascorbate.  The  blood  plasma  iron 
levels  were  measured  with  time  over  0 to  9 hours. 
Patients  were  divided  into  three  groups  according  to 
ferritin  levels  and  CBC  data:  (1)  normal  iron  stores, 
(2)  depleted  iron  stores,  and  (3)  depleted  iron  stores 


with  iron-deficient  anemia.  Data  analysis  of  experi- 
mental data  used  model-dependent  analysis  with  a 
first-order,  one-compartment  model  and  a least- 
squares,  non-linear,  regression  program.  The  mod- 
el-independent analysis  used  a statistical  moments 
program.  Both  programs  were  written  in  basic  and 
run  on  a Hewlett  Packard  85  desk-top  micro  com- 
puter. The  model-independent  analysis  provided 
the  best  analysis  of  the  kinetic  data  and  suggests 
that  low-dose  iron  disposition  kinetics  correlates 
with  lowered  bone  marrow  iron  stores  and  iron- 
deficient  anemia. 


$1  Million 

Term  Life  Insurance 
$760  a year 
Age  40  male 

For  additional  quotes  call: 
(804)  481-2500 
We  believe  our  rates 
are  unbeatable. 

WILLIAMS  & CO. 

3878  Holland  Road 
Virginia  Beach,  VA  23452 


Tax  Planning  & Retirement  Planning 

Staples,  ^reenberg,  Wlinardi  Sr  Kessler,  1P.G. 

Attorneys  at  Law 

20 7 West  franklin  Street 

"Richmond,  Virginia  23220  (80^4)  0-4Q-234/ 
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THE 

NATIONAL 

CHILDREN’S  REHABILITATION  CENTER 

a psychiatric  facility  for  children  and  adolescents 
accredited  by  JCAH  licensed  by  the  Commonwealth  of  Virginia 

The  Center  provides  a treatment  program  for  those  children  and  adolescents  who 
no  longer  need,  or  do  not  need,  an  acute-care  setting  but  require  ongoing  24-hour 
treatment  and  structure.  An  individual  treatment  plan  is  developed  for  each  patient, 
including  individual  and  group  therapy,  family  therapy  if  indicated,  and  a complete 
educational  and  activities  program. 

Bernard  Haberlein,  Blair  Jamarik,  M.D.,  Daniel  Steck  Riley, 

Executive  Director  Clinical  Director  Admissions  Director 

For  more  detailed  information  contact 
The  National  Children’s  Rehabilitation  Center 

301  Childrens  Center  Road,  Leesburg,  Virginia  22075,  (703)  777-3485 
a non-profit  corporation 


THE  HARD  PART 
COHIES  AFTER  THE  DETOX 

Our  nationally  recognized  Alcoholism  Treatment  Program  at 
The  Arlington  Hospital  is  fully  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  We  are  successful  because  we  offer  a total 
treatment  program,  including: 

• 21-28  day  inpatient  treatment  including  detoxification 

• Separate  adolescent  program  for  patients  ages  13-18 

• Professional  counseling  staff 

• Primary  nursing  care 

• 1 5-week  aftercare  group  treatment 

• One-year  aftercare  follow-up 


For  an  informative  brochure  and  rate  information,  call  or  write: 


Alcoholism  Treatment  Program 
The  Arlington  Hospital 

1701  North  George  Mason  Drive 
Arlington,  Virginia  22205 
703/558-6536 


Charles  G.  Smith,  M.D. 
Medical  Director 
Morris  A Hill,  M.H.S 
Program  Director 


The  Arlington  Hospital  is  a 350-bed  nonprofit  institution,  extending  a 
commitment  in  community  health  care. 
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VIRGINIA  MEDICAL  OBITUARY 


Clarence  B.  Trower,  MD 

Dr.  Clarence  Brock  Trower,  Jr.,  Norfolk  surgeon 
and  past  president  of  the  Virginia  State  Board  of 
Medicine,  died  September  10  in  Norfolk.  He  was  60 
years  old  and  had  retired  in  1980  because  of  ill 
health. 

A graduate  of  the  University  of  Virginia  School  of 
Medicine,  Dr.  Trower  performed  his  residency  at 
Norfolk  General  Hospital  and  throughout  his  prac- 
tice was  on  the  Norfolk  General  staff.  He  was  active 
in  the  training  program  at  Eastern  Virginia  Medical 
School  and  in  1971  was  named  to  the  2nd  District 
seat  on  the  State  Board  of  Medical  Examiners. 

Dr.  Trower  had  been  a member  of  The  Medical 
Society  of  Virginia  for  26  years  and  belonged  also  to 
the  Norfolk  Academy  of  Medicine,  Seaboard  Medi- 
cal Association  and  American  Medical  Association. 


James  T.  Colley,  MD 

Dr.  James  Thomas  Colley,  Rocky  Mount,  died 
September  19  in  a Roanoke  hospital  at  the  age  of  65. 
Ill  health  had  forced  his  retirement  several  years 
ago. 

Dr.  Colley  was  graduated  from  Emory  and  Henry 
College  in  Emory,  Virginia,  and  went  on  to  earn  his 
medical  degree  at  the  University  of  Virginia.  He 
received  training  at  the  Community  Hospital  in 
Roanoke.  In  Franklin  County,  he  established  prac- 
tice of  general  surgery  in  a clinic  that  was  the 
forerunner  of  Franklin  Memorial  Hospital. 

A native  of  Southwest  Virginia,  Dr.  Colley  came 
to  his  35  years  of  membership  in  The  Medical 
Society  of  Virginia  through  the  Roanoke  Academy 
of  Medicine.  He  belonged  also  to  the  International 
College  of  Surgeons. 

James  T.  Gianoulis,  MD 

Dr.  James  Thomas  Gianoulis,  Richmond  sur- 
geon, died  October  16  at  the  age  of  67. 

A High  Point,  North  Carolina,  native.  Dr.  Gian- 
oulis was  graduated  from  High  Point  College  and 
the  Medical  College  of  Virginia.  During  World  War 
II,  he  served  as  a captain  in  the  Army  Air  Corps.  He 
had  been  chief  of  surgery  at  Richmond's  St.  Eliza- 


beth’s Hospital,  now  Richmond  Metropolitan  Hos- 
pital. 

A member  of  the  American  College  of  Surgeons, 
Southeastern  Surgical  Congress  and  the  Richmond 
Academy  of  Medicine,  Dr.  Gianoulis  had  belonged 
to  The  Medical  Society  of  Virginia  for  43  years. 

Percy  N.  Gajaweera,  MD 

Dr.  Percy  N.  Gajaweera,  Norfolk  psychiatrist, 
died  October  5 in  a Norfolk  area  Hospital.  He  was 
44  years  old. 

A native  of  Hambantota,  Sri  Lanka,  Dr. 
Gajaweera  studied  medicine  at  the  University  of 
Ceylon,  where  he  later  served  on  the  faculty.  He 
did  postgraduate  work  in  London,  England,  before 
coming  to  Norfolk  to  continue  training  at  Eastern 
Virginia  Medical  School.  Dr.  Gajaweera  lived  in 
Tidewater  for  eight  years  and  served  on  the  staff  of 
DePaul,  Bayside  and  Medical  Center  Hospitals.  In 
addition  to  The  Medical  Society  of  Virginia  and  the 
Norfolk  Academy  of  Medicine,  he  belonged  to  the 
Royal  College  of  Psychiatrists. 


Memoir  of  Hertha  T.  Riese 
1892-1981 

By  Laurie  E.  Rennie,  MD 

We  were  saddened  on  November  27,  1981  at  the 
death  of  our  colleague  and  friend  Dr.  Hertha  Riese. 
Dr.  Riese's  life  and  medical  practice  indeed  "spans 
the  ages”.  Born  March  15,  1892  in  Berlin,  she 
obtained  her  first  doctor’s  degree  at  the  University 
of  Frankfurt  in  1916  and  began  her  medical  practice 
shortly  thereafter  with  extensive  study  in  languages 
including  modern  German,  Anglo-Saxon,  middle 
English  and  French.  An  additional  degree  in  the 
latter  was  frustrated  by  the  German  invasion  in 
1940.  Early  in  her  career  she  studied  abroad,  having 
left  Germany  to  study  in  England  at  Metropolitan 
Hospital  in  London.  Subsequently,  Dr.  Riese 
served  in  numerous  institutions  in  Europe. 

The  main  thrust  of  her  practice  lay  in  the  organiz- 
ing and  direction  of  medical  services  for  the  disen- 
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franchised,  forgotten  and  misunderstood.  She  was 
the  organizer  and  medical  director  of  marriage 
counselor  clinics  in  Frankfurt,  the  League  of  Pro- 
tection of  Motherhood  of  the  municipality  of  Frank- 
furt, and  she  taught  adult  education  classes  in 
public  health,  social  welfare,  and  sexual  hygiene 
before  1930,  in  rural,  industrial,  and  penitentiary 
centers.  She  worked  as  a lay  judge,  and  upon 
coming  to  this  country  in  1941,  began  one  of  the 
first  studies  of  the  environmental  and  deprived  child 
for  which  work  she  was  recognized  internationally. 
Dr.  Riese’s  publications  were  numerous,  and  her 
practice  in  the  field  of  child  psychiatry  was  one  of 
continuing  activity  and  innovative  approaches.  She 
founded  the  Educational  Therapy  Center,  now  part 
of  the  state  mental  health  system  in  1943  and 
directed  it  until  reaching  the  age  of  65,  at  which  time 
her  retirement  was  required.  She  then  practiced  in 
her  home  until  1980,  at  which  time  her  practice  was 
relinquished  because  of  ill  health. 

Dr.  Riese  had  busily  engaged  herself  with  re- 
search and  therapy  while  in  her  home  as  well  as 
taking  care  of  the  multiple  needs  of  her  husband, 
our  colleague,  the  late  Walther  Riese,  who  died  in 
1976.  Publication  of  the  book.  Heal  the  Hurt  Child , 
in  1962  was  probably  the  capstone  of  a long  and 
splendid  career  for  this  cultured  and  gentle  person. 
She  will  be  remembered  for  years  to  come  because 
of  her  intellectual  curiosity,  her  ability  to  adopt  new 
approaches  to  difficult  and  trying  problems,  and  her 
constant  attention  to  the  underdog.  A devoted  wife, 
mother,  physician,  researcher,  social  worker,  and 
philanthropist,  Hertha  Riese  made  her  mark  in  the 
in  the  medical  community  as  well  as  on  the  total 
Richmond  metropolitan  area. 


Memoir  of  Oscar  Lee  Hite 
1894-1981 

By  William  A.  Johns,  MD, 

Charles  M.  Caravati,  MD,  and  James  E.  Temple,  MD 

Dr.  Oscar  Lee  Hite,  son  of  Mary  Jane  Tuck  Hite 
and  Rubin  S.  Hite,  was  born  in  Halifax  County,  Vir- 
ginia, on  September  8,  1894,  and  died  in  Richmond 
on  March  20,  1981,  at  the  age  of  86. 

After  graduation  from  Virgilina  High  School  and 
Oak  Ridge  Academy,  Dr.  Hite  entered  the  Army 


during  World  War  I and  spent  1918  and  1919  fight- 
ing on  French  soil.  He  was  wounded  in  the  Battle  of 
the  Meuse-Argonne.  Following  his  discharge  from 
the  Army,  he  entered  the  University  of  Richmond, 
where  he  was  a member  of  Pi  Kappa  Alpha  social 
fraternity  and  ODK  honorary  fraternity.  He  received 
his  bachelor’s  degree  in  1922.  Later  he  entered  the 
Medical  College  of  Virginia,  where  he  received  his 
MD  degree  in  1929.  He  was  a member  of  Phi  Chi 
medical  fraternity  and  was  president  of  his  senior 
class. 

His  first  year  of  postgraduate  work  was  done  at  the 
Tucker  Sanitorium  in  Richmond.  The  second  year 
was  spent  at  the  Lenox  Hill  Hospital  in  New  York 
City.  The  third  year  he  trained  in  Washington,  DC, 
and  in  1932,  Dr.  Hite  began  his  practice  in  Rich- 
mond. Two  years  later  he  married  Inez  DeJarnette 
and  they  had  two  daughters,  Mary  Jane  Hite  Walters 
and  Anne  DeJarnette  Hite  Howe,  and  three  grand- 
children. 

Dr.  Hite  continued  to  treat  patients  until  his  death. 
During  his  long  career,  he  was  active  in  all  phases  of 
medicine.  He  regularly  attended  the  meetings  of  the 
Richmond  Academy  of  Medicine  and  was  a loyal 
member  of  the  staff  of  the  Johnston-Willis  Hospital, 
where  he  was  chairman  of  the  medical  staff  for  many 
years  and  served  diligently  on  numerous  hospital 
committees.  For  many  years,  he  was  the  physician 
for  the  Richmond  Home  for  Boys  and  the  Baptist 
Home  for  Ladies.  He  also  served  as  the  physician  for 
the  University  of  Richmond  from  1966  to  1973. 

In  addition.  Dr.  Hite  was  a huntsman  and  an  ex- 
cellent shot.  He  was  a fisherman  and  a good  one.  He 
was  a gardener  and  many  of  his  friends  will  miss  the 
vegetables  he  brought  them. 

For  many  years,  Dr.  Hite  was  a woodworker  and 
was  considered  a master  in  this  field.  In  1960,  the 
Richmond  Times-Dispatch  published  a feature  article 
about  his  woodworking  ability. 

Dr.  Hite  was  a devout  Christian  who  devoted 
much  time  to  church  work.  Because  of  his  efforts 
more  than  those  of  any  other  individual.  River  Road 
Baptist  Church  was  founded.  From  that  beginning. 
River  Road  Baptist  has  grown  to  be  one  of  the  largest 
churches  in  Richmond’s  West  End. 

Dr.  Oscar  Lee  Hite  was  a beloved  physician,  father 
and  husband,  a truly  great  Christian  gentleman  who 
lived  his  religion  daily  and  whose  compassion  for 
others  is  widely  known. 
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VIRGINIA 
M EDICAL 
CLASSIFIED 

Virginia  Medical  classified  ads  accepted  at  the  discre- 
tion of  the  Editor.  Rates  to  Medical  Society  of  Virginia 
members:  $15  per  insertion  up  to  50  words,  25<f  each 
additional  word.  To  non-members:  $30  per  insertion  up  to 
50  words,  25<5  each  additional  word.  Deadline:  5th  day  of 
month  prior  to  month  of  publication.  Send  to  the  Adver- 
tising Manager,  4205  Dover  Road,  Richmond  VA  23221 . 


PRACTICE  AVAILABLE — Richmond  environs.  Estab- 
lished practice  suitable  for  internist  or  general  practitioner. 
Practice  is  free;  office  for  lease.  Will  introduce.  Retiring. 
Reply  to  Virginia  Medical,  Box  63,  4205  Dover  Road, 
Richmond  VA  23221. 

OFFICE  SPACE — Prime  location  in  the  West  End  of 
Richmond.  Roomy  medical  office,  available  immediately. 
Parking  lot  for  employees  and  patients.  Building  on  bus 
line.  Call  for  appointment  or  further  information.  Mrs. 
White,  (804)  358-6900. 

SKI  SNOWSHOE — Rent  new  1 bedroom  condo  adjacent  to 
Powderidge  lift.  Sleeps  4.  Rent  through  owner  and  save 
20%  or  more.  Unit  rents  for  $65/night  prior  to  December 
25;  thereafter  $200/weekend,  $525/week.  Call  for  prices  or 
reservation  (804)  977-5287. 

PHYSICIANS  signature  loans  to  $50,000.  Take  up  to  seven 
years  to  repay  with  no  pre-payment  penalties.  Use  for 
taxes,  investment,  consolidation  or  any  other  purpose. 
Prompt,  courteous  service.  Competitive  fixed  rate,  with  no 
points,  fees  or  charges  of  any  kind.  Toll  Free,  (800)  24 1 - 
6905.  Physicians  Service  Association,  Atlanta  GA.  Serving 
MDs  for  over  ten  years. 

FOR  SALE — Professional  office  space.  New  low-rise  eleva- 
tor condominium  in  West  Springfield,  Virginia.  Suites 
from  600  sq.  ft.  For  information  call  (703)  569-2702  or 
write  to  Mr.  Thomas  A.  Cary,  8134  Old  Keene  Mill  Road, 
Springfield  VA  22152. 

WE  NEED  a pediatrician  with  Virginia  license  and  Board 
certified  (or  eligible)  for  established  position  as  Public 
Health  Clinician  in  Hampton  City  Health  Department.  WE 
OFFER  8:00-4:30  workdays  (evenings  and  weekends  are 
yours  to  enjoy);  ancillary  services  available — lab,  radiolo- 
gy, specialty,  home  care,  social  service;  attractive  fringe 
benefits  including  life,  health,  and  malpractice  insurance; 
retirement  plan;  liberal  holiday,  vacation,  and  sick  leave 
policies;  negotiable  salary.  Mail  State  application  form  to 
Virginia  State  Health  Department,  Room  110,  James  Madi- 
son Building,  109  Governor  Street,  Richmond,  VA  23219, 


by  December  31,  1982.  Specify  position  #1449  on  applica- 
tion. For  further  information,  call  Dr.  Carol  C.  Hogg, 
(804)  722-7411. 

WINTERGREEN — Reduced  rates  on  one-bedroom  condo- 
minium in  New  Mountain  Inn  Convention  Center.  Conve- 
nient to  everything.  Beautifully  furnished.  Direct  from 
Richmond  owner.  Call  (804)  741-1988  or  (804)  358-9828. 

CRUISE/CONFERENCE.  Easter  week  CME,  medicolegal 
issues.  April  2-9,  1983,  Mexican  Riviera.  18  CME  Cat.  1 
credits.  Fly  roundtrip  free  to  Los  Angeles.  Excellent  group 
fares  on  finest  ship.  Registration  limited.  Tax  deductible 
under  1976  Tax  Reform  Act.  Information:  International 
Conferences,  189  Lodge  Avenue,  Huntington  Station  NY 
11746,  (516)  549-0869. 

VACATION  HOUSE  for  rent.  Wintergreen — year  round 
resort.  Nine  ski  slopes  nearby.  Daily,  weekly  and  weekend 
rates  available.  Three  bedrooms,  sleeps  ten.  Call  (804)  460- 
4884  or  461-0092. 

SNOWSHOE  townhouse — 3 bedrooms,  sleeps  10,  new. 
Powder  Monkey  slope  with  cedar  log  construction  and 
color  cable  TV.  Fireplace  and  fully  furnished.  Call  (804) 
285-3347  or  write  Condo,  22  Countryside  Lane,  Richmond 
VA  23229. 

SKI  WINTERGREEN — Newly  constructed  ski  slopes,  4400 
feet  in  length,  with  1050  foot  vertical.  Stay  adjacent  to  slope 
in  chalet  with  6 bedrooms  plus  loft,  3 full  baths,  full 
kitchen,  fireplace  and  large  Jacuzzi.  Sleeps  14.  Ideal  for 
large/multiple  families.  Rent  from  owner.  (804)  486-3214. 

Consider  THE  RAGGEDY ASSMILITIA!  Your  service  in 
the  Virginia  National  Guard  is  an  exciting  way  to  fulfill 
patriotic  ambitions  and  provides  more  benefits  than  can  be 
listed  in  this  little  ad.  For  information,  call  or  write  Joseph 
D.  Brown  III,  MD,  224  Monticello  Avenue,  Williamsburg 
VA  23185,  (804)  229-0765  (office)  or  (804)  253-2532  (home). 

BILLING  SYSTEM:  NEC-APC.  For  specialty  or  general 
practice.  Runs  on  CPM  86  and  CBASIC  86,  including  128K 
RAM  (expandable  to  256K  RAM),  Dual  1 -million  byte 
floppy  disc  drives,  double  density  (total  2MB).  Hard  disc 
for  more  memory  storage  is  optional.  Choice  of  printers, 
either  NEC  7730  or  NEC  3530  spinwriters — letter  quality. 
Bi-directional  pinfeed  tractors  for  forms  handling.  Prints 
private  pay,  Medicare,  Medicaid,  Blue  Shield  and  commer- 
cial insurance.  Reports  available  such  as  master  file  with  or 
without  balances,  doctor  file,  CPT  file,  ICDA  file,  daily 
journal,  monthly  journal,  view  of  charges,  insurance  file, 
head  of  family  charges,  delinquency  report,  individual 
patient  lookup  and  many  more.  Additional  software  avail- 
able at  reasonable  cost  for  database  management,  general 
business  accounting,  word  processing,  mailing  lists,  graph- 
ics, micro-plan  business  planner  and  more.  We  install 
anywhere  in  the  USA.  Free  training  in  our  offices.  For 
more  information,  call  or  write:  NEC  Medical,  Rappahan- 
nock Computers,  PO  Box  788,  200  Prince  Street,  Tappa- 
hannock  VA  22560,  (804)  443-5880. 
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• Cardiac  Catheterization 

4-Hour  Admission 

• Non-lnvasive  Imaging 
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Ambulatory  Drug  Intervention 
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Limbitrol 


Ibblefs  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

'tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


In  anxious  depression, 


SPECIFIC  FOR  THE  NONPSYCHOTIC  PATENT 


Fits  the  picture  of 

anxiety/depression 

correlation 

Most  patients  with  a mood  disorder  have  a 
mixture  of  anxiety  and  depression.  One 
clinician'  found  a correlation  of  0.7  in 
anxiety  and  depression  scores;  another2  has 
estimated  that  7 of  10  nonpsychotic 
depressed  patients  are  also  anxious.  For  the 
dual  symptomatology  of  anxious  depression, 
Limbitrol  provides  dual  medication. 


More  appropriate 
for  the  nonpsychotic 
depressed  and 
anxious  patient 

Limbitrol  contains  both  amitriptyline,  specific 
for  symptoms  of  depression,  and  a 
benzodiazepine,  specific  for  the  symptoms  of 
anxiety.  Thus  it  is  a better  choice  than  other 
dual  agents  for  anxious  depression  that 
contain  a phenothiazine,  a class  of 
antipsychotic  drugs  less  specific  for  anxiety 
and  now  generally  avoided  in  nonpsychotic 
patients.23 


Avoids  the  risk  of  tardive 
dyskinesia  carried 
by  the  phenothiazine 
combinations 

The  causal  relationship  between  the 
phenothiazines  and  other  extrapyramidal 
side  effects,  including  tardive  dyskinesia,  is 
well  established.  In  contrast,  the  reported 
incidence  of  these  adverse  reactions  with 
Limbitrol  or  either  of  its  components  is  rare. 

References:  1.  Claghom  J Psychosomatics  11 438-441, 
Sept-Oct  1970  2.  Rickels  K:  Drug  treatment  of  anxiety,  in 
Psychopharmacology  in  the  Practice  of  Medicine,  edited  by 
JarvikME  New  York,  Appleton-Century-Crofts,  1977,  p 316 
3.  Baldessarim  RJ,  Tarsy  D Tardive  dyskinesia,  in 
Psychopharmacology  A Generation  of  Progress,  edited  by 
Lipton  MA,  DiMascio  A,  Killam  KF  New  York,  Raven  Press, 
1978.  p 999 


Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression 
associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzo- 
diazepines or  tricyclic  antidepressants  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within 
14  days  following  discontinuation  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then 
initiate  cautiously,  gradually  increasing  dosage  until 
optimal  response  is  achieved  Contraindicated 
during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  his- 
tory of  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  patients  taking  tri- 
cyclic antidepressants  and  anticholmergic-type 
drugs  Closely  supervise  cardiovascular  patients. 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antide- 
pressants, especially  high  doses  Myocardial  infarc- 
tion and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  and 
against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g operating  machinery,  driving) 
Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  the  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to 
chlordiazepoxide  have  been  reported  rarely  use  cau- 
tion in  administering  Limbitrol  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage,  with- 
drawal symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  head- 
ache and  malaise  for  amitriptyline,  symptoms  [includ- 
ing convulsions]  similar  to  those  of  barbiturate  with- 
drawal for  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a his 
tory  of  seizures,  in  hyperthyroid  patients  or  those  on 
thyroid  medication,  and  in  patients  with  impaired 
renal  or  hepatic  function  Because  of  the  possibility  of 


suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients.  Periodic 
liver  function  tests  and  blood  counts  are  recom- 
mended during  prolonged  treatment  Amitriptyline 
component  may  block  action  of  guanethidine  or  simi- 
lar antihypertensives.  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative 
effects  may  be  additive  Discontinue  several  days 
before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precau- 
tions about  pregnancy.  Limbitrol  should  not  be  taken 
during  the  nursing  period  Not  recommended  in  chil- 
dren under  12  In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  overse- 
dation.  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are 
those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision 
dizziness  and  bloating  Less  frequently  occurring 
reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness, 
restlessness  and  lethargy  have  been  reported  as 
side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunc- 
tion have  been  observed  rarely 
The  following  list  includes  adverse  reactions  not 
reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tachy- 
cardia. palpitations,  myocardial  infarction,  arrhyth- 
mias, heart  block,  stroke 

Psychiatric:  Euphoria,  apprehension,  poor  concentra- 
tion, delusions,  hallucinations,  hypomania  and 
increased  or  decreased  libido 
Neurologic:  Incoordination . ataxia,  numbness, 
tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG 
patterns 

Anticholinergic:  Disturbance  of  accommodation,  para- 
lytic ileus,  urinary  retention,  dilatation  of  urinary  tract 
Allergic:  Skin  rash,  urticaria,  photosensitization, 
edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including 
agranulocytosis,  eosmophilia.  purpura, 
thrombocytopenia 

Gastrointestinal.  Nausea  epigastric  distress,  vomit- 


ing, anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
black  tongue. 

Endocrine  Testicular  swelling  and  gynecomastia  in 
the  male,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  female  and  eleva- 
tion and  lowering  of  blood  sugar  levels. 

Other  Headache,  weight  gain  or  loss,  increased 
perspiration,  urinary  frequency  mydriasis,  jaundice, 
alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  sus- 
pected of  having  taken  an  overdose  Treatment  is 
symptomatic  and  supportive  I V administration  of 
1 to  3 mg  physostigmine  salicylate  has  been  reported 
to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation 
and  treatment. 

Dosage:  individualize  according  to  symptom  severity 
and  patient  response  Reduce  to  smallest  effective 
dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bed- 
time Single  h s dose  may  suffice  for  some  patients. 
Lower  dosages  are  recommended  for  the  elderly. 
Limbitrol  10-25.  initial  dosage  of  three  to  four  tablets 
daily  in  divided  doses,  increased  to  six  tablets  or 
decreased  to  two  tablets  daily  as  required  Limbitrol 
5-12  5 initial  dosage  of  three  to  four  tablets  daily  in 
divided  doses,  for  patients  who  do  not  tolerate  higher 
doses. 

How  Supplied:  White,  film-coated  tablets,  each  con- 
taining 10  mg  chlordiazepoxide  and  25  mg  amitripty- 
line (as  the  hydrochloride  salt)  and  blue,  film-coated 
tablets,  each  containing  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) — 
bottles  of  100  and  500.  Tel-E-Dose*  packages  of  100. 
Prescription  Paks  of  50 
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MORE  DEPRESSION 
MEANS  MORE  ANXIETY.. 


The  graph  illustrates  the  close  correlation 
between  depression  and  anxiety  derived 
through  the  MMPI  and  the  Taylor  Manifest 
Anxiety  Scale  in  100  nonpsychotic  psychi- 
atric patients.  The  Coefficient  of  Correlation  is 
0.7.  As  depression  increased,  so  did  the 
anxiety  levels. 
—Adapted  from  Claghorn  J' 


A key  reason  why 


MORE  PHYSICIANS  ARE  CHOOSING 

LIMBITROC 


Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  1 2 5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


1.  Claghorn  J Psychosomatics  11 438-441,  Sept-Oct  1970 

Please  see  summary  ot  product  information  on  inside  cover. 
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